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for  24  hours  with  a single  tablet 

BMIDICEL  differs  from  ordinary  sulfonamides  because  it  affords  all  these  clinical  advantages: 
I tablet-a-day  schedule —greater  convenience  and  economy  for  patients  • rapid  effect— prompt 
absorption  • prolonged  ocf ion  — effective  plasma  and  tissue  concentrations  sustained  day  and  night 
with  1 tablet  daily  • wide  antibacterial  spectrum  — elective  in  urinary  tract  infections,  upper 
respiratory  infections,  bacillary  dysenteries,  and  surgical  and  soft  tissue  infections, due  to  sulfona- 
mide-sensitive organisms  • well  tolerated  — low  dosage  and  high  solubility  minimize  possibility  of 
crystalluria. 

Adult  Dosage:  Initial  (first  day)  — 2 tablets  ( 1 Gm.)  for  mild  or  moderate  infections,  or  4 tablets  (2  Cm.)  for  severe 
infections.  Maintenance— 1 tablet  (0.5  Gm.)  daily.  Children’s  Dosage:  According  to  weight.  See  literature  for  details 
of  dosage  and  administration.  Available:  Quarter-scored  tablets  of  0.5  Gm.,  bottles  of  24,  100,  and  1,000. 
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Until  the  discovery  of  decadron*  by  MERCK  sharp  & DOHME,  when  your  diabetic  patients  were 
also  in  need  of  corticosteroid  treatment,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  meilitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they  not 
only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 


NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

Decadron— the  new  and  most  potent  of  all  anti-inflammatory  corticosteroids— Is 
remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 


DEXAM  ETHASON  E 


to  treat  more  patients 
more  effectively 


In  clinical  trials  with  some  1,500  patients  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  existing 
diabetes,  no  increase  in  insulin  requirements.  Patients 
whose  diabetes  was  severely  aggravated  on  predniso- 
lone showed  good  tolerance  when  transferred  to 
DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to  being 
practically  free  of  diabetogenic  activity,  therapy  with 
DECADRON  is  also  practically  free  of  sodium  retention, 
potassium  depletion,  hypertension,  edema  and  psychic 
disturbances.  Cushingoid  effects  are  fewer  and  milder. 
DECADRON  has  not  caused  any  new  or  “peculiar”  re- 
actions, and  has  produced  neither  euphoria  nor  depres- 
sion, but  helps  restore  a “natural”  sense  of  well-being. 
♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc.,  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA, 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system- — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  3©;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 


Triocetyloleandomycln,  Wyeth 


for  January,  1959 
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FOR  THE  SLOW-TO-GROW  CHILD  B-VITAMIN  SUPPORT. ..PLUS  THE 
PROTEIN -POTENTIATING  ACTION  OF  L-LYSINE.. PLUS  THE 
EXCEPTIONALLY  WELL-TOLERATED  HEMATINIC 

PERFORMANCE  OF  FERRIC  PYRO- 
PHOSPHATE.. .AND  THE  IRON  AND 
Bi2  ENHANCING  ACTION  OF  SORBITOL 

IN  DELICIOUS  CHERRY  FLAVORED 

INCREMir  SYRUP 

l.ysine— Vitamins 

BUILDS  IRON  RESERVES 

BOOSTS  APPETITE 

PROMOTES  GROWTH 

Each  dally  teaspoonful  dose  (S  cc.)  contains: 

1-Lysine  HCI 300  mg. 

Vitamin  B\i  Crystalline mcgm. 

Thiamine  HCI  (Bi)  10  mg. 

Pyridoxine  HCI  (Bg) 5 mg. 

Ferric  Pyrophosphate  (Soluble) 2 SO  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 

Alcohol 0.75% 

Bottles  of  4 and  16  fl.  oz. 

LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Your  difficult  rheumatic  patient 


through  effective  relief  and  rehabilitation 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 

Comprehensive  synergistic 


For  the  patient  who  does  not  require  steroids 

or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone. 

In  each  enteric-coated  tablet: 

Sodium  saiicylate  LI.S.P.....0J  Gm.  (5  gr.) 
Sodium 

para-amioobenzoate  ......0.3  Gm.  (5  gr.) 

Ascorbic  acid  ..............................50.0  mg. 


Pabalate,  with  sodium  salts 

replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate  ..........0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  ......0.3  Gm.  (5  gr.) 

Ascorbic  acid  ..............................50.0  mg. 


combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) ............  2.5  mg. 

Potassium  salicylate  ..................  0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


PABALATE-HC 

For  steroid  or  non -steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


PABALATE 


Investigator 


after  investigator  reportsi 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients."  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide."  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic:  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) " 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M. A.  166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure."  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with  ■simple  ‘rule  of  thumb’  oral  dosage  schedules." 


In  "Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  1$57. 


MERCK  SHARP  & DOHME 


Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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as  simple  as  J- 2^-3 


1 

2 
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INITIATE  THERAPY  WITH  'DIURIL'.  ‘DiURiL'  is  given  in  a dosage  range  of  from  250 

mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'ikversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optima!  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

•DIURIL'  is  3 trade-mark  of  Merck  %.  Co..  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DiURiL' 


for  January,  1959 
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running  noses 


and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 


• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief. 


Relief  vith  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


first-'the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then— the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Ear/i  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  . - . 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  In  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon  and  in  the  evening,  if  needed. 


r-r^  * . . ® 

1 riammic 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication;  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  14  of  ^ Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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'^Deprol^ 


Clinically  confirmed 
in  over  2,500 
documented 
case  histories^'^ 


CONFIRMED  EFFICACY 

Deprol  ► acts  promptly  to  control  depression 
without  stimulation 

► restores  natural  sleep 

► reduces  depressive  rumination  and  crying 


DOCUMENTED  SAFETY 

Deprol  is  unlike  amine-oxidase  inhibitors 

► does  not  adversely  affect  blood  pressure 
or  sexual  function 

► causes  no  excessive  elation 

► produces  no  liver  toxicity 

► does  not  interfere  with  other  drug  therapies 

Deprol  is  unlike  central  nervous  stimulants 

► does  not  cause  insomnia 

► produces  no  amphetamine-like  jitteriness 

► does  not  depress  appetite 

► has  no  depression-producing  aftereffects 

► can  be  used  freely  in  hypertension  and 
in  unstable  personalities 

1.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyi  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  1,  1958.  2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

tTMAOC'MAftK 

CO- 7469  Literature  and  samples  on  request  W WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Dosage:  Usual  start- 
ing dose  is  1 tablet 
q.i.d.  When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 

Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl  benzilate  hydro- 
chloride (benactyzine 
HCl). 

Supplied:  Bottles  of 
50  scored  tablets. 


Exactly  how 

does  new  Halodrin*  restore  the 
"premenopausal  prime” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause— the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during  a 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2M>  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  ( fluoxymesterone ) — the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years. 


llpjohn 


^n'RAOEMARK,  REG.  U. 


■.  OFF. 


COPYRIGHT  1956,  THE  UPJOHN  COMPANY 
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's  from  ovulation 


IN  OFFICE  SURGERY 


ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION  fj  NERVE  BLOCK 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 : 100, 000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*  HCl  SOLUTION 

(brand  of  lidocaine*) 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 
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Winthrop  Laboratories 

introduces 


BRAND  OF  CHLORMETHAZANONE 


a completely'’  new  major  chemical  contribution  to  therapeutics 


0,  ,0 
V 


c— c 


N— CH: 


Chlormethazanone 

2-(4-chlorophenyl)-3-methyl-4-metathiazanone-l-dioxide 


designed  to  be  equally  ejfective  as  both 

a MUSCLE  RELAXANT 
a TRANQUILIZER 


the  first  true“TRANQUILAXANT 

ojfering  new  freedom  for  your  patients ...  from  muscle  spasm, 
from  tension  and  anxiety,  from  side  ejfects 


tran-qui-lax-ant  (tran'kwi-lak'sant) 
1 < L.  tranquillus.  quiet;  L.  laxare,  te 
loosen,  as  the  muscles) 


EXCEEDS  OLDER  DRUGS  UP  TO  4 TIMES  IN  PERCENTAGE  OF  CLINICAL  EFFICACY  (Uchtman) 

The  results  of  clinical  studies  of  over  4000  patients  by  105  physicians  demonstrate  that  TRANCOPAL  often  is  effective  when 
other  drugs  have  failed.  From  these  studies  it  is  clear  that  TRANCOPAL  probably  can  provide  more  help  for  a greater  number  of 
tense,  spastic,  and/or  emotionally  upset  patients  than  any  other  chemotherapeutic  agent  in  current  use. 


TRANCOPAL  . . . the  first  true  "traiiquilaxant” 
Both  a muscle  relaxant  and  a calmative  agent. 


In  musculoskeletal  disorders,  91  per  cent  effective. 

In  anxiety  and  tension  states,  93  per  cent  effective. 

Lower  incidence  of  side  effects  than  with  zoxazolamine, 
methocarbamol  or  meprobamate. 

No  known  contraindications.  Blood  pressure,  pulse 
rate,  respiration  and  digestive  processes  unaffected 
by  therapeutic  dosage.  No  effects  on  hematopoietic 
system  or  liver  and  kidney  function. 

Low  toxicity.  In  animals,  even  less  toxic  than  aspirin. 

No  gastric  irritation.  Can  be  taken  before  meals. 

No  clouding  of  consciousness,  no  euphoria  or 
depression. 


No  perceptible  soporific  effect,  even  in  high  dosage. 


**Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories. 


Compare  Trancopal  with  3 widely 
used  central  relaxants 


FOR  ACTIVITY 

• TRANCOPAL  thoroughly 

evaluated  clinically 


Considering  the  usual  human  dose,  Trancopal,  the 
first  true  "tranquilaxant,”  is  four  to  ten  times  as 
potent  per  milligram. 


FOR  SAFETY 


Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe,  or  up 
to  thirteen  times  less  toxic.  The  measure  of  safety 
was  the  LDso  in  mice/usual  human  dose. 


“In  the  treatment  of  conditions  associated  with  skeletal  muscle 
spasm  there  was  a high  percentage  of  satisfactory  results  < 

(excellent,  good  or  fair)  in  310  patients  (94% ) out  of  331  treated.  : 
...  In  120  patients  with  simple  anxiety  or  tension  states  results 
were  satisfactory  in  114  (95%).  Dosage  of  chlormethazanone 
in  all  cases  was  100  mg.  t.i.d.  As  well  as  relieving  the  anxiety 
or  tension  state,  chlormethazanone  also  allowed  these  patients 
to  resume  their  usual  occupations.” 

(Lichtman) 

“The  effect  of  this  preparation  in  these  cases  [skeletal  muscle 
spasm]  was  excellent  and  prompt . . .” 

Trancopal  “.  . . was  effective  in  relieving  the  symptoms  of 
anxiety  . . . [with  a]  profile  of  pharmacologic  actions 
similar  to  meprobamate ...” 

(Mullin  and  Epifano) 


FOR  CLINICAL  EFFECTIVENESS 


A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  40  pa- 
tients received  all  four  drugs  in  random  rotation 
for  several  days.  While  each  of  the  four  drugs 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


INDICATIONS 


Musculoskeletal 

Low  back  pain 
(lumbago) 

Neck  pain 
(torticollis) 

Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Disc  syndrome 
Fibrositis 
Joint  disorders 
(ankle  sprain, 
tennis  elbow,  etc.) 
Myositis 
Postoperative 
myalgias 


Psychogenic 

Anxiety  and 
tension  states 
Dysmenorrhea 
Premenstrual 
tension 
Asthma 
Emphysema 
Angina 

Neurologic 

Muscle  spasm  in 
paralysis  agitans, 
multiple  sclerosis, 
hemiplegia, 
poliomyelitis 


“We  have  just  started  using  it  [Trancopal]  for  relaxing  spastic 
musculature  and  are  very  much  encouraged.” 

(Baker) 


Tkmeopal 

the  first  true  “ TRANQ  UILAXANT” 

Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief 
of  symptoms  occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six 
hours. 

Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 


Laboratories  . New  York  18,  N.  Y. 

• Baker,  A.  B.  : Modern  Med.  26:140,  April  15.  1958.  • Cohen,  A.  I.:  In  preparation.  • Cooperative 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  • Gesier,  R.  M.,  and  Coulston,  F.^. 
Toxicol.  & Appl.  Pharmacol.  To  be  published.  • Gesier,  R.  M.,  and  Surrey,  A.  R.:  J.  Pharmacol.  & Exper, 
Therap.  122:24A,  Jan.,  1958.  • Gesier,  R.  M.,  and  Surrey,  A.  R.:  J.  Pharmacol.  & Exper.  Therap., 
122:517,  April,  1958.  * Lichtman,  A.  L.  : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  • Mullin, 
W.  G.,  and  Epifano,  Leonard:  To  be  published.  • Surrey,  A.  R.;  Webb,  W.  G.,  and  Gesier,  R.  M.: 
J.  Am.  Chem.  Soc.  80:3469,  July  5,  1958. 


Printed  in  U.  S.  A.  11-58  (3928A) 


Pyribenzamine'  expectomnt 

breaks  up  cough 

even  persistent  cough 


Patient,  factory  worker, 
age  43,  had  suffered  for 
months  with  persistent, 
dry  cough,  which  he  termed 
".smoker's  hack." 


Cough  frequently 
interrupted  his  sleep, 
causing  him  to  be  nervous, 
irritable;  his  job  efficiency 
was  impaired. 


Chest  X-ray  was  negative 
and  the  plant  physician 
prescribed  PYRIBENZAMINE 
EXPECTORANT  with 
Ephedrine.  Patient  noticed 
almost  immediate  relief- 
a week  later  felt 
"considerably  better." 


Pyribenzamine  Expectorant  with  Ephedrine  provides  a unique  combination  of  antitussive  agents, 
which  work  three  ways  at  once  to  break  up  the  persistent  cough:  Pyribenzamine  relieves  histamine- 
induced  congestion  throughout  the  respiratory  tract;  ephedrine  relaxes  the  bronchioles  and  makes 
breathing  easier;  ammonium  chloride  liquefies  mucus,  relieving  dry  cough  and  promoting  productive 
expectoration. 


Suppliedi  Pyribenzamine  Expectorant  with  Ephedrine,  containing  30  mg.  Pyribenzamine  citrate  (equivalent  to  20  rag. 
Pyribenzamine  hydrochloride),  10  mg.  ephedrine  sulfate  and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon. 
Also  available:  Pyribenzamine  Expectorant- with  Codeine  and  Ephedrine,  same  formula  as  above 
with  the  addition  of  8 mg.  codeine  phosphate  per  4-ml.  teaspoon  (exempt  narcotic). 


C I B A 


Pyribenzamine®  oilrate  (tripelennamine  citrate  CIBA) 


SUMMIT,  N . 4. 
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The  High 

Protein  Diet 


. . . and  may  we 
remind  you  that 
a glass  of  beer 
can  make  high 
protein  diets 
more  palatable? 


Meat,  of  course,  is  an  outstanding  source  of 
protein,  but  it  can  easily  be  reinforced  with 
other  protein  foods.  For  instance,  a fluffy 
omelet  folded  over  penny-sliced  frankfurters, 
ground  cooked  meat,  flaked  fish  or  cheese  is 
both  tempting  and  economical. 

A green  salad  topped  generously  with  shoe- 
strings of  meat  and  cheese  carries  its  weight  in 


protein.  Cottage  cheese  for  extra  protein  is 
especially  tasty  in  a salad  or  as  a spread  on 
dark  bread.  An  egg  white  whipped  into  fruit 
juice  makes  a frothy  flip— and  fruit  and  cheese 
for  dessert  give  a big  protein  boost.  For 
variety’s  sake  a frosty  glass  of  beer*  adds  zest 
to  any  meal  as  well  as  protein  to  the  diet. 

•Protein  0.8  Gm.;  Calories  104/8  02.  gloss  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America  j Beverage  of  Moderation 

If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


INVESTI6AT0RS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
S:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
med.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


;iT/!I  R/?  X 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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Notethehigh  upperlevels 
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Doses  of  400,000  units 

4 

were  administered  before 
mealtime  to  40  subjects 
involved  in  this  study. 
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Four  peripheral  vents 


Corneal  apical  clearance 

Ultra-Smoothness  of  Inner 
and  Outer  Surfaces 

Highly  absorptive  methyl- 
methacrylate composition 

Precision-ground 


Custom-fitted 

Hyper-thinness  of  edge 
or  center 

Widest  range  of  inner 
radii 

Cosmetic,  pin-hole  and 
tinted  effects 


Permit  topicol  circulatiori  of 

ular  secretions  without  excessive 

Favors  noimo!  corneal  nfietaboilsmand  oxygenation 

Avoid  lirnbal  epithelial  and  torses!  conjunctival 

exacerbation 

Sinnulates  "wetting"  and  moisture-retention  pro- 
perties of  corneo  (of  mililary  specificatiers) 

Prescriptive  qualities  exact  to  d:  0,12  D.  with 
precise  allowance  for  vertex  refraction  end  la- 
chrymal factor  (exact  to  .02  mm  radius  in  inner 
curvature) 

In  uni-,  bi-,  or  tri-curve  radii  conforming  to  corneal 
peripheral  asphericities 

Maintains  uniform  thickness  in  high  myopia  or 
hyperopia  approximating  ,20  mm  irrespective  of 
power 

From  5.0  to  10.00  mn?  providing  for  extremes  of 
kerotoconic  and  megaiogiobic  dimensions 

For  leucomatous,  polyopic,  iridodiafytic  and  aibin- 
ic  conditions  or  other  cornea!  or  media  anomalies. 


CONTACT  lENS  iAeORATORiSS  . NEW  YORK,  N.  V. 


“It  is  concluded  that 

the  addition  of 
buffering  agents  to 
acetylsaJicylic  acid  in 
the  concentrations  used 
serves  no  clinicalty 
detectable  usefiil  purposer 

’Sadove,  Max  S.  and  Schwartz,  Lester;  An  Evalua- 
tion of  Buffered  Versus  Nonbuflfered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— Bayer®  Aspirin. 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1SS8) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . 

“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”^ 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VIST ARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal.”^ 

RECOMMENDED  ORAL  DOSACE:  SO  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car- 
tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES: 

1.  Eisenberg,  B.  C.;  Clinical  Medicine  5;897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,N  .Y . 
•Trademark 
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COMPOUND 


CODEINE 


PHOSPHATE 


* 


antipyretie  actmn 


^gmbols 

OF 

PROVEN 

PAIN 


RELIEF 


gr.  1 


gr.  V2 


gr,  ’/4 


Tuckahoe,  New 


Formulas  for  dependable  relief,. 


, . .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia. 


and  the  symptoms  of  the  common  cold. 

'TABLOID’ 


i 


EMPRHf  COMPOUND 


Acetophenetidin gr.  2V^ 

Aspirin  (Acetylsalicylic  Acid) gr.  3Vi 

Caffeine  gr.  V2 


...from  mild  pain  complicated  by  tension  and  restlessness. 


EMPIRAL 


Phenobarbital gr.  V4 

Acetophenetidin gr.  2H 

Aspirin  (Acetylsalicylic  Acid) gr.  3*>4 


^Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


buoy  up 
your  patients 
nutritionally 


in  pregnancy 
lactation 
convalescence 
cteficiency  states 
dietary  restrictions 
digestive  dyslunction 


with 


Saturation  Dosage 

of  water-soluble  vitamins  O and  C 


■ prompt,  aggressive 
antibiotic  action 

■ a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  {250  mg.1250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg.H25,000  u.),  bottles  of  16  and  100. 
Suspension  (125  tng.f  125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg.l  100,000  u.  per  cc.).  10  cc.  dropper  bottles, 

SqyisB 

'HVtTeCLIN  ®.  'sumtcin'®'  ano  'mycostatin'®  amc  squibo  taaoeharkb 
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one 


inclusive 

prescription 

CORICIDIN'  FORTE 

CAP  S U L E S 


assures  a more  decisive  clinical  response 
in  almost  every  common  bacterial  infection 

(erythromycin  ester.  Lilly)  as  the  propionate 

Ilosone  provides  more  potent,  longer- 
lasting  therapeutic  levels  in  the  serum 
within  minutes  after  administration.  A 
fast,  decisive  response  is  assured  in  al- 
most every  common  bacterial  infection. 

Usual  adult  dosage  is  one  or  two 
250-mg.  Pulvules®  every  six  hours,  ac- 
cording to  severity  of  infection.  For 
optimum  effect,  administer  on  an  empty 
stomach.  (A  125-mg.  pediatric  Pulvule 
is  also  available.)  In  bottles  of  24. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  S,  INDIANA,  U.  S.  A. 

932521 


* Shown  by  how  many  times  the  senim  can 
be  diluted  two  hours  after  administration 
of  the  antibiotic  and  still  inhibit  identical 
pathogenic  strains  of  bacteria.  This  is  the 
Tube  Dilution  Technique,  which  is  regarded 
by  leading  authorities  as  the  most  mean- 
ingful method  of  comparing  different  anti- 
biotics. It  shows  not  merely  the  level  of 
antibiotic  in  the  blood  but  the  actual  anti- 
bacterial effectiveness  of  that  level. 

1.  Griffith,  R,  S.,  et  al.:  Antibiotic  Med. 
& Clin.  Therapy,  5:609  (October),  1958. 
Note:  Peak  levels  with  the  oral  erythro- 
mycin tablets  (thirty-three  dilutions)  were 
not  observed  until  four  hours  after  ad- 
ministration. 2.  Data  from  Griffith,  R.  S.: 
Antibiotics  Annual,  p.  269,  1954-1955. 
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I APPROACH  the  sundown  of  life  as  a 
disciple  of  Aesculapius  and  look  back  upon  a 
long  span  in  which  it  has  been  my  privilege 
and  honor  to  serve  my  fellow  man,  many 
thoughts  and  observations  traverse  that  sec- 
tion of  my  cerebral 
cortex  which  is  al- 
located theoretical- 
Be  True  ...  ly  to  the  sphere  of 

reason. 

One  indelible  question  keeps  popping  up 
from  time  to  time:  “What  is  wrong  with  the 
medical  profession  of  today?”  and,  from  this 
state  of  inquisitiveness,  keeps  coming  into 
view,  just  as  in  turning  the  leaves  of  a book, 
numbers  of  other  queries.  Why  does  not  the 
medical  profession  of  today  enjoy  the  pres- 
tige and  popularity  with  the  American  public 
it  did  one  or  two  or  more  generations  ago? 
Is  this  the  fault  of  a changing  world  in  which 
relative  esthetic  values  are  lost  in  a super- 
charged speed  of  living?  Or  are  we  basically 
at  fault? 

The  answer  is  not  forthcoming  in  a simple 
“yes”  or  “no.”  A careful  phase  of  “soul- 
searching”  should  first  be  carried  out.  Just 
what  is  wrong  with  us  as  practitioners  of  the 
healing  art?  Almost  any  problem  can  be  re- 
solved if  each  party  would  meet  the  other 
just  a little  more  than  half  the  way.  Good 
understanding,  long  friendship  is  a modus 
operandi  that  is  difficult  to  surpass. 

It  has  been  my  thought  for  quite  some 
time  that  we  have  no  major  problems  in 
medicine  today  that  we  ourselves  have  not 
created  either  directly  or  indirectly 'through 
errors  of  omission  or  commission.  Think  this 
over,  carefully.  Had  we  possessed  the  fore- 
sight and  vision  of  a modern  Alfred  Lord 
Tennyson  and  a quarter  of  a century  ago  only 
“dipped  into  the  future,”  we  might  have  had 
a better  answer  to  other  questions  proposed 
by  the  “Great  White  Father”  of  the  early 
depression  years.  Problems  created  by  the 
increase  in  the  charity  patient  load,  care  of 
the  aging,  new  public  health  concepts,  cre- 


‘To Thine  Own  Self 


ation  of  the  Social  Security  program  and 
welfare  state,  might  all  have  been  aborted, 
and  subsequently  a normal,  legitimate  con- 
ception might  have  led  to  the  birth  of  a 
much  sounder  medical  policy.  Had  we  been 
on  the  offensive  team  then,  we  would  not  be 
on  the  defensive  now. 

But  let  us  go  a little  further  and  answer 
a few  questions  . . . after  we  have  accepted 
an  injection  of  truth  serum.  While  I cannot 
agree  with  all  the  philosophies  of  one  of  the 
recent  Past  Presidents  of  the  A.M.A.,  I do 
remember  very  vividly  one  of  his  better 
quotes:  “The  purpose  of  the  doctor  today  is 
to  take  care  of  sick  folks.  Period!” 

Is  our  visual  acuity  so  defective  today  that 
we  need  to  wear  highly  refracted  spectacles 
in  order  to  see  through  or  around  the  letter 
S with  two  parallel  vertical  bars  superim- 
posed? Kindly  peruse  that  one  for  a while. 

Do  we,  as  followers  of  Hippocrates,  enjoy 
an  honest  and  fraternizing  spirit  in  our  asso- 
ciations with  one  another — whether  it  be 
professional  or  social — or  are  we  so  engrossed 
with  petty  jealousies  that  when  asked  by  a 
patient,  “What  do  you  think  of  Doctor  X?” 
we  raise  a caustic  supra-orbital  ciliary  ap- 
pendage? 

Do  we  find  an  excuse  to  absent  ourselves 
from  staff  and  component  medical  society 
meetings  and  then  quickly  criticize  policies 
which  are  suggested  by  those  who  attend 
such  gatherings,  because  those  present  have 
been  dedicated  to  the  role  of  being  a well 
indoctrinated  and  dedicated  physician,  and 
take  the  necessary  time-out  to  express  their 
loyalty  by  their  presence? 

Are  we  following  the  philosophy  of  the 
Super-Duper  Playboy  King  of  France  in  be- 
lieving “it  will  last  my  time,  why  worry 
about  the  next  generation,”  or  are  we  truly 
concerned  with  “What  of  tomorrow?” 

Yes,  my  Fellow  Practitioners,  it’s  high 
time  we  were  doing  some  serious  soul-search- 
ing. To  thine  own  self  be  true — if  thou  art 
honest!  The  Old  Family  Physician 
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is  not  well  in  Suburbia.  So  the  psychi- 
atrists report.  We  have  not  investigated  first 
hand  because  we  always  beg  off  when  in- 
vited to  “the  country.”  It  is  much  too  con- 
gested for  us.  Apparently  suburban  life  has 
become  something  of  a 
madhouse. People  moving 
Suburbanitis*  there  in  search  of  peace 
and  quiet  and  nice  clean 
air  find  no  such  thing. 
Too  many  neighbors,  too  many  children,  too 
many  dogs,  too  many  automobiles.  (Ed.  note: 
this  does  not  mean  that  we  personally  dis- 
approve of  dogs,  children,  automobiles  or 
people.  We  are  just  giving  you  the  psychi- 
atric scuttlebutt.) 

Seems  that  the  greatest  mass  migration  in 
history  has  transformed  the  bucolic  into  just 
plain  colic.  Nature’s  harmonies  have  been 
curdled  by  screeching  saws  and  thumping 
hammers,  by  puffing  bulldozers  and  grinding 
cement  mixers.  Noisy  landscapers  also  busy 
themselves  improving  on  God’s  handiwork. 
When  every  square  foot  of  farmland  or  rustic 
dell  has  been  worked  over  and  things  seem 
about  to  quiet  down,  comes  an  invasion  of 
excavators  for  swimming  pools  and  stone 
masons  building  barbecue  pits.  Carports  are 
erected  to  replace  garages  which  have  been 
converted  into  rumpus  rooms  or  extra  bed- 
rooms. No  house  ever  gets  quite  finished. 

The  only  urban  tranquility  now  to  be 
found  is  in  the  heart  of  our  big  cities.  There, 
when  the  commuters  have  gone  home  and 
the  cleaning  crews  have  finished,  a soothing 
silence  ensues.  Have  you  ever  visited  your 
office  on  a weekend?  Much  to  your  surprise 
you  can  park  plunk  in  front  of  the  building. 
The  elevators  do  not  reek  with  a noxious 
mixture  of  cigar  smoke  and  stale  perfume. 
The  corridors  are  spick-and-span — and  quiet. 

A member  of  the  station  wagon  set  re- 
cently unburdened  himself  as  follows:  “Sub- 
urbia is  for  the  birds — and  the  bees.  I,  for 
one,  would  like  to  give  it  back  to  them.”  But 
since  almost  everyone  has  migrated  to  the 
suburbs,  about  the  only  refuge  left  is  to  move 
further  out  or  migrate  back  to  town.  Thus 
another  cycle  seems  to  be  running  its  course. 
Meanwhile,  the  developers  and  their  agents 
have  certainly  “turned  over”  a lot  of  real 
estate. 

•By  our  friend,  Herbert  A.  Leggett,  Phoenix,  Ariz.  Reprinted 
from  Arizona  Progress. 
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XiME  AND  MONEY,  two  precious  Commodities 
for  all  of  us,  have  long  been  a serious  prob- 
lem for  the  man  wanting  a medical  educa- 
tion. It  is  gratifying  to  note  that  many 
universities,  in  addition  to  being  aware  of 
the  problem,  are  actually 
doing  something  con- 
structive about  it.  Here  is 
an  outstanding  example 
as  described  by  Gunnar 
Gundersen,  then  A.M.A.  President,  in  his 
address  entitled  “Changing  Concepts  in  Medi- 
cal Education”  given  before  the  New  Mexico 
Medical  Society  last  May. 

“Johns  Hopkins  University  is  one  example 
of  a medical  school  that  is  projecting  a re- 
vised training  program.  This  program  will 
shorten  the  training  course  by  one  or  two 
years,  reduce  the  total  cost  of  medical  train- 
ing through  this  time  reduction,  and  increase 
emphasis  on  creative  and  independent  study. 
The  first  four  years  of  this  five-year  course 
will  be  based  on  an  academic  year  increased 
from  the  usual  32  weeks  to  40  weeks.  The 
fifth  year,  representing  a rotating  internship 
in  the  Johns  Hopkins  Hospital,  will  cover  the 
entire  52-week  year. 

“However,  in  place  of  the  current  degree 
requirement  for  admission,  carefully  selected 
students  may  be  admitted  to  this  five-year 
program  after  two  years  of  college.  This  will 
make  it  possible  for  the  talented  student  to 
complete  in  seven  years  instead  of  the  cur- 
rent nine.  At  the  same  time,  other  students 
will  have  the  opportunity  to  enter  after 
either  three  or  the  usual  four  years  of  col- 
lege. 

“A  liberal  education  will  be  provided 
through  interweaving  of  courses  in  the  hu- 
manities and  the  medical  sciences.  The  cur- 
riculum is  so  designed  that  during  the  five 
years,  the  iron  curtain  barrier  between  lib- 
eral arts  and  medical  science  will  be  broken 
to  the  mutual  advantage  of  the  medical 
school  and  of  the  rest  of  the  university.” 

We  hope  that  savings  such  as  these  can 
be  designed  for  more  of  our  medical  schools 
and  their  students.  Then  perhaps  we  can  re- 
vive the  adventures  of  Young  Doctor  Kildare. 

Shadow  or  substance,  radiologic  reflections, 
a new  series  beginning  on  page  62. 
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Rheumatic  fever  prophylaxis  with 
benzathine  penicillin  G in  Wyoming* 

Luther  E.  Giddings,  M.D.,  and  Franklin  D.  Yoder,  M.D.,  Cheyenne,  Wyoming 


The  Rocky  Mountain  Region  has  a 
high  incidence  of  rheumatic  fever  and 
rheumatic  heart  disease.  This  study 
showed  a thirteen-fold  decrease  in 
recurrence  of  the  disease  by  use  of 
penicillin  prophylaxis.  There  were  three 
methods  of  administration  and  a 
suggestion  of  the  paper  is  that  one 
method  may  be  superior  to  the  other  two. 
There  tvere  no  severe  reactions  to  the 
medication  among  636  patients  studied 
over  a two-year  period. 


Rheumatic  fever  is  a disease  that  usually 
can  be  prevented  by  early  detection  and  ade- 
quate treatment  of  streptococcal  infections. 
Adequate  treatment  has,  however,  been  avail- 
able only  since  the  advent  of  penicillin,  and 
there  still  remain  many  pitfalls  in  both  di- 
agnosing and  treating  streptococcal  disease. 
Consequently,  many  cases  of  rheumatic  fever 
occur  needlessly  each  year.  Recurrences  of 
rheumatic  fever  have  been  reported  in  as 


•Data  furnished  by  the  Wyoming  Department  of  Public  Health, 
Division  of  Preventive  Medicine.  Contribution  of  the  Com- 
municable Disease  Center.  Public  Health  Service,  U.  S. 
Department  of  Health,  Education  and  Welfare,  Atlanta, 
Georgia.  Dr.  Giddings  is  with  the  Encephalitis  Investigations 
Unit,  Greeley  Field  Station,  CDCA,  Greeley,  Colorado.  Dr. 
Yoder  is  the  Director,  Wyoming  Department  of  Public  Health, 
Cheyenne,  Wyoming,  and  is  also  the  Wyoming  editor  of  the 
Rocky  Mountain  Medical  Journal.  Presented  to  the  Medical 
Staff,  Laramie  County  Memorial  Hospital,  May  27,  1958. 


many  as  50  per  cent  of  these  cases  who  under- 
go subsequent  attacks  of  streptococcal  dis- 
easeh  In  order  to  prevent  these  recurrences 
it  has  been  recommended  by  the  American 
Heart  Association  that  after  an  attack  of 
rheumatic  fever,  a patient  should  be  placed 
on  a prophylactic  regimen  against  strepto- 
coccal infections  which  should  continue  in- 
definitely^  It  has  been  shown  that  benza- 
thine penicillin  G and  many  other  penicillin 
preparations  are  an  effective  prophylactic 
measure  against  such  infections  when  used 
properly  in  either  oral  or  parenteral  form^ 

The  Rocky  Mountain  area.  New  England, 
and  the  Great  Lakes  region  are  the  three 
areas  in  this  country  which  annually  have 
unusually  high  death  rates  from  rheumatic 
fever  and  rheumatic  heart  disease*.  Desiring 
to  help  the  many  residents  of  the  state  who 
previously  had  rheumatic  fever,  the  Wy- 
oming Department  of  Public  Health  early  in 
1956  made  available  benzathine  penicillin  G 
in  both  oral  and  parenteral  forms  to  physi- 
cians for  free  distribution  to  such  patients 
as  required  it  for  prophylactic  purposes.  Over 
600  patients  have  since  taken  advantage  of 
this  opportunity.  It  is  the  purpose  of  this 
paper  to  describe  the  results  of  this  program 
to  date. 

Methods 

Special  forms  have  been  furnished  to 
physicians  to  fill  out  and  return  to  the  State 
Department  of  Public  Health  as  applications 
for  benzathine  penicillin  G.  One  of  these  was 
to  be  filled  out  for  each  patient  with  a pre- 
vious attack  of  rheumatic  fever  for  whom 
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the  prophylactic  preparation  was  desired. 
These  forms  required,  among  other  things, 
name,* age,  and  sex  of  the  patient,  date  of  the 
initial  attack,  and  the  number  of  subsequent 
attacks.  Unfortunately,  not  all  questions  were 
answered  on  every  form  so  that  available 
data  is  not  as  complete  as  might  be  desired. 
Where  a question  was  left  unanswered  by  a 
physician  the  patient  was  omitted  from  con- 
sideration in  the  particular  category  being 
studied.  Data  were  compiled  from  these  forms 
to  show  the  average  age  at  onset  of  the  initial 
attack,  the  average  time  lapse  between  onset 
of  the  initial  attack  and  the  start  of  prophy- 
laxis, and  the  number  of  recurrences  during 
this  period.  The  two  latter  figures  were  then 
used  to  calculate  the  number  of  recurrences 
that  a theoretical  “average”  patient  would 
have  been  expected  to  undergo  in  a five- 
year  period  before  the  institution  of  prophy- 
laxis. 

Upon  receipt  of  the  application,  a three- 
month  supply  of  benzathine  penicillin  G was 
sent  to  the  physician.  It  was  available  as 
tablets  or  in  parenteral  form  as  ordered.  The 
tablets  (200,000  units)  were  to  be  taken  by 
the  patient  on  a one-per-day  basis.  In  June, 
1957,  the  State  Department  of  Public  Health 
announced  that  it  would  thereafter  furnish 
two  tablets  per  day  to  those  patients  whose 
physicians  desired  such  dosage.  The  paren- 
teral form  (1,200,000  units)  was  to  be  given 
intramuscularly  once  each  month. 

As  the  patient’s  supply  became  low  near 
the  end  of  the  three-month  period  a second, 
short  form  was  sent  to  the  physician  to  re- 
mind him  to  reorder  a new  supply.  On  the 
short  form  the  physician  was  requested  to 
answer  whether  the  patient  suffered  any  re- 
currences during  the  three-month  period  or 
had  any  undesirable  side  effects  from  the 
benzathine  penicillin  G.  When  reactions  were 
reported  a follow-up  letter  was  sent  to  the 
physician  to  determine  the  type  and  degree 
of  involvement.  Throughout  the  study  it  has 
been  necessary  to  depend  upon  the  judgment 
of  each  individual  physician  in  making  a 
diagnosis  of  rheumatic  fever  since  no  con- 
venient way  exists  of  checking  work  done 
over  such  a wide  geographic  area.  The  fol- 
lowing data  were  compiled  from  the  short 
forms:  Average  duration  of  prophylaxis. 


average  number  of  recurrences  per  patient, 
per  cent  of  those  on  each  type  of  prophylaxis 
that  had  undesirable  reactions,  and  types  of 
reactions  that  were  encountered.  The  expect- 
ed number  of  recurrences  for  a theoretical 
“average”  patient  during  a five-year  period 
while  undergoing  prophylaxis  with  the  sub- 
stance under  discussion  was  calculated  from 
the  first  two  figures.  This  figure  was  then 
compared  with  the  one  derived  for  an  “aver- 
age” patient  prior  to  the  institution  of  pro- 
phylaxis. In  addition,  recurrence  rates  were 
calculated  and  compared  for  patients  in  the 
following  three  categories:  those  on  the 
parenteral  preparation,  those  on  one  tablet 
each  day,  and  those  on  two  tablets  each  day. 

Results 

Six  hundred  and  thirty-six  patients  have 
made  use  of  this  program  since  its  inception. 
Three  patients  have  expired  and  eighty-four 
have  ceased  participating  in  the  plan.  None 
of  the  deaths  was  attributed  to  either  rheu- 
matic fever  or  rheumatic  heart  disease.  Most 
of  those  who  ceased  participating  did  so  be- 
cause of  residence  changes  which  rendered 
them  ineligible  for  further  help.  Several 
stopped  because  of  sensitivity  to  the  peni- 
cillin preparation  while  one  changed  to  a 
sulfa  preparation  for  the  same  reason.  There 
have  been  seven  recurrences  and  six  side  re- 
actions reported  from  among  the  patients 
while  on  prophylaxis. 

Average  age  at  onset  of  the  first  attack 
of  rheumatic  fever  was  ten  years  with  ex- 
tremes of  one  and  forty-four  years.  Age  dis- 
tribution may  be  noted  in  Table  1.  Sex  data 
was  available  for  603  of  the  patients.  Two 
hundred  and  seventy-eight  (46.1  per  cent) 
were  males  and  325  (53.9  per  cent)  were  fe- 
males. 

Average  time  lapse  from  the  first  episode 
of  rheumatic  fever  until  the  patient  was 
started  on  prophylactic  penicillin  was  3.19 
years  (see  Table  2).  The  patients  averaged 
0.739  recurrences  during  this  time  period 
with  extremes  of  none  and  sixteen.  From 
these  two  sets  of  figures  it  can  be  calculated 
that  the  average  patient  would  have  been 
expected  to  undergo  1.16  recurrences  in  a 
five-year  period  prior  to  being  placed  on 
prophylaxis. 
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TABLE  1 

Age  distribution  of  cases  at  onset  of 
initial  episode  of  rheumatic  fever 

Age 

Number 

' 0-3  

4-7  

8-11  

12-15  • 

16-19  

20-23  

24-27  

28-31  

34 

186 

181 

92 

28 

9 

7 

7 

32-35  

36-39  

40-up  - 

8 

7 

3 

Total  

562 

Average  duration  of  prophylaxis  was  0.63 
year,  with  extremes  of  none  (those  who 
had  just  recently  started)  to  two  years.  The 
average  number  of  recurrences  during  this 
period  was  0.011.  No  patient  had  more  than 
one  recurrence  while  on  prophylaxis.  From 
these  figures  it  can  be  calculated  that  the 
average  patient,  while  on  a prophylactic  regi- 
men with  benzathine  penicillin  G,  could  be 
expected  to  undergo  0.09  recurrences  in  a 
five-year  period. 

It  will  be  noted  in  Table  3 that  the  ma- 
jority of  the  patients  have  been  on  the  oral 
preparation,  one  tablet  each  day.  The  recur- 
rence rate  among  this  group  was  1.3  per  cent 
which  is  similar  to  the  recurrence  rate  among 
those  on  the  parenteral  preparation  (1.5  per 


cent).  It  would  appear  at  first  glance  that 
oral  penicillin,  two  tablets  each  day,  is  by 
far  the  most  effective  means  of  preventing 
recurrences  among  those  being  considered 
here.  Possible  reasons  for  this  will  be  dis- 
cussed in  subsequent  paragraphs. 

Five  reactions  occurred  on  oral  penicillin 
and  one  on  parenteral  penicillin  to  give  re- 
action rates  which  are  much  alike,  as  will  be 
noted  in  Table  4.  Also  noted  are  the  types 
of  reactions  as  reported.  No  reactions  oc- 
curred which  could  be  classified  as  “serious.” 

Discussion 

This  study  substantiates  work  done  by 
previous  investigators  who  have  concluded 
that  both  oral  and  parenteral  benzathine 
penicillin  G are  effective  in  decreasing  recur- 
rent attacks  of  rheumatic  fever^  As  noted  in 
preceding  paragraphs,  the  use  of  this  sub- 
stance in  Wyoming  has  brought  about  a sub- 
stantial decrease  in  recurrences  of  rheumatic 
fever.  The  decrease  in  expected  recurrences 
per  five-year  period  from  1.16  before  prophy- 
laxis to  0.09  while  on  prophylaxis  represents 
a thirteen-fold  decrease  in  incidence.  Bland 
and  Jones,  in  a long-term  study  of  the  nat- 
ural history  of  rheumatic  fever,  noted  that 
the  recurrence  rate  remained  roughly  stable 
for  the  first  five  years  after  the  initial  attack 
and  then  slowly  began  to  decline®.  In  the 
present  study  the  average  time-lapse  from 
onset  of  initial  attack  of  rheumatic  fever  to 
completion  of  the  study  was  less  than  four 
years.  Consequently,  it  would  not  seem  likely 
that  much  of  the  decreased  incidence  noted 
could  be  attributed  to  changes  within  the 


TABLE  2 

Average  duration  and  number  of  recurrences  of  rheumatic  fever  and  the  expected 
number  of  recurrences  per  five-year  period  before  and  while  taking  prophylactic 

benzathine  penicillin  G. 


Number  of 
patients 
with 

information 

availanle 

Total 

duration 

(pt.-years.) 

Average 

duration 

(years) 

Total 
number  of 

recurrences 

0 

Average 
number  of 
recurrences 

Expected 
recurrences 
per  5-year 
period 

Before  prophylaxis 

543 

1730 

3.19 

463 

342 

0.739 

1.16 

With  prophylaxis  

636 

400.5 

0.63 

7 

0.011 

0.09 
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TABLE  3 

Recurrences  of  rheumatic  fever  while 
taking  prophylatic  benzathine 
penicillin  G 


) Number 

of 

Type  preparation  cases 

Recurrences 

Per  cent  of 
cases  with 
recurrences 

Oral  penicillin,  one 
tablet  i>er  day 

, 469 

6 

1.3 

Oral  penicillin,  two 

tablets  per  day.... 

99 

0 

0.0 

Parenteral 

penicillin  

68 

1 

1.5 

— 

— 

— 

Totals  

636 

7 

1.1 

individuals  themselves  or  to  their  environ- 
ment. 

Six  of  the  seven  recurrences  reported 
were  among  patients  on  the  oral  preparation, 
one  tablet  per  day.  How  many  of  these  could 
have  been  avoided  by  persistent  use  of  the 
drug  is  not  known  but  several  physicians 
have  noted  in  letters  to  the  authors  that  their 
patients  who  had  recurrences  were  not  too 
dependable.  The  parenteral  preparation  is 
generally  felt  to  give  more  lasting  blood 
levels  and  has  the  added  advantage  of  taking 
care  of  those  patients  who  cannot  be  de- 
pended upon  to  take  the  oral  preparation. 
This  study,  however,  revealed  that  the  inci- 
dence of  recurrences  among  those  on  one 
tablet  per  day  (1.3  per  cent)  was  similar  to 
the  incidence  for  those  on  the  parenteral 
preparation  (1.5  per  cent).  The  one  recur- 
rence among  those  on  parenteral  penicillin 
occurred  within  four  weeks  of  the  last  pre- 


vious injection.  As  noted  previously,  there 
were  no  recurrences  among  those  who  took 
two  tablets  each  day.  This  may  partly  be  a 
reflection  of  the  small  number  of  patients 
(ninety-nine)  involved.  Also  of  importance 
is  the  fact  that  the  time  period  during  which 
two  tablets  were  taken  was  rather  short  and 
that  two  tablets  gives  a higher,  more  per- 
sistent penicillin  blood  level. 

No  severe  reactions  were  seen  to  any  of 
the  preparations.  The  incidence  of  reactions 
was  similar  in  the  three  groups  (see  Table  4) 
with  an  average  of  0.9  per  cent.  A mild  rash 
was  seen  in  three  of  the  six  cases,  one  had 
nausea  and  vomiting  each  time  the  oral 
preparation  was  ingested,  and  the  type  of  re- 
action in  one  case  is  unknown  to  the  authors. 
One  individual  had  a febrile  reaction  each 
time  the  parenteral  preparation  was  given. 
A number  of  individuals  complained  of  pain 
at  the  site  of  injection  but  this  should  be 
expected  with  preparations  of  this  type  and 
cannot  properly  be  classified  as  side-reac- 
tions. At  most  the  reactions  were  of  minor 
importance  when  compared  to  the  value  of 
the  drug  in  preventing  recurrences  of  rheu- 
matic fever. 

There  are  a number  of  factors  inherent 
within  a study  of  this  type  which  could  pos- 
sibly lead  to  error  in  the  final  calculations. 
This  includes  such  factors  as  differences  in 
criteria  for  diagnosing  rheumatic  fever  and 
the  fact  that  some  cases  were  eliminated  be- 
cause the  number  of  recurrences  had  been 
listed  as  “many”  rather  than  as  a specific 
number.  The  former  would  tend  to  elevate 
the  total  number  of  recurrences  while  the 
latter  would  tend  to  lower  it.  Another  factor 
of  possible  importance  is  that  the  average 


Undesirable  reactions 

TABLE  4 

to  prophylactic  benzathine  penicillin  G 

Type  preparation 

Number 

of 

cases 

Reactions 

Per  cent  of 
cases  with 
reactions 

Types  of  reactions 

Parenteral  penicillin  

68 

1 

1.5 

Febrile 

Oral  penicillin,  two  tablets  per  day.... 

99 

1 

1.0 

Rash 

Oral  penicillin,  one  tablet  per  day.... 

469 

4 

0.9 

Rash,  nausea,  vomiting 

Total?  

636 

6 

0.9 
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time  duration  is  of  considerable  difference 
for  the  two  groups.  It  is  felt  by  the  author, 
however,  that  this,  as  well  as  the  other  in- 
herent errors,  would  not  significantly  alter 
the  over-all  results  of  this  study. 

Summary 

1.  Six  hundred  thirty-six  individuals  who 
have  had  previous  attacks  of  rheumatic  fever 
have  been  furnished  for  varying  periods  of 
time,  free  of  charge,  prophylactic  benza- 
thine penicillin  G by  the  Wyoming  Depart- 
ment of  Public  Health. 


2.  A thirteen-fold  decrease  in  recurrences 
of  rheumatic  fever  has  occurred  since  this 
plan  was  initiated.  Comparisons  are  made  of 
the  efficiency  of  three  methods  of  administra- 
tion in  preventing  such  recurrences. 

3.  Undesirable  side-reactions  occurred  in 
0.9  per  cent  of  all  patients  with  little  differ- 
ence noted  between  the  different  routes  of 
administration.  No  severe  reactions  were 
seen. 

4.  Age  distribution  at  onset  of  the  initial 
attack  is  noted  as  is  the  sex  distribution.  • 

references  on  109 


How  can  we  get  safe  cars? 


Horace  E.  Campbell,  M.D.,  Denver' 


Faulty  automobile  design  is 
responsible  for  many 
highway  deaths  and  injuries. 


Anyone  who  has  any  relation  whatsover 
with  the  motorcar  (and  what  pedestrian  does 
not?)  should  read  and  consider  the  article 
by  Paul  W.  Kearney  in  Harper’s  for  Febru- 
ary 1957.  At  long  last  our  motorcar  death  and 
injury  problem  is  getting  the  kind  of  atten- 
tion it  deserves.  For  too  long  we  have  been 
“viewing  with  alarm”  and  attempting  by 
slogans  to  cure  a situation  which  requires  a 
bolder  attack.  The  development  and  present 
status  of  the  situation  has  been  covered  in 
an  excellent  manner  by  Kearney.  What  con- 
cerns us  here  is  the  solution  proposed  by 
Kearney  in  the  closing  paragraphs  of  his 
paper,  i.e.,  the  institution  by  the  motorcar 
industry  in  cooperation  with  the  automobile 
insurance  companies  of  an  impartial  testing 
laboratory,  “logically  under  the  auspices  of 
the  Society  of  Automotive  Engineers,”  simi- 
lar to  the  Underwriters’  Laboratories  and 


•Chairman  Automotive  Safety  Committee,  Colorado  State 
Medical  Society. 
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the  testing  body  of  the  American  Gas  Asso- 
ciation. 

Impartiality  lacking 

There  can  be  no  question  but  that  these 
latter  two  organizations  have  done  an  excel- 
lent job  in  policing  their  respective  indus- 
tries. If  the  analogy  can  hold  true,  the  or- 
ganization suggested  by  Kearney  could 
achieve  the  result  so  desperately  needed. 
But,  with  Patrick  Henry,  I judge  the  future 
by  the  past.  The  record  of  the  Society  of 
Automotive  Engineers,  the  Automobile  Man- 
ufacturers Association,  and  of  the  dominat- 
ing personalities  in  these  organizations,  gives 
little  hope  that  we  can  expect  a solution 
from  these  sources.  We  will  examine  this 
record. 

For  example,  the  Chairman  of  the  Presi- 
dent’s Committee  for  Traffic  Safety  is  a 
prominent  figure  in  the  motorcar  world,  and 
in  none  of  the  reports,  findings,  agenda,  or 
recommendations  of  this  Committee  do  I find 
any  of  the  criticisms  of  motorcar  design  or 
any  of  the  recommendations  for  modification 
of  that  design  that  are  brought  out  in  Mr. 
Kearney’s  paper.  I judge  that  this  is  not  ac- 
cidental. And  yet,  a recent  report  by  the 
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Automobile  Crash  Injury  Research  group  of 
Cornell  University  Medical  School  reads,  “it 
becomes  apparent  that  life  or  death  often 
depends  upon  circumstances  directly  related 
to  design.” 

Orchids  for  Ford  and  Chrysler 

It  should  be  pointed  out  at  once  that  the 
Ford  Motor  Company  and  the  Chrysler  Cor- 
poration have  each  contributed  $200,000  to 
the  Cornell  program,  and  that  Ford,  to  its 
eternal  credit,  has  had  the  courage  to  pene- 
trate the  silence  barrier  which  has  so  long 
hidden  the  facts  of  crash  safety  from  the 
motoring  public.  There  is  much  evidence  that 
both  Ford  and  Chrysler  desired  to  introduce 
safety  features  earlier  but  were  deterred  by 
the  attitude  of  the  “industry  in  general.” 
Only  recently  has  the  Ford  Motor  Company 
become  a member  of  the  Automobile  Manu- 
facturers Association,  and  it  is  yet  to  be  seen 
whether  its  coalition  with  Chrysler  can  break 
the  stranglehold  which  has  been  maintained 
on  this  organization. 

To  illustrate  the  unrealistic  and  negative 
approach  which  a large  segment  of  the  in- 
dustry has  taken  in  the  promoting  of  safety 
factors  in  automobile  design,  I quote  from  the 
published  testimony  before  the  Subcommit- 
tee of  the  Committee  on  Interstate  and  For- 
eign Commerce  (the  Roberts  Committee)  at 
a hearing  in  Detroit  on  August  25,  1956.  It  is 
significant  for  our  discussion  that  it  involves 
both  the  Society  of  Automotive  Engineers 
and  the  Automobile  Manufacturers  Associa- 
tion. 

The  final  portion  of  the  presentation  will  deal 
with  the  prevention  of  injuries  to  the  occupants 
of  a car  in  the  event  of  an  accident,  which  covers 
the  interior.  Now,  I think  on  that  part  of  the  story, 
it  is  logical  that  we  should  begin  by  discussing 
bumper  and  front  end  sheet  metal.  . . . 

First,  the  following  general  conclusion  is  taken 
from  a November,  1946,  report  which  incidentally 
resulted  in  the  present  automobile  bumper -height 
standard.  This  report  was  prepared  by  the  Bumper 
Committee  of  the  Society  of  Automotive  Engineers 
Technical  Board  at  the  request  of  the  Engineering 
Liaison  Committee  of  the  Automobile  Manufac- 
turers Association.  The  quotation  is  this: 

“A  limitation  on  the  maximum  strength  of  the 
bumper  should  be  considered  in  the  interest  of 
protecting  passengers  from  severe  impact  in  the 
case  of  collision.  It  might  be  an  excellent  idea 
to  have  a bumper  fail  under  high  impact  loads 
to  absorb  as  much  energy  as  possible,  thereby 


relieving  the  passengers  of  the  high  deceleration 
that  accompanies  severe  impact.” 

LWe  omit  two  paragraphs  that  we  consider 
irrelevant.] 

The  stiffness  of  the  individual  stampings  plus 
that  of  the  integrated  assembly  in  present  front- 
end  designs  provide  deformation  characteristics 
and  the  over-hang  provides  space  through  which 
the  deformation  can  occur.  That  is  what  does  the 
protecting  of  human  lives.  However,  as  the  crash 
impact  velocity  and  the  deceleration  rate  values 
go  up,  the  problem  of  increased  passenger  pro- 
tection becomes  exceedingly  more  difficult.  (Hear- 
ings, page  359.) 

Interpretation  of  testimony 

What  the  witness  was  saying,  in  non-tech- 
nical  language,  is  this:  “We  should  not  make 
the  bumper  too  strong,  but  should  allow  it  to 
fail  so  the  car  structure  may  deform  and 
absorb  energy.”  Now,  this  car  structure  con- 
sists of  our  expensive  and  fragile  grilles, 
headlights,  fenders,  radiators,  fans,  and  sen- 
sitive steering  adjustments,  which  our  me- 
chanics consistently  state  can  be  deranged 
by  getting  our  front  wheels  caught  in  the 
street-car  tracks.  All  too  often,  in  even  mild 
crashes,  these  flimsy  front  structures,  which 
do  not  absorb  much  crash  energy,  permit  the 
engine  to  contact  the  obstruction,  with  se- 
vere damage  to  the  engine  and  its  mounts, 
and  with  greatly  increased  decelerative 
forces  being  transmitted  to  the  car  occupants. 

Now,  let  us  hear  what  a disinterested 
engineer  has  to  say.  Professor  Bruhn  of 
a well  known  Midwestern  university  has 
long  been  concerned  with  problems  of  de- 
celeration and  crash-energy  absorption.  He 
writes,  “Our  present  car  is  quite  inefficient 
in  absorbing  crash  energy  and  too  expensive, 
since  a good  crash  causes  expensive  car 
damage.  The  structure  forward  of  the  car 
radiator  at  present  absorbs  relatively  very 
little  crash  energy.  Thus,  most  of  the  car 
stopping  resistance  takes  place  when  direct 
contact  is  made  with  the  car  frame,  engine, 
etc.  A crash  unit  can  be  developed  to  give 
fairly  uniform  resistance  while  being  crushed 
and  thus  lower  the  car  deceleration  factors 
under  reasonable  crash  velocities  to  that 
range  which  the  human  body  can  withstand 
if  properly  restrained.  By  redesigning  the 
car  carry-through  structure  just  aft  of  the 
crash  unit,  I can  see  no  reason  why  reason- 
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able  head-on  crashes  should  cause  expensive 
car  damage.” 

Professor  Kyan,  of  Minnesota,  agrees  with 
these  principles  and  goes  on  to  say,  “Auto- 
mobiles are  not  now,  nor  have  they  ever 
been,  designed  for  collision  impact,  either 
structurally  or  for  passenger  safety.  Seat 
belts  have  been  used  for  a long  time  as 
human  restraints  in  automobiles.  Controlling 
the  deceleration  of  the  car  makes  the  use 
of  seat  belts  successful.  Hydraulic  energy- 
absorbing bumpers  level  out  the  impact  forces 
to  a minimum  for  a longer  time  and  put  the 
least  load  on  those  supported  by  seat  belts.” 

The  quoted  testimony  ridicules  the  energy- 
absorbing bumper  by  first  developing  the 
idea  that  under  the  best  of  circumstances, 
i.e.,  brakes,  tires,  and  road  surface,  the  fastest 
stop  that  can  be  achieved  under  normal  oper- 
ation, i.e.,  the  “panic”  stop,  is  about  twenty- 
nine  feet  per  second  per  second,  0.9  G decel- 
eration. Then  it  is  said  that  to  achieve  this 
kind  of  stopping  in  a crash  we  would  have  to 
have  a bumper  that  extended  in  front  of  the 
car  for  a distance  of  fifteen  feet!  This  indi- 
cates the  attitudes,  mental  processes  and  the 
lengths  (no  pun  intended)  to  which  some  of 
the  manufacturers  will  go  in  their  efforts  to 
perepetuate  the  status  quo  and  what  they 
consider  to  be  their  best  economic  interests. 

Exactly  this  same  line  of  reasoning,  >vith 
the  same  illustrations,  is  to  be  found  in  a 
paper  by  Mr.  Karl  M.  Richards,  a Secretary 
of  the  Automobile  Manufacturers  Associa- 
tion, in  AMERICAN  HIGHWAYS  for  April, 
1958. 

Facts  on  deceleration 

No  serious  student  af  the  decelerative 
problem  suggests  that  the  impact  to  the  car 
occupants  should  be  reduced  to  1 G.  All  are 
agreed  that  15  G or  20  G,  with  seat  belts  or 
other  form  of  passenger  stabilization,  is  quite 
reasonable;  and  evidence  is  accruing  that 
even  higher  decelerations,  up  to  50  G,  can 
be  absorbed  with  only  a belt  without  sig- 
nificant injury.  To  reduce  the  impact  to  15  G 
at  20  miles  per  hour,  without  damage  to  the 
car  structure  at  all,  the  bumper  would 
need  to  be  only  10.8  inches  deep;  and 
for  a 40  mph  impact  with  a concrete  wall, 
the  energy  absorbing  front-end  structure 
would  need  to  be  only  24  inches  deep  to  re- 


duce the  impact  to  the  passengers  to  26.7  G 
and  to  protect  the  structural  elements  of  the 
car  completely.  This  would  increase  the  over- 
all length  of  our  cars  not  at  all  and  simply 
put  to  good  use  the  two  feet  or  more  of  space 
in  front  of  the  radiator  that  is  now  wasted. 

Professor  Bruhn’s  comment  on  the  quoted 
testimony  is,  “In  my  opinion,  this  comment 
on  bumpers  is  completely  absurd,  as  0.9  G 
has  nothing  do  with  crash  safety  design.” 
Professor  Ryan  writes,  “Seats  should  be 
constructed  so  as  not  to  add  their  weight 
to  the  person  on  the  seat  belt.  Further,  the 
dash  should  be  recessed  below  the  windshield 
to  avoid  striking  the  head.  Also,  the  steering 
wheel  should  be  kinematically  collapsible 
and  automatically  retract  against  the  wind- 
shield out  of  the  way  of  the  driver  as  he 
swings  forward  on  his  belt. 

“Engineers  know  how  to  do  these  things. 
It  is  to  their  ever  increasing  shame  that  they 
have  not  utilized  this  knowledge.” 

The  important  aspect  of  this  entire  matter 
is  that  neither  the  Society  of  Automotive 
Engineers  nor  the  Automobile  Manufacturers 
Association  under  its  present  leadership  has 
evinced  either  the  competence  or  the  desire 
to  meet  the  basic  mechanical  and  physical 
needs  of  the  automobile  crash  injury  prob- 
lem. This  is  not  to  say  that  both  qualities  are 
lacking,  but  certainly  one  or  the  other. 

Standards  for  safety 

One  of  the  most  revealing  situations  in 
regard  to  the  Society  of  Automotive  En- 
gineers is  the  story  of  their  contest  with  the 
American  Standards  Association  in  setting 
up  seat  belt  standards. 

First,  some  idea  of  what  the  American 
Standards  Association  is  and  what  it  at- 
tempts to  accomplish.  It  was  organized  in 
1918  by  five  engineering  societies  to  provide 
the  means  by  which  organizations  interested 
in  standardization  might  cooperate  effec- 
tively in  the  development  of  nationally  ac- 
ceptable standards  and  avoid  duplication  of 
effort.  In  1920,  a conference  called  by  the 
National  Bureau  of  Standards,  representing 
labor,  industry  and  government,  had  re- 
quested the  organization  to  enlarge  its  pro- 
gram in  order  to  include  a comprehensive 
list  of  safety  standards.  Over  the  years,  this 
work  has  grown  so  that  now  there  are  about 
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1,400  American  Standards  of  which  about  160 
are  concerned  with  safety  and  health.  From 
an  organization  of  five  societies,  the  ASA 
now  includes  104  national  trade  associations 
and  technical  societies,  with  2,300  companies 
having  membership  in  the  organization. 

The  committees,  organized  to  prepare 
standards,  are  balanced  committees  as  to 
representation  of  the  various  groups  con- 
cerned. In  the  safety  field,  committees  might 
be  balanced  among  distributors,  users,  man- 
ufacturers of  equipment,  technical  groups, 
insurance  organizations,  and  governmental 
agencies.  No  one  group  may  have  represen- 
tation greater  than  one-third  without  the 
consent  of  all  other  groups. 

A standard  is  initiated  by  some  national 
group  suggesting  the  initiation  of  a project, 
a conference  is  called  of  the  national  groups 
concerned  to  learn  if  standardization  is  de- 
sirable, and  the  actual  work  placed  under 
one  or  two  sponsors.  When  the  standard  is 
developed,  it  is  sent  to  sectional  committees, 
sponsors,  and  finally  to  the  ASA  for  ap- 
proval. 

Seat  belt  project  blocked 

To  this  large,  stable,  highly  representa- 
tive organization,  then,  were  sent  requests 
from  the  Association  of  Casualty  and  Surety 
Companies  and  the  Industrial  Safety  Equip- 
ment Association  dated  respectively  Novem- 
ber 30  and  December  3,  1954,  requesting  a 
project  on  the  specifications  for  automobile 
safety  belts. 

Mr.  T.  N.  Boate,  representing  the  Associa- 
tion of  Casualty  and  Surety  Companies,  ex- 
plained that  the  ACSC  maintained  an  Acci- 
dent Prevention  Department  which  carried 
on  a nation-wide  program.  During  the  past 
two  years  they  had  tried  to  keep  abreast  of 
the  work  of  the  Cornell  Automotive  Crash 
Injury  Research  program,  and  as  a result 
they  had  become  convinced  that  the  use  of 
seat  belts  would  definitely  serve  to  reduce 
the  number  of  automobile  deaths  and  in- 
juries (italics  mine) . Both  he  and  Mr.  V.  P. 
Gopcevic,  representing  the  Industrial  Safety 
Equipment  Association,  agreed  that  for  many 
reasons,  and  from  many  points  of  view,  there 
was  an  urgent  need  for  a set  of  national 
specifications  for  the  automobile  seat  belt. 

To  make  a long  story  short,  a communica- 


tion of  May  10,  1956,  relates  “that  the  re- 
quest for  the  initiation  of  a project  for  the 
development  of  specifications  for  automobile 
seat  belts  is  not  supported  by  a consensus  of 
those  substantially  concerned.” 

The  project  was  blocked  at  every  turn  by 
the  Society  of  Automotive  Engineers  and 
the  Automobile  Manufacturers  Association, 
to  the  extent  that  an  industry  vice  president, 
speaking  for  the  SAE  and  Automobile  Manu- 
facturers Association,  said  that  “if  the  ASA 
went  ahead  with  its  project  the  industry 
might  make  one  of  three  moves:  first,  it 
might  resign  as  a member  of  the  ASA; 
second,  instead  of  resigning  it  might  reduce 
its  financial  support  to  ASA  to  cover  only  its 
share  of  the  costs  of  technical  standardiza- 
tion work  in  which  it  as  an  industry  ' was 
really  interested;  or  third,  it  might  refuse  to 
participate  in  standardization  projects  in  its 
area  which  might  be  undertaken  over  its 
objection.” 

Changing  of  the  guard  needed 

Thus,  it  is  seen  quite  clearly  that  unless 
and  until  certain  intransigent  personalities 
in  the  Automobile  Manufacturers  Association 
and  the  SAE  are  replaced  by  progressive 
and  forward-looking  spirits  of  a more  mod- 
ern cast  of  mind,  it  is  fatuous  to  look  to  the 
Society  of  Automotive  Engineers  for  the 
cooperation  with  the  insurance  groups  that 
is  postulated  by  Mr.  Kearney.  To  expect  the 
SAE,  as  at  present  constituted,  to  police  the 
industry  of  which  it  is  the  captive,  when  it 
refuses  to  cooperate  with  the  requests  of  the 
national  automobile  insurance  groups  in  such 
a simple  thing  as  a seat  belt  standard,  is  to 
expect  the  impossible. 

Must  we  then  wait  supinely,  killing  38,000 
people  every  year  (40,200  in  1956)  and  per- 
manently disabling  100,000  more,  all  largely 
because  of  faulty  automobile  design?  Fortu- 
nately, we  have  another  tradition  and  an- 
other precedent  which  we  may  follow,  a vital 
and  effective  precedent  which  we  must  in 
haste  invoke. 

In  the  National  Advisory  Committee  for 
Aeronautics  we  have  a stable  and  vigorous 
example  of  what  may  be  done  for  industry 
by  an  independent  and  competent  govern- 
ment agency.  The  NACA  has  stimulated, 
guided,  and  led  the  aviation  industry  of  this 
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nation  to  its  present  position  of  world  pre- 
eminence, a position  it  could  never  have 
obtained  without  the  independent  and  un- 
trammeled thinking  which  such  a committee, 
with  its  independent  and  extensive  labora- 
tories, has  been  able  to  foster.  The  NACA 
came  into  being  because  the  aviation  in- 
dustry could  not  produce,  or  at  least  had  not 
produced,  the  equipment  we  needed  to  face 
the  world  of  1914. 

In  stark  reality,  our  motorcar  situation 
today  is  just  as  alarming,  and  a solution  just 
as  peremptory.  In  any  one  year  during  the 
Korean  War,  the  motorcar  at  home  killed 
and  injured  more  people  than  we  lost  in  the 
entire  three  years  in  Korea!  The  motorcar 
in  the  last  fifty  years  has  killed  100,000  more 
people  than  we  have  lost  in  all  our  wars 
together!  And  this  is  largely  because  of 
faulty  automobile  design,  which  the  medical 
profession  has  been  urging  the  industry  to 
correct  for  the  last  twenty  years.  This  is  not 
overdrawn.  Note  the  following  news  release 
by  the  Ford  Motor  Company  dated  February 
22,  1957: 

“Based  on  these  findings,”  Mr.  McNamara 
said,  “John  O.  Moore,  director  of  the  Cornell 
project,  recently  estimated  that  if  all  of 
America’s  50,000,000  automobiles  suddenly 
were  equipped  with  Ford’s  five  safety  fea- 
tures, half  a million  persons  annually  would 
escape  injury  and  a major  share  of  our  cur- 
rent traffic  fatalities  would  survive.” 

A plea  to  Congress 

This  is  a call  upon  our  Congress  to  bring 
into  being  a National  Advisory  Committee 
for  Motorcar  Development.  We  need  desper- 
ately a body  of  men,  physicists,  sociologists, 
medical  men,  engineers — all  independent  of 
the  industry — to  guide,  stimulate  and  lead 
the  motorcar  industry  to  provide  us  with 
vehicles  for  safe  and  efficient  transportation. 

And,  we  need  more  than  this,  more  than 
an  advisory  committee.  We  need  a regulatory 
body,  something  like  the  Civil  Aeronautics 
Board  and  the  Civil  Aeronautics  Administra- 
tion, but  with  more  power  than  either  of 
these  organizations  have,  to  enforce  and  con- 
trol the  measures  and  devices  that  the  Ad- 
visory Committee — and  the  industry  itself — 
bring  into  being.  Must  the  provision  of  safety 
measures  depend  on  the  whim  of  some  sales 


engineer,  his  hunch  as  to  whether  “it  will 
sell”?  Must  10,000  women  and  children  die 
or  be  brutally  mutilated  every  year  because 
this  Paragon  of  Sales  Curves  puts  his  thumb 
down? 

We  claim  to  be  civilized,  but  until  we 
take  the  provisions  for  motorcar  safety  upon 
which  all  of  us  are  dependent,  out  of  the 
hands  of  commercial  interests  and  put  them 
into  the  hands  of  disinterested  scientists  and 
engineers,  I,  for  one,  humbly  disallow  the 
allegation.  Rome,  with  her  vaunted  civiliza- 
tion, never  progressed  beyond  the  stage 
which  considered  fire  protection  a matter 
for  private  enterprise.  The  commercial  fire- 
fighter team  would  rush  to  a burning  home, 
offer  the  owner  a ruinous  price  for  the  prop- 
erty, and  if  he  would  not  accede,  stand  by 
and  let  the  house  burn  to  the  ground.  Rival 
companies  were  finally  merged  into  a city- 
wide monopoly. 

With  our  long-standing  tradition  of  vol- 
unteer fire-fighting  organizations  which  have 
developed  into  our  modern  efficient  fire- 
departments,  this  old  Roman  practice  seems 
quaintly  archaic.  And  yet,  in  the  field  of 
motorcar  safety  and  design,  and  caught  in 
the  grip  of  mass  production  and  increasing 
monopoly,  we  are  in  about  the  same  grade 
of  civilization. 

Better  roads  needed 

It  has  already  been  suggested  that  we 
have  a National  Advisory  Committee  for 
Highways.  It  is  my  suggestion  that  the  field 
of  motorcar  development  be  defined  by  the 
Congress  as  including  highway  development, 
and  that  it  be  recognized  and  stipulated  that 
highway  development  and  motorcar  develop- 
ment be  closely  integrated.  It  would  seem 
obvious  that  they  should  be,  and  yet  here 
we  are,  the  self-styled  engineering  geniuses 
of  the  world,  with  1958  cars  able  and  willing 
to  cruise  all  day  at  over  100  miles  per  hour, 
and  not  a road  to  cruise  them  on! 

Will  the  new  interstate  system  be  a mod- 
ern road,  or  will  it  be  obsolete  before  a stone 
is  laid? 

Federal  legislation  needed 

As  a practical  suggestion  for  the  kind  of 
action  needed,  the  following  proposal  for  a 
Bill  is  offered: 
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PROPOSED  LEGISLATION  FOR  THE  SOLU- 
TION OF  THE  MOTORCAR  DEATH 
AND  INJURY  PROBLEM 

To  reduce  loss  of  life,  personal  injuries,  and 
property  damage  resulting  from  automobile  acci- 
dents by  establishing  a Bureau  of  Motor  Vehicle 
Affairs  in  the  Department  of  Commerce.  This 
bureau,  under  an  Assistant  Secretary  of  Com- 
merce fpr  Motor  Vehicle  Affairs,  shall  have  charge 
of  Federal  inspection  of  motor  vehicles,  and  motor 
vehicle  factories  and  the  establishment  and  en- 
forcement of  minimum  safety  specifications  of 
design  and  construction  to  which  all  vehicles 
manufactured  in  and  imported  into  the  confines 
of  the  United  States  and  its  possessions  must  con- 
form. 

Sec.  1.  Be  it  enacted  by  the  Senate  and  House 
of  Representatives  of  the  United  States  of  America 
in  Congress  assembled,  That  it  is  hereby  declared 
to  be  the  policy  of  the  Government  of  the  United 
States  to  play  a more  vigorous  role  in  reducing  the 
tragic  loss  of  life,  personal  injury,  and  property 
damage  which  occur  annually  as  a result  of  auto- 
mobile accidents  on  our  nation’s  highways. 

Sec.  2.  In  order  to  carry  out  the  policy  estab- 
lished in  the  first  section  of  this  Act  there  is 
established  within  the  Department  of  Commerce 
a Bureau  for  Motor  Vehicle  Affairs,  under  an 
Assistant  Secretary  of  Commerce  for  Motor  Ve- 
hicle Affairs  (hereinafter  referred  to  as  the  “Bu- 
reau” and  “Secretary,”  respectively).  The  Secre- 
tary shall  be  appointed  by  the  President,  by 
and  with  the  advice  and  consent  of  the  Senate. 

Sec.  3.  The  President  shall  also  appoint,  by 
and  with  the  advice  and  consent  of  the  Senate,  a 
National  Advisory  Committee  for  Motorcar  De- 
velopment (hereinafter  referred  to  as  the  “Ad- 
visory Committee”)  to  consist  of  seventeen  mem- 
bers, of  whom  no  more  than  seven  shall  be 
members  of  the  National  Academy  of  Sciences. 
The  Advisory  Committee  shall  at  all  times  have 
within  its  membership  a physicist,  a sociologist, 
a representative  of  the  General  Services  Admin- 
istration, not  more  than  one  representative  of 
the  motorcar  industry,  at  least  one  representative 
of  the  aircraft  manufacturing  industry,  four  Doc- 
tors of  Medicine  (of  whom  one  is  a neurosurgeon), 
four  engineers  (apart  from  the  representative  of 
the  motorcar  industry)  and  such  others  as  the 
President  may  feel  may  be  contributory. 

Sec.  4.  The  functions  of  the  Bureau  shall  be  to: 
(1)  provide  safe  motor  vehicle  transportation  for 
the  citizens  of  this  Commonwealth;  (2)  provide 
economical  motor  vehicle  transportation  for  the 
citizens,  since  motor  vehicle  transportation  for 
individuals  has  long  since  ceased  to  be  a luxury 
item,  and  basic  individual  transportation  of  an 
efficient,  economical  nature  is  a fundamental 
need  and  right  of  the  citizens  of  the  modern  Com- 
monwealth; (3)  integrate  the  development  of  the 
motorcar  with  the  development  of  that  factor 
without  which  it  cannot  operate  efficiently,  our 
public  roads. 
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Sec.  5.  It  shall  be  the  duty  of  the  Secretary, 
pursuant  to  Sec.  4 (1)  above,  to  require  the 
motorcar  manufacturers  to  incorporate  in  their 
products  those  designs  and  devices  which  the 
Advisory  Committee  by  a majority  vote  of  its 
entire  membership  shall  recommend.  These  de- 
signs and  devices  shall  appear  and  be  maintained 
in  all  motorcars  produced  after  not  longer  than 
twenty  (20)  months  of  the  vote  of  the  Advisory 
Committee.  The  Bureau  shall  maintain  in  every 
factory  Federal  inspectors  to  the  number  deemed 
necessary  to  enforce  the  provisions  of  this  Act. 
Every  motor  vehicle  shall  bear  the  Bureau  mark 
of  approval,  a non-corrodable  metal  plate,  bearing 
the  manufacturer’s  serial  number  durably  at- 
tached (under  the  supervision  of  the  Federal  in- 
spector) to  the  motorcar  in  a conspicuous  place. 
If  the  Secretary  at  any  time  believes  that  a manu- 
facturer is  wilfully  or  negligently  not  conforming 
to  the  provisions  of  this  Act,  he  may  halt,  by 
Federal  injunction,  the  manufacturing  processes 
of  this  manufacturer.  A levy  for  the  costs  of  the 
inspectors’  salaries  and  inspection  processes  rn 
each  factory  is  to  be  made  against  the  factory, 
and  paid  into  the  Treasury  of  the  United  States 
quarter-annually.  It  is  provided  that  the  members 
of  the  Advisory  Committee,  as  such,  shall  serve 
without  compensation,  except  that  travel  and  ac- 
commodations of  the  first  class  shall  be  provided 
for  all  those  members  who  are  not  Federal  em- 
ployees, in  which  case  travel  and  accommodations 
shall  be  provided  by  the  Service  of  which  the 
committee  member  is  an  employee.  The  Advisory 
Committee  shall  meet  regularly  twice  a year,  with 
such  special  or  emergency  meetings  as  shall  be 
deemed  necessary  by  either  the  Chairman  of  the 
Advisory  Committee  (who  is  to  be  elected  by  the 
members  annually)  or  the  Secretary.  An  Execu- 
tive Committee  of  the  Advisory  Committee  shall 
be  formed  consisting  of  seven  members  charged 
with  administration  of  the  affairs  of  the  Advisory 
Committee,  and  general  supervision  of  all  ar- 
rangements for  research. 

Sec.  6.  The  Congress  recognizes  (from  the  ex- 
perience of  the  National  Advisory  Committee  for 
Aeronautics,  the  Civil  Aeronautics  Administra- 
tion, and  the  Civil  Aeronautics  Board)  that  inde- 
pendent research  may  be  demanded  by  the  neces- 
sities of  the  problem,  not,  perhaps,  to  the  extent 
that  has  been  required  by  the  NACA,  and  CAA, 
but  to  the  extent  needed  to  carry  out  the  pur- 
poses of  this  Act. 

Sec.  7.  Such  appropriations  as  are  necessary 
to  carry  out  the  provisions  of  this  Act  are  hereby 
authorized. 

Comments 

It  is  almost  incredible  that  motorcar 
deaths,  in  spite  of  campaigns  and  slogans, 
number  around  40,000  every  year.  It  indicates 
to  me  that  the  definitive  cause  has  not  been 
attacked.  Most  close  students  of  the  matter, 
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particularly  the  research  group  at  Cornell 
University,  are  in  agreement  that  these 
deaths  and  injuries  are  a function  of  motor- 
car design. 

It  is  almost  incredible,  too,  that  car  de- 
sign has  been  so  little  changed  over  the 
years.  Dr.  Claire  Straith  of  Detroit  as  early 
as  1934  pointed  out  the  defects,  and  Dr. 
Fletcher  Woodward  of  the  University  of  Vir- 
ginia in  1948  made  definitive  suggestions  for 
improved  safety  design.  The  industry  as  a 
whole  ignored  these  medical  authorities  and 
rejected  their  suggestions.  As  for  the  changes 
in  design  made  in  the  last  two  years,  they 
are  a step  in  the  right  direction,  but  only  a 
step. 

Consider  safety  padding.  This  was  pro- 
posed by  De  Haven  in  1946.  In  1956  (ten 
years  later)  it  was  offered  by  Ford  as  an 
optional  feature.  Why  should  safety  padding 
be  optional,  if  it  is  effective  (and  Ford’s  use 
of  it  indicates  that  it  is  effective)  ? It  should 
be  standard  in  all  models,  particularly  those 
with  the  widest  sale. 

In  this  stage  of  our  civilization  is  fire  pro- 
tection, or  pure  drinking  water,  or  uncon- 
taminated meat,  an  optional?  This  history 
and  these  dates  indicate  to  me,  at  least,  that 
the  motorcar  industry  has  been,  and  is,  so- 
cially as  irresponsible  as  was  the  meat-pack- 
ing industry  of  fifty  years  ago.  Despite  the 
introduction  of  refrigeration  methods  as 
early  as  1875,  and  despite  years  of  public 
outcry  and  clamor,  it  was  not  until  the  Fed- 
eral Food  and  Drug  Act  of  1906  and  the  Meat 
Inspection  Act  of  the  same  year,  that  we 
were  able  to  have  uncontaminated  meat  in 
this  country.  When  the  Federal  inspectors 
moved  in,  in  1906,  the  appalling  failure  of 


the  meat-packing  industry  was  revealed. 
Tons  of  diseased  and  contaminated  meat 
which  was  formerly  sold  to  the  American 
public  were  now  consigned  to  the  rendering 
works. 

There  has  been  no  indication  that  we  can 
or  should  relinquish  the  Federal  inspection 
of  meat  and  meat-packing  plants.  The  indel- 
ible stamp  of  the  disinterested  Federal  in- 
spector has  been  and  will  continue  to  be  our 
guarantee  of  decent  meat.  The  stamp  of  the 
Civil  Aeronautics  Administration  on  every 
aeroplane  is  our  only  guarantee  that  these 
vehicles  meet  minimum  (and  I emphasize 
minimum)  standards  of  safety. 

It  is  high  time  that  the  motorcar  manu- 
facturers be  subjected  to  even  more  rigorous 
inspection  and  control.  Our  continuing  and 
increasing  deaths  and  injuries  prove  their 
guilt  and  our  folly  in  waiting  so  long.  Do 
not  think  that  I expect  them  to  accept  these 
suggestions  with  a smile.  There  have  been 
indications  in  recent  years  that  the  motorcar 
“tail,”  like  the  railroads  of  other  years,  has 
sought  to  “wag”  the  body  politic.  If  legisla- 
tion of  this  degree  ever  reaches  the  floors 
of  Congress,  we  may  expect  the  tramp  of 
many  feet  in  the  corridors. 

Summary 

We  are  well  along  in  our  second  million 
of  motorcar  dead.  The  Congress  is  the  ulti- 
mate expression  of  public  opinion.  We  have 
had  years  of  clamor  and  outcry,  and  still  we 
cannot  get  automobiles  designed  for  safety. 
The  Congress  must  integrate  and  implement 
the  many  people  who  know  that  highway 
safety  is  a matter  of  motorcar  design,  and 
who  have  the  knowledge  and  the  desire  to 
bring  it  into  being.  • 


N.B.  As  this  paper  goes  to  press,  the  Ford 
Motor  Company  again  has  demonstrated  its  good 
faith  by  announcing  its  safety  engineer’s  “dream 
car”  (TRAFFIC  SAFETY,  August  1958).  Many  of 
the  safety  improvements  needed  are  embodied  in 
this  vehicle,  including  energy  absorbing  bumpers. 
A most  significant  development  is  the  abolition  of 
the  instrument  panel  on  the  right  two-thirds  of 
the  car,  and  the  rigid  fixation  to  the  floor  of  the 
right  two-thirds  of  the  front  seat.  Thus  the  front 


seat  passengers,  held  by  the  improved  retractable 
seat  belts,  can  strike  nothing  as  they  swing  for- 
ward across  their  belts  in  a crash.  The  glove  com- 
partment is  placed  under  the  front  seat. 

Unfortunately,  this  announcement  concerns 
only  a “dream”  car,  not  a production  model,  and 
the  carnage  must  go  on  for  years.  There  is  not  the 
slightest  indication  of  any  development  like  this 
in  the  industry  as  a whole.  Motorcar  safety  waits 
upon  definitive  legislation  by  the  Congress. 
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Nursing  education  changes  to  meet 


service  needs  of  patient  care 


fP e need  more  nurses  in  the  Rocky 
Mountain  area,  but  the  high  quality  of 
nursing  education  must  not  falter. 

Greater  understanding  of  its  broad 
educational  imjdications  will  inspire 
more  worthy  young  women  to  enter 
this  retvarding  career. 

Throughout  years  of  medicine  the  field  of 
nursing  has  played  an  important  part  in 
assisting  the  physician  in  getting  the  patient 
well.  As  advances  in  medicine  are  made,  so 
are  they  in  nursing  education.  In  the  begin- 
ning, nursing  education  started  as  a short- 
term course  in  which  a few  manual  skills 
were  given  to  individuals  interested  in  nurs- 
ing the  sick.  These  manual  skills  included 
bed  baths,  rubbing  the  back,  and  making  the 
bed.  Other  duties  included  the  housewife’s 
duties,  such  as  cleaning  the  room,  cooking 
and  feeding  the  patient.  Actually,  nursing 
started  from  the  mother  care  of  the  ill 
in  the  home.  However,  as  we  began  segre- 
gating our  ill  from  the  home  and  bringing 
them  into  central  institutions,  there  was  need 
for  organized  kinds  of  skills  to  be  performed, 
and  they  needed  to  be  taught  to  persons  other 
than  the  mother. 

Early  nursing 

Florence  Nightingale  was  reputed  to  have 
set  up  the  first  school  of  nursing,  in  which 
she  had  specific  duties  for  the  individual  to 

•Mr.  Prangley  is  the  Administrator,  and  Miss  DeYoung  the 
Director,  of  the  School  of  Nursing  at  St.  Luke's  Hospital, 
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perform.  As  schools  of  nursing  spread  from 
European  countries  to  the  United  States, 
changes  in  this  field  occurred.  There  was  a 
need  for  education,  classroom  theory,  practice 
and  demonstration,  but  there  was  also  a need 
for  the  return  demonstration  and  practice  in 
the  clinical  area.  Hospitals  first  had  schools 
of  nursing  as  a way  of  supplying  nursing 
service  needs.  In  the  early  days  of  nursing, 
nursing  care  was  all  done  by  students  of  the 
school  of  nursing.  There  might  have  been  one 
head  nurse  or  one  supervisory  person.  As 
students  progressed,  their  responsibilities  in- 
creased, and  at  the  time  of  their  graduation 
they  were  head  nurses  and  supervisors. 

In  1916  the  organized  nursing  leaders  sub- 
mitted a curriculum  guide  to  set  forth  edu- 
cational standards  in  schools  of  nursing.  The 
programs  have  varied  in  length  throughout 
the  years — anywhere  from  one  year  up  to 
five  years,  as  some  of  the  schools  of  nursing 
are  presently  doing. 

It  was  about  1936-1937  that  the  National 
League  for  Nursing  Education  put  out  its 
third  curriculum  guide,  which  all  diploma 
programs  felt  necessary  to  follow  if  nursing 
was  to  become  a profession  and  if  students 
of  nursing  were  to  get  an  education  on  a 
more  planned  basis.  Even  though  this  cur- 
riculum guide  was  presented  in  1937,  many 
schools  of  nursing  were  unable  to  abide  by 
the  suggestions  made.  This  curriculum  guide 
was  far  reaching  and  had  great  impetus  in 
schools  of  nursing  for  the  next  20  years.  It 
is  no  longer  looked  upon  as  the  “Bible”  of 
schools  of  nursing,  in  that  schools  of  nursing 
are  asking  for  greater  experimentation  and 
greater  leniency  in  the  number  of  hours  re- 
quired in  the  various  subjects.  However,  it 
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did  serve  as  a guide  for  nursing  educators  to 
work  on  in  terms  of  improving  nursing  edu- 
cation on  a professional  level. 

St.  Luke’s  School  of  Nursing  has  looked 
upon  all  forms  of  nursing  education  as  a 
means  of  bettering  its  school.  It  has  pro- 
gressed with  time.  It  has  improved  its  cur- 
riculum to  give  the  student  the  kind  of 
knowledge  and  skills  that  will  make  her  a 
person  to  be  trusted  in  the  care  of  the  ill. 
As  you  are  all  aware,  today  there  are  various 
kinds  of  nursing  education  programs.  We 
have  our  practical  nurse  programs,  which  are 
one  year  in  length,  combined  with  class  work 
and  clinical  teaching.  Our  practical  nurses 
are  individuals  prepared  to  function  under 
the  supervision  of  the  registered  nurse.  In 
the  past  10  years  these  people  have  been 
valuable  in  helping  give  patient  care  and 
relieving  the  nursing  personnel  shortage. 

Nursing  shortage 

In  speaking  of  shortage  of  nursing  person- 
nel, there  are  many  reasons  for  this.  One  of 
these  is  the  increased  demand  for  profes- 
sional help.  Nurses  are  no  longer  found  ex- 
clusively in  the  hospital.  They  are  found  in 
various  fields.  Industrial  nursing  has  grown 
by  leaps  and  bounds.  Nurses  are  found  in 
department  stores,  in  doctors’  offices,  public 
health  nursing,  school  nursing,  the  military 
services,  and  on  and  on;  in  miscellaneous 
kinds  of  areas  we  find  a demand  for  nurses. 
Also,  we  must  recognize  that  the  nursing 
profession  is  mainly  made  up  of  women.  Most 
of  these  are  young  women  at  the  marriage- 
able age.  The  average  nurse  will  work  ap- 
proximately five  years  until  marriage  and 
family  take  over.  This  again  cuts  down  the 
number  of  active  nurses.  We  are  actually 
graduating  many  more  nurses  today  than  we 
ever  have,  but  the  demand  is  much  greater. 

The  demands  in  hospital  nursing  have  in- 
creased mainly  because  the  student  of  nurs- 
ing is  no  longer  carrying  the  total  load  of 
nursing  service.  In  1930  there  were  no  staff 
nurses  employed,  and  it  was  the  students 
who  were  caring  for  the  patients  around  the 
clock.  We  do  not  say  that  students  in  this  era 
did  not  receive  valuable  training,  because 
many  of  those  persons  are  still  with  us  today 
and  are  excellent  nurses.  However,  as  stated 
above,  as  medical  science  improved  so  did 


nursing  science.  This  has  been  necessary  in 
order  to  keep  up  with  the  demands  of  medi- 
cine. The  procedures  that  were  once  doctors' 
procedures  are  now  nursing  procedures.  The 
procedures  that  are  being  done  are  much 
more  technical  than  those  of  a few  years  ago. 

We  now  have  three  kinds  of  professional 
nurse  programs  for  the  basic  student  of  nurs- 
ing — two-year  nursing,  three-year  nursing 
and  four-year  nursing.  The  two-year  nursing 
is  a new  program,  which  is  called  the  associ- 
ate degree  program  associated  with  junior 
colleges.  This  is  approximately  six  years  old, 
and  there  have  been  only  a few  pilot  schools 
that  have  given  us  a new  concept  of  nursing 
education.  The  student  matriculates  as  a 
regular  college  student.  She  has  her  major 
in  nursing.  She  fills  all  the  requirements  that 
any  other  college  student  will,  plus  those 
that  are  required  for  nursing.  She  receives 
nursing  theory  as  well  as  clinical  practice. 
The  question  has  arisen,  how  can  a student 
be  given  a nursing  education  in  two  years 
when  it  has  taken  three  or  four  years  in  the 
past?  It  is  the  newer  approach  to  theory  and 
clinical  instruction  that  has  made  this  pos- 
sible. In  theory  there  are  broad  groupings 
of  subject  matter  with  little  repetition.  In 
clinical  practice  the  student  is  on  the  clinical 
service  for  only  a specific  laboratory  situa- 
tion. The  repetition  has  been  taken  out,  but 
the  material  is  there.  This  student  has  proved 
theory-wise  that  she  can  do,  and  has  an  un- 
derstanding of,  total  patient  care  and  medical 
science.  Clinically  she  is  not  an  experienced 
individual  and  must  have  postgraduate  clin- 
ical training.  However,  she  does  have  the 
manual  skills  with  which  to  work  and  im- 
prove her  abilities.  We  are  looking  upon  this 
graduate  as  the  one  who  will  be  the  bedside 
nurse — the  one  who  will  remain  in  caring 
for  the  patient  and  generally  will  not  ad- 
vance into  leadership  positions.  There  are 
those  of  us  who  believe  that  a two-year  edu- 
cated nurse  is  not  ready  to  assume  full 
responsibility  as  a professional  nurse  until 
she  has  completed  an  accredited  nursing  in- 
ternship. The  three-year  nursing  programs 
are  still  those  that  are  associated  with  hos- 
pitals and  are  commonly  known  as  the 
diploma  program.  Many  of  these  are  still  the 
traditional  program,  but  some  of  them  are 
progressing  in  modern  educational  methods 
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and  teaching.  We  believe  that  St.  Luke’s  has 
a top  diploma  program. 

Collegiate  program 

The  collegiate  program  which  is  of  higher 
education  in  the  universities  has  grown  in 
the  past  15  years.  Their  theory  is  that  for  a 
nurse  to  be  a professional  person  she  must 
have  completed  a Bachelor  of  Science  degree, 
in  which  she  has  had  50  per  cent  general 
education  and  50  per  cent  professional  edu- 
cation. Their  program  differs  in  that  the 
student  is  matriculated  as  a complete  college 
student;  she  is  required  to  take  the  same 
requirements  for  graduation  as  other  stu- 
dents, plus  those  that  will  be  necessary  to 
qualify  her  for  nursing.  The  student  has  the 
same  opportunities  as  other  college  students 
in  social  life  and  extra-curricular  activities. 
This  student  has  been  said  to  be  the  person 
to  possess  leadership  qualities  in  nursing, 
while  the  main  objective  is  to  prepare  the 
student  for  first  level  positions  in  nursing. 
The  student’s  clinical  experience  is  set  up 
like  that  of  the  two-year  nursing  program. 
The  number  of  hours  she  spends  in  the  lab- 
oratory session  is  calculated  on  the  number 
of  credit  hours  to  be  given  for  that  particular 
session.  This  is  a field  that  we  can  look  upon, 
and  look  to,  for  helping  schools  of  nursing 
improve  their  educational  methods.  It  is  nec- 
essary for  students  of  nursing  as  well  as 
other  individuals  to  possess  knowledges  and 
skills  other  than  nursing,  so  we  might  meet 
individual  needs  rather  than  treating  the 
patient  as  a room  number  with  a specific 
diagnosis. 

Period  of  change 

In  1955  St.  Luke’s  School  of  Nursing  had 
to  evaluate  itself  to  determine  the  kind  of 
program  it  wanted.  It  had  its  full  national 
accreditation  as  a diploma  program.  It  was 
at  this  time  we  had  been  associated  with  the 
University  of  Denver  on  a 39-month  core  pro- 
gram. Students  were  receiving  full  college 
credit  for  all  materials  given,  and  yet  looking 
at  this  from  the  standpoint  of  collegiate  nurs- 
ing education  we  were  neither  collegiate  nor 
were  we  diploma.  We  were  offering  both, 
and  it  was  necessary  for  us  to  determine  just 
which  one  we  wanted.  The  University  of 
Denver,  at  that  time,  felt  they  did  not  want 


to  go  into  nursing  education  because  it  was 
costly  and  they  did  not  have  the  finances 
with  which  to  sponsor  such  a program. 
St.  Luke’s  School  of  Nursing,  Presbyterian 
School  of  Nursing,  and  Children’s  Hospital 
School  of  Nursing  were  all  associated  with 
the  University  of  Denver  under  this  program. 
When  the  University  of  Denver  decided  in 
1954  they  no  longer  wanted  to  be  part  of  this, 
they  gave  us  until  1956  to  make  the  change. 
The  University  of  Denver  later  decided  to 
maintain  a small  program  with  Presbyterian 
Hospital  as  their  clinical  facilities.  We  took 
our  last  class  of  students  for  the  University 
of  Denver  program  in  September,  1955. 

During  1955  much  investigation  went  on. 
Did  we  want  to  become  a two-year  nursing 
education  program,  a three-year  program,  or 
did  we  want  to  move  into  collegiate  nursing? 
After  much  investigation  of  the  kinds  of  uni- 
versities and  colleges  in  Denver,  we  found 
it  best  for  us  to  remain  a diploma  program. 
To  remain  a diploma  program,  we  wanted 
to  be  sure  we  would  have  the  best  educa- 
tional program,  but  keep  it  within  the  hos- 
pital. We  contracted  with  the  University  of 
Colorado  Extension  Service  for  our  Basic 
Sciences,  for  which  the  students  receive  7 
credit  hours  for  chemistry,  9 hours  of  anat- 
omy and  physiology,  5 hours  of  micro- 
biology, 5 hours  of  sociology,  5 hours  of 
psychology,  4.5  hours  of  English,  giving 
them  35  V2  hours  upon  graduation  if  they 
desire  to  go  on  for  a Bachelor  of  Science 
degree  in  nursing. 

With  the  curriculum  revision,  the  faculty 
of  the  School  of  Nursing  began  to  look  at 
the  five  basic  areas  that  we  necessarily  have 
to  teach,  how  these  could  be  taught  to  give 
the  most  meaningful  experience  to  our  stu- 
dents, and  maintain  the  kind  of  tradition  that 
had  been  established  for  St.  Luke’s  School  of 
Nursing  students.  That  is,  that  they  become 
responsible  graduates  able  to  perform  their 
duties  with  dignity,  responsibility  and  trust- 
worthiness. Our  greatest  changes  have  oc- 
curred then  in  broad  grouping  of  theory 
classes.  We  are  not  attempting  to  limit  the 
number  of  clinical  hours  the  student  needs  to 
become  a skilled  individual.  In  fact,  both 
students  and  faculty  desire  more  clinical 
practice.  We  had  been  teaching  small  courses 
such  as  Professional  Adjustments,  I History 
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of  Nursing,  Nursing  Arts — all  with  much  sub- 
ject matter  that  was  alike.  Therefore,  we 
have  revised  this  course,  calling  it  Funda- 
mentals of  Nursing,  which  is  started  the  day 
the  student  enters  the  School  of  Nursing  and 
progresses  until  the  day  she  graduates.  The 
number  of  hours  is  limited  to  the  didactic 
or  classroom  area  the  first  nine  months,  due 
to  the  basic  science  division,  which  is  neces- 
sary to  build  a foundation  to  help  the  student 
understand  nursing  and  medical  science  of 
today. 

Early  clinical  experience 

We  are  attempting  each  year  to  increase 
the  number  of  hours  in  teaching  Funda- 
mentals of  Nursing  so  we  can  get  the  student 
into  the  clinical  situation  early.  In  1955  our 
students  were  not  on  the  floors  until  late  in 
their  second  quarter.  In  1956  we  got  them  on 
the  floors  early  in  their  second  quarter,  and 
now  we  are  able  to  get  them  on  the  floors  the 
last  of  their  first  quarter.  We  feel  this  is 
necessary  to  keep  the  interest  of  the  students. 
Students  have  asked  that  they  get  into  hos- 
pital activity  quicker  so  their  interest  will 
not  lag.  We  are  doing  this  by  increasing 
their  knowledges  and  skills  to  prepare  them 
for  the  kind  of  clinical  experience  that  is 
necessary. 

Our  Fundamentals  of  Nursing,  which  used 
to  be  procedure-centered,  has  been  integrated 
with  our  medical-surgical  nursing  classroom 
theory  so  when  we  are  teaching  about  the 
digestive  tract  we  will  also  include  pro- 
cedures of  gastric  analysis,  et  cetera,  and  the 
procedures  will  be  more  meaningful  and  the 
students  will  have  a better  understanding. 
This  is  the  way  nursing  education  has 
changed,  so  when  the  student  practices  in 
the  clinical  area  she  will  have  had  the  ma- 
terial in  the  classroom.  She  will  then  have 
a better  understanding,  and  will  not  have 
the  fears  some  of  us  had  who  went  on  the 
floors  to  learn  more  or  less  by  trial  and 
error. 

Our  students  also  are  on  a 40-hour  week, 
which  means  as  an  example,  if  they  have 
ten  hours  of  classroom  theory  they  will  be 
in  the  clinical  area  30  hours.  For  the  first 
year  and  one-quarter  our  students  are  on 
the  floors  a little  less  than  this  because  of 
classroom  scheduling  and  the  need  for  basic 


sciences  being  given  the  first  nine  months. 
During  the  first  year  and  three  months  the 
clinical  practice  increases  from  four  to  twenty 
hours  for  each  student  in  the  clinical  area. 
We  expect  for  every  classroom  hour  of  in- 
struction that  the  student  study  two  clock 
hours,  which  means  if  she  is  doing  this  she 
is  working  far  more  than  a 40-hour  week. 

Correlation  of  learning 

We  expect,  when  students  are  on  duty 
for  clinical  practice,  to  govern  the  kind  of 
assignments  they  have  by  giving  the  students 
the  kind  of  patient  they  have  studied  in  the 
classroom.  However,  in  the  event  the  student 
completes  her  assignment,  we  encourage  each 
of  them  to  participate  in  the  total  needs  of 
the  landing.  By  the  fact  that  the  student  is  in 
the  nursing  service  area,  even  though  she 
has  only  one  patient  to  care  for,  she  has  the 
responsibility  of  nursing  service  for  that  spe- 
cific patient  and  to  that  extent  relieves  the 
regular  nursing  service  team.  The  student  is 
encouraged  to  answer  lights,  to  meet  all 
patients’  needs — not  just  a selected  few  pa- 
teints’  needs.  The  clinical  instructor  teaches 
students  theory  in  the  formal  classroom  and 
follows  through  in  the  clinical  area,  thus 
relieving  nursing  service  from  this  responsi- 
bility. 

Our  students  receive  limited  3:00  to  11:00 
and  11:00  to  7:00  experience  during  both 
junior  and  senior  years.  This  is  under  the 
supervision  of  either  a clinical  instructor  or 
a nursing  service  supervisor  and  the  head 
nurses  on  this  landing.  We  have  specific  ob- 
jectives set  up  for  the  students  to  achieve. 
Our  method  of  teaching  is  from  the  simple 
to  the  complex.  As  the  student  advances  in 
tenure  she  advances  in  responsibilities.  It  is 
our  belief  that  the  student  must  assume  more 
responsibilities  if  she  is  going  to  function 
effectively  as  a graduate.  Because  of  this 
belief,  we  have  set  up  a senior  program  in 
which  we  have  the  student  work  in  various 
areas  on  an  advanced  level,  giving  her  charge 
nurse  experience — not  that  we  expect  her  to 
be  the  charge  nurse  at  the  day  of  graduation, 
but  so  she  will  have  a better  understanding 
of  total  landing  administration  and  can  as- 
sume this  responsibility  if  the  need  arises. 
It  also  gives  us  opportunity  to  determine 
whether  she  has  potenjtial  abilities. 
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Our  students  receive  education — not  only 
in  the  medical-surgical  area,  but  in  obstetrics, 
operating  room,  pediatrics  and  psychiatry. 
Students  are  not  allowed  to  go  to  the  pedi- 
atric area  until  they  have  completed  the  first 
18  months.  Following  pediatrics  at  Chil- 
dren’s Hospital,  Denver,  they  go  into  the 
psychiatric  area  at  the  State  Hospital  in 
Pueblo.  Thus,  as  the  students  progress  they 
are  in  the  specialties  either  in  the  late  junior 
or  early  senior  year.  We  have  spread  out  the 
classroom  theory  so  the  student  can  be  pro- 
vided with  education  throughout  her  three 
years.  We  keep  the  last  three  months  of  her 
three  years  open,  with  as  little  formal  class- 
room scheduling  as  possible,  in  hope  she  can 
gain  added  experience  in  the  clinical  situa- 
tion. St.  Luke’s  School  of  Nursing,  as  a diplo- 


ma program,  is  probably  one  of  the  most 
progressive  in  the  country.  It  has  combined 
the  newer  methods  and  principles  of  educa- 
tion along  with  the  need  for  clinical  experi- 
ence. We  in  no  way  want  to  jeopardize  the 
student  in  being  an  effective  graduate  nurse. 
We  want  her  to  have  the  ability  to  meet 
every  patient’s  total  need,  as  well  as  meeting 
the  physician’s  need  in  helping  each  patient. 
The  educational  basis  is  sound  and  we  have 
received  the  utmost  cooperation  from  nurs- 
ing service  and  hospital  administration. 

We  solicit  cooperation  of  the  medical  pro- 
fession in  this  area  in  understanding  that  we 
want  to  prepare  professional  nurses  you  will 
be  proud  to  have  caring  for  your  patients — 
efficient,  loyal,  dependable  and  cooperative 
individuals.  • 


Cystic  disease  of  the  lung 
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Surgery  produces  dramatic  results 
when  cysts  are  symptomatic. 
Symptoms  occur  from  infections, 
pneumothorax,  or  compression 
of  adjacent  tissue. 


Cystic  malformations  of  the  lung  may  be 
single  or  multiple,  localized  or  diffuse,  con- 
genital or  acquired.  They  frequently  involve 
only  one  lobe  and  may  or  may  not  cause 
symptoms.  When  symptoms  do  occur  they 
result  from  infection  of  the  cyst  or  adjacent 
tissue,  rupture  of  a subpleural  cyst  causing 
pneumothorax  or  from  compression  of  normal 
lung  tissue  causing  pulmonary  insufficiency. 
The  diagnosis  is  readily  made  by  roentgeno- 
grams and  the  treatment  in  most  cases  is 
surgical  excision. 

Despite  increased  knowledge  concerning 
the  pathologic  and  clinical  manifestations  of 


this  disease,  the  benefit  from  surgical  ex- 
cision is  not  universally  appreciated. 

CASE  REPORT 

A 36-year-old  white  male  who  worked  as  a 
cement  finisher  was  seen  in  April,  1957,  complain- 
ing of  pain  in  the  right  chest,  shortness  of  breath 
and  some  difficulty  in  swallowing  for  the  previous 
five  months.  His  past  history  revealed  the  usual 
childhood  diseases  plus  typhoid  at  the  age  of 
11.  In  1941  and  again  in  1943  a “small  cyst 
of  the  lung”  had  been  noted  on  routine  chest  films. 

Examination  revealed  the  right  chest  to  be 
tympanitic  with  breath  sounds  diminished  over 
the  right  upper  lobe  and  entirely  absent  over  the 
right  middle  and  right  lower  lobes.  Heart  sounds 
were  distant  and  the  apex  was  thought  to  be  in 
the  left  anterior  axillary  line.  Physical  examina- 
tion was  otherwise  normal.  Routine  urinalysis  and 
complete  blood  count  were  within  normal  limits. 

Roentgenograms  of  the  chest  revealed  dimin- 
ished pulmonary  markings  in  the  right  lung.  The 
mediastinum  was  displaced  toward  the  left.  This 
was  interpreted  as  being  due  to  a large  pulmonary 
cyst  probably  involving  the  right  lower  lobe. 

At  operation  the  entire  right  lung  appeared  to 
be  cystic,  but  to  varying  degrees.  The  anterior 
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Fig.  1.  Pre-operative  roentgenogram  showing  de- 
creased pulmonary  markings  in  the  right  lung  and 
herniation  of  the  mediastinum  into  the  left  chest. 


Fig.  2.  Lateral  view  showing  cysts  that  protruded 
in  front  of  and  behind  the  heart  into  the  left  chest. 


segment  of  the  right  lower  lobe  and  the  medial 
segment  of  the  right  middle  lobe  contained  mul- 
tiple large  cysts  which  herniated  across  the  mid- 
line in  front  of  and  behind  the  heart.  The  remain- 


ing segments  of  the  right  lower  lobe  were 
completely  atelectatic.  These  were  easily  expanded 
and  appeared  to  be  relatively  normal.  The  upper 
lobe  contained  multiple  small  cysts  but  there  was 
much  functioning  pulmonary  tissue  remaining. 

The  involved  segments  of  the  right  lower  lobe 
and  a portion  of  the  right  middle  lobe  were  re- 
sected. The  lung  was  re-expanded  and  the  chest 
closed.  Two  catheters  were  brought  out  through 
the  chest  wall  for  suction  drainage. 

The  surgical  specimen  weighed  151  grams  and 
consisted  of  two  segments  of  lung  tissue  measur- 
ing 16  X 20  X 5 cm.  and  13  x 8.5  x 7.5  cm.  in  the 
partially  collapsed  state.  The  cut  section  showed 
multiple  alveolar  cysts  of  varying  sizes.  Micro- 
scopically these  were  lined  by  alveolar  epithelium. 


Fig.  3.  Postoperative  roentgenogram  showing  me- 
diastinal structures  in  midline  and  pulmonary 
markings  in  both  lungs. 


Postoperatively  the  patient  did  well.  The  high- 
est temperature  elevation  was  101.6  degrees  rec- 
tally.  The  drainage  tubes  were  removed  on  the 
sixth  postoperative  day,  and  he  was  dismissed 
on  the  thirteenth  postoperative  day.  He  has  re- 
turned to  his  work  as  a cement  finisher  and  has 
no  respiratory  symptoms,  one  year  after  surgery. 

Discussion 

A satisfactory  classification  of  pulmonary 
cysts  is  not  easily  provided.  True  pulmonary 
cysts  are  those  having  an  epithelial  lining 
and  may  be  classified  in  two  main  types — 
bronchogenic  and  alveolar.  Cystic  bronchi- 
ectasis sometimes  considered  a third  type 

continued  on  56 
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Cystic  disease  coiit.  from  53 

may  be  differentiated  by  bronchograms. 

Pseudocysts  or  false  cysts  are  cavities 
having  a fibrous  lining  and  are  usually  asso- 
ciated with  tuberculosis,  fungus  infections, 
bacterial  abscesses  or  carcinoma. 

Other  cysts  found  in  the  lung  but  not 
peculiar  to  pulmonary  tissue  include  der- 
moids, teratomas  and  echinococcal  cysts. 

Bronchogenic  cysts 

Bronchogenic  cysts  are  thought  to  be  con- 
genital malformations.  They  are  usually 
single,  but  may  be  multiple.  Heller^  has 
shown  that  many  bronchogenic  cysts  thought 
to  be  solitary  are  associated  with  cystic  dis- 
ease of  lesser  extent  in  other  areas  of  the 
lung.  Gross-  feels  that  finding  a mucous  se- 
creting, ciliated,  columnar  epithelium  lining 
a cyst  positively  identifies  the  cyst  as  being 
congenital  in  origin.  Certainly  cystic  hamar- 
tomas and  broncho-pulmonary  sequestrations 
are  evidence  of  congenital  malformations. 

Bronchogenic  cysts  are  found  within  the 
lung  usually  near  the  hilum  or  within  the 
mediastinum.  They  may  or  may  not  com- 
municate with  a bronchus.  They  are  lined 
with  a columnar  epithelium  which  is  fre- 
quently ciliated.  The  cysts  are  filled  with 
fluid  or  air  or  both.  The  incidence  of  carci- 
noma in  epithelial  lined  cysts  is  relatively 
high.  Moersch  and  Clagett®  report  malignant 
change  in  three  of  44  bronchogenic  cysts  re- 
sected. KoroP  states  that  bronchogenic  car- 
cinoma almost  never  occurs  before  the  age 
of  30  except  with  congenital  cystic  emphy- 
sema. 

Because  bronchogenic  cysts  show  a 
marked  tendency  to  become  infected,  and  be- 
cause the  incidence  of  associated  carcinoma 
is  significant,  treatment  should  be  surgical 
excision  whether  they  are  producing  symp- 
toms or  not.  Resection  of  pulmonary  cysts 
may  be  life  saving  in  infants  and  many  such 
resections  have  been  reported  during  the  first 
weeks  of  life®’ 

Alveolar  cysts 

Alveolar  cysts  may  be  congenital  or  ac- 
quired. Many  occur  in  infancy  without  his- 
tory of  prior  infection  which  would  favor  a 


congenital  origin.  Other  cysts  are  known  to 
follow  pneumonia,  particularly  staphylococ- 
cal pneumonia  in  infants.  These  have  been 
called  post-infectious  pneumatoceles.  Blebs 
and  bullae  may  be  associated  with  diffuse 
emphysema  involving  both  lungs. 

Alveolar  cysts  may  be  single  but  are  more 
commonly  multiple.  They  are  usually  periph- 
eral in  location  and  frequently  subpleural. 
They  are  lined  by  alveolar  epithelium  and 
are  filled  with  air.  Infection  is  not  a frequent 
complication  of  alveolar  cysts  but  rupture  of 
subpleural  blebs  causing  pneumothorax  is 
common  and  may  recur  at  distressingly  fre- 
quent intervals.  Bilateral  pneumothorax  may 
occur  in  a significant  number  of  cases  and 
threaten  the  life  of  the  patient.  When  alve- 
olar cysts  are  large  or  multiple  they  may  dis- 
place sufficient  pulmonary  tissue  to  cause 
dyspnea  and  cyanosis. 

Treatment  of  alveolar  cysts  is  directed  to- 
ward preventing  recurrent  or  bilateral  pneu- 
mothorax and  the  removal  of  a space  occupy- 
ing mass.  When  alveolar  cysts  are  small  and 
asymptomatic  they  may  be  followed  expect- 
antly. If  they  are  large  or  producing  symp- 
toms they  should  be  excised.  In  diffuse  cystic 
disease  such  as  the  case  presented,  excision 
should  be  conservative  and  maximum  func- 
tioning tissue  should  be  preserved. 

Summary 

1.  Cystic  disease  of  the  lung  may  be  con- 
genital or  acquired,  localized  or  diffuse  and 
may  involve  one  lobe  or  any  combination  of 
lobes. 

2.  True  pulmonary  cysts  are  of  two  main 
types — bronchogenic  cysts  lined  with  cu- 
boidal  or  columnar  epithelium  and  alveolar 
cysts  lined  with  flattened  epithelium. 

3.  When  symptoms  occur  they  result  from 
infection  within  the  cyst,  rupture  of  the  cyst 
causing  pneumothorax,  or  compression  of  ad- 
jacent pulmonary  tissue. 

4.  The  diagnosis  is  usually  made  without 
difficulty  from  roentgenograms. 

5.  Because  of  the  tendency  to  become  in- 
fected, and  because  of  the  high  incidence  of 
associated  carcinoma,  the  treatment  of  bron- 
chogenic cysts  is  surgical  excision  whether 
symptoms  are  present  or  not. 

6.  Alveolar  cysts  should  be  excised  if  they 
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cause  symptoms,  if  the  danger  of  bilateral  or 
recurrent  pneumothorax  is  significant,  or  if 
the  cyst  is  of  such  size  that  pulmonary  func- 
tion is  decreased. 

7.  A case  of  diffuse  cystic  disease  involv- 
ing the  right  lung  has  been  presented  in 
which  partial  resection  of  the  right  middle 
and  lower  lobes  resulted  in  improved  cardio- 
respiratory function.  • 
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> Chemotherapy  of  specific 
infectious  diseases 
of  the  lower  respiratory  tract* 


Report  of  Committee  on  Chemotherapy 
and  Antibiotics,  American  College  of 
Chest  Physicians. 

The  MAJORITY  OF  PULMONARY  INFECTIONS  Can 
be  successfully  treated  by  the  judicious  use 
of  antibiotics  and  other  chemotherapeutic 
agents.  It  is  important  to  establish  a diagnosis 
of  the  type  of  infection  in  all  infectious  dis- 
eases of  the  respiratory  tract.  Cultures  should 
be  made  prior  to  therapy  whenever  feasible. 
Sensitivity  tests  of  the  organisms  found  in 
all  prolonged  infections  are  essential  guides 
in  the  care  of  the  patient.  It  is  sometimes 
difficult  to  make  an  exact  bacteriological 
diagnosis  at  the  onset  of  a pulmonary  infec- 
tion, and  treatment  may  have  to  be  started 
at  once.  A simple  Gram’s  stain  of  a fresh 
sputum  specimen  is  important  in  determin- 
ing the  type  of  therapy  while  awaiting  the 

•Reprinted  from  “Diseases  of  the  Chest,”  Official  Journal  of 
the  American  College  of  Chest  Physicians,  Volume  XXXIII, 
Number  4 (page  435),  April,  1958.  Dr.  James  A.  Wier,  Denver, 
is  Chairman  of  the  Committee  on  Chemotherapy  and  Anti- 
biotics. 
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cultures.  If  the  diagnosis  is  still  obscure  and 
the  patient  has  a severe  infection,  therapy 
designed  against  both  gram-positive  and 
gram-negative  organisms  should  be  institut- 
ed. Obviously  all  other  clinical  guides  will 
be  useful,  such  as  the  manner  of  onset  of  the 
disease,  the  characteristics  of  the  sputum, 
the  white  count,  the  cold  agglutinins,  etc. 
Treatment  should  be  vigorous  and  should  be 
continued  until  all  signs  of  infection  have 
cleared.  This  is  important  to  prevent  devel- 
opment of  chronic  disease  of  the  lungs  and 
bronchi. 

Classification  of  pneumonias 
I.  Bacterial 

a.  Pneumococci 

b.  Streptococci 

c.  Staphylococci 

d.  Klebsiella  pneumoniae 

e.  Hemophilus  infections 

1.  Pertussis 

2.  H.  influenzae 

f.  Pasteurella  infections 

1.  Pasteurella  pestis 
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2.  Pasteurella  tularensis 

g.  Coliform,  proteus  and  pseudomonas 
(gram-negative  bacilli  present  in  the 
intestinal  tract) 

h.  Salmonella  group 

1.  Typhoid 

2.  Paratyphoid  A.B.C. 

i.  Brucella 

j.  Anthrax 

k.  Glanders 

II.  Viral  (known  and  probable) 

a.  Psittacosis 

b.  Influenza  A & B 

c.  Variola 

d.  Varicella 

e.  Rubella 

f.  Lymphocytic  choriomeningitis 

g.  Primary  pneumonitis  of  infants 

h.  Infectious  mononucleosis 

i.  Erythema  exudativum  multiforme 

j.  Primary  atypical  pneumonia 

III.  Rickettsial 

a.  Typhus 

b.  Rocky  Mountain  spotted  fever 

c.  Q fever 

IV.  Mycoses  (producing  a pneumonia  like 

picture) 

a.  Actinomycosis 

b.  Nocardiosis 

c.  Blastomycosis 

d.  Coccidiodomycosis 

e.  Histoplasmosis 

f.  Moniliasis 

g.  Cryptococcosis 

h.  Aspergillosis 

i.  Geotrichosis 

j.  Penicilliosis 

k.  Sporotrichosis 

Treatment  of  pneumonias 

I.  Bacterial  pneumonias 

Pneumococcal  pneumonia.  Penicillin  is 
the  drug  of  choice  in  the  treatment  of  pneu- 
mococcal pneumonia.  It  is  best  given  by  the 
intramuscular  route,  using  300,000  units  of 
aqueous  penicillin  every  three  to  four  hours, 
or  600,000  units  of  procaine  twice  daily.  Oral 
penicillin  is  not  advised  except  in  mild  cases. 
Therapy  is  continued  until  the  temperature 
has  been  normal  for  three  days.  Larger  or 
smaller  doses  may  be  used  depending  on  the 


severity  of  the  disease.  The  sulfonamides  are 
highly  effective  in  the  treatment  of  pneumo- 
coccal pneumonia.  The  dosage  is  6 to  8 gms. 
daily.  The  broad-spectrum  antibiotics,  in- 
cluding tetracycline,  chloramphenical  and 
erythromycin  are  all  effective,  but  should 
still  be  considered  second  to  penicillin. 

Streptococcal  pneumonia.  Treatment  of 
streptococcal  pneumonia  is  the  same  as  that 
of  pneumococcal  pneumonia. 

Staphylococcal  pneumonia.  Treatment  of 
staphylococcal  pneumonia  requires  consider- 
able care  in  view  of  increasing  development 
of  staphylococcal  resistance  to  most  antibi- 
otics. Sensitivity  tests  should  be  made  early. 
If  the  organism  is  penicillin  sensitive,  large 
doses  of  penicillin,  two  to  four  million  units 
daily  should  be  given  and  no  other  antibiotic 
need  be  given  with  it  except  perhaps  strepto- 
mycin. If  the  organism  is  penicillin  resistant 
and  susceptible  to  erythromycin  or  novobi- 
ocin then  one  or  the  other  of  these  drugs 
should  be  used.  Vancomycin,  which  is  not 
yet  on  the  market,  is  an  excellent  bactericidal 
agent  for  staphylococci  and  should  be  used 
if  the  organism  is  resistant  to  other  more 
readily  available  drugs.  In  the  seriously  ill 
patient  who  is  not  responding  to  the  pre- 
scribed therapy,  bacitracin  in  doses  of  25,000 
units  every  six  hours  should  be  added.  The 
nephrotoxic  potentialities  of  bacitracin  must 
be  watched.  Treatment  of  staphylococcal  in- 
fections should  be  prolonged  for  three  or 
four  weeks. 

Klebsiella  pneumonia.  Test  of  suscepti- 
bility should  be  performed  but  usually  this 
type  of  pneumonia  is  best  treated  by  strepto- 
mycin 2 to  4 gms.  daily  plus  one  of  the  tetra- 
cyclines in  4 gm.  dosage  initially.  After  re- 
sponse to  therapy  the  dosage  may  be  low- 
ered. Sulfadiazine  has  also  been  quite  effec- 
tive in  conjunction  with  streptomycin.  Treat- 
ment must  be  continued  for  several  weeks 
because  of  the  severity  and  chronicity  of  the 
disease.  The  potential  toxicity  of  streptomy- 
cin when  used  too  long  must  be  kept  in  mind. 

Hemophilus  infections.  Chloramphenicol 
or  tetracycline  in  doses  of  2 to  4 gms.  daily 
are  effective  in  both  pertussis  and  H.  influ- 
enza infections.  Sulfadiazine  or  streptomycin 
should  be  used  in  combination  in  the  serious 
case. 
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Pasieurella  infections.  Sulfadiazine,  strep- 
tomycin, chloramphenicol  and  tetracycline 
have  all  proved  effective  in  the  treatment  of 
plague  pneumonia.  Streptomycin  is  the  drug 
of  choice.  Streptomycin  is  the  ideal  agent  in 
the  treatment  of  tularemic  pneumonia  in 
dosage  of  2 to  4 gms.  daily.  The  broad-spec- 
trum antibiotics  are  also  effective. 

Conform,  proteus  and  pseudomonas 
group.  This  group  is  becoming  increasingly 
important  as  a result  of  antibiotic  therapy. 
Sensitivity  tests  must  be  done  to  find  the 
most  effective  drugs.  The  organisms  may  be 
sensitive  to  the  broad-spectrum  antibiotics, 
sulfadiazine  and  streptomycin.  A tetracycline 
may  be  sufficient  for  the  coliform  and  pro- 
teus types  of  pneumonia  if  the  organism 
shows  susceptibility  to  these  agents  but  com- 
binations of  antibiotics  are  usually  necessary. 
If  these  organisms  are  resistant  combination 
of  tetracycline  and  streptomycin  in  full  dos- 
age should  be  tried.  If  response  does  not 
occur  penicillin,  in  large  doses,  in  combina- 
tion with  chloramphenicol  should  be  tried. 
In  resistant  infections  polymyxin  may  be 
used  with  a tetracycline.  Polymyxin  is  the 
drug  of  choice  for  pseudomonas  pneumonia. 
The  drug  is  both  nephrotoxic  and  neurotoxic. 
It  should  be  used  with  caution.  In  general, 
infections  by  this  group  respond  poorly  to 
all  antibiotics. 

Salmonella  group.  The  typhoid  bacillus  is 
a rare  cause  of  pneumonia.  Chloramphenicol 
2 to  4 gms.  daily  followed  in  a few  days  by 
1 gm.  dose  is  specific.  In  the  other  salmonella 
infections,  chloramphenicol  or  one  of  the 
tetracyclines  may  be  used. 

Brucella  infections.  Brucella  infections 
are  best  treated  by  a combination  of  tetra- 
cycline, % gm.  every  six  hours  in  combina- 
tion with  streptomycin  1 gm.  daily  for  a 
month. 

Anthrax.  Pulmonary  anthrax  is  a rare 
complication  of  anthrax  but  when  present  is 
a very  serious  and  fulminating  disease.  The 
tetracyclines  are  the  drugs  of  choice,  though 
penicillin  and  the  sulfadiazines  have  also 
been  used  successfully. 

Glanders.  Lung  lesions  occur  in  about 
one-quarter  of  the  glanders  cases.  Sulfadia- 
zine and  streptomycin  are  effective  in  the 
treatment  of  glanders.  The  broad-spectrum 


antibiotics  have  also  been  used  successfully. 

II.  Viral  pneumonias 

Psittacosis.  The  tetracyclines  are  the  drugs 
of  choice  using  4 gms.  daily  for  the  first  two 
days,  followed  by  a 2 gm.  daily  dosage.  Peni- 
cillin has  been  used  successfully. 

Virus  influenzal  pneumonia.  There  is  no 
known  specific  for  influenzal  pneumonia. 

Variola.  Pulmonary  lesions  often  occur  in 
smallpox.  There  is  no  specific  for  the  pri- 
mary disease  but  because  of  secondary  in- 
fections by  bacteria  appropriate  chemother- 
apy for  these  infections  should  be  used. 

Varicella.  Pneumonia  occurs  rarely.  Treat- 
ment should  be  directed  to  secondary  bac- 
terial infections. 

Rubella.  Bronchopneumonia  is  a common 
complication  of  measles.  While  there  is  no 
specific  for  the  measles  virus,  superimposed 
bacterial  infections  are  frequent  and  can  be 
successfully  treated  by  penicillin  or  the  tetra- 
cyclines. 

Lymphocytic  choriomeningitis.  Pneumo- 
nia occurs  in  lymphocytic  choriomeningitis. 
Treatment  is  symptomatic. 

Primary  pneumonitis  of  infants.  There  is 
a serious  disease  in  the  newborn  and  pre- 
mature infants  probably  due  to  a virus.  There 
is  no  known  specific  therapy. 

Infectious  mononucleosis.  Bronchopneu- 
monia is  a rare  complication  of  infectious 
mononucleosis.  There  is  no  known  specific 
for  this  disease. 

Erythema  exudativum  ultiforme  {Stev- 
ens-J ohnson  syndrome) . Pneumonia  is  a com- 
mon accompaniment  of  this  disease.  It  ap- 
pears to  be  due  to  a virus  which  is  not  af- 
fected by  any  known  antibiotic.  Steroid  ther- 
apy has  often  proved  to  be  helpful. 

Primary  atypical  pneumonia.  The  status 
of  drug  therapy  of  primary  atypical  pneu- 
monia is  still  under  question.  Some  observers 
feel  that  a tetracycline  0.5  gm.  every  six 
hours  should  be  given  until  temperature  has 
been  normal  for  at  least  three  days,  prin- 
cipally to  guard  against  secondary  bacterial 
invaders.  Some  observers  prefer  to  use  no 
antibiotic  therapy  in  the  average  case  unless 
there  is  indication  of  a secondary  infection. 

III.  Rickettsial  pneumonias 

Treatment  of  all  of  the  rickettsial  pneu- 
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monias  may  be  combined  together.  Chloram- 
phenicol or  a tetracycline  appears  to  be 
equally  effective.  The  dosage  in  severe  cases 
is  1 gm.  every  six  hours  for  three  doses,  then 
0.5  gm.  every  six  hours  until  the  temperature 
is  normal. 

IV.  Mycotic  infections 

Actinomycosis.  Penicillin  is  the  drug  of 
choice,  one  or  two  or  more  million  units  a 
day  usually  along  with  surgical  drainage  if 
necessary.  One  of  tetracyclines  may  be  just 
as  effective.  Treatment  is  continued  for  at 
least  six  weeks  and  should  be  kept  up  long 
after  the  lesions  have  disappeared  to  prevent 
a recurrence. 

Nocardiasis.  Sulfadiazine  is  the  drug  of 
choice  for  nocardia  infections.  The  broad- 
spectrum  antibiotics  may  be  helpful.  The 
treatment  must  be  prolonged. 

Histoplasmosis.  At  present  there  is  no 
proven  therapeutic  agent  for  this  disease, 
but  very  suggestive  results  are  being  ob- 
tained with  a new  antibiotic,  amphotericin  B. 
The  drug  has  been  employed  in  a number  of 
cases  and  the  incidence  of  serious  toxic  mani- 
festations has  been  relatively  low.  It  has  also 
demonstrated  definite  therapeutic  effect.  The 
drug  is  very  difficult  to  administer  and  must 
be  given  intravenously  in  a slow  drip  over 
a period  of  six  hours.  Approximately  1 mgm. 
per  kilo  per  day  is  the  usual  daily  dose  and 
treatment  is  continued  from  thirty  to  sixty 
days.  Under  special  circumstances  the  daily 
dose  may  be  increased  to  as  much  as  100 
mgm.  per  day.  An  oral  form  of  the  drug  is 
available,  but  has  not  proved  to  be  effective. 
Immediate  febrile  complications  during  ther- 
apy are  not  unusual  especially  if  the  drug  is 
given  too  fast.  These  effects  may  be  amelio- 
rated by  aspirin.  These  reactions  have  not 
interfered  with  the  continued  use  of  the  drug. 

Blastomycosis.  2-hydroxystilbamidine  is 
the  most  effective  agent  in  the  treatment  of 
blastomycosis.  Standard  daily  dose  is  ap- 
proximately 250  mgm.  dissolved  in  250  to 
500  cc.  of  5 per  cent  dextrose,  and  given  intra- 
venously. This  is  given  rather  slowly  over 
a period  of  several  hours  at  least.  The  drug 
should  be  used  immediately  after  prepara- 
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tion  and  the  solution  should  be  protected 
from  sunlight.  Thirty  to  sixty  days  of  daily 
dosage  of  250  mgs.  is  recommended.  The 
drug  may  be  repeated  in  case  of  a relapse. 
Facial  neuropathy  may  occur  but  is  much 
less  frequent  than  with  stilbamidine.  Re- 
cently amphotericin  B has  appeared  quite 
effective  in  treatment  of  blastomycosis. 

Coccidioidomycosis.  Amphotericin  B may 
be  used  for  treatment  of  coccidioidal  disease. 

Moniliasis.  Mycostatin  is  an  effective  anti- 
fungal drug  for  intestinal  moniliasis,  or  it 
can  be  used  locally.  It  has  no  effect  on  the 
systemic  disease  as  it  is  not  absorbed  from 
the  intestinal  tract.  In  systemic  moniliasis  it 
is  suggested  that  one  of  the  newer  antibiotics 
be  employed,  such  as  amphotericin  B. 

Cryptococcosis.  Amphotericin  B may  be 
used.  Its  effectiveness  is  still  under  investi- 
gation. 

Aspergillosis,  geotrichosis  and  penicilli- 
osis. These  diseases  are  refractory  to  all 
known  antibiotics.  Amphotericin  B should  be 
tried. 

Sporotrichosis.  This  usually  responds  sat- 
isfactorily to  potassium  iodide.  2-hydroxy- 
stilbamidine should  be  tried  in  the  refractory 
case. 

Steroid  therapy 

The  role  of  steroids  in  the  therapy  of 
infectious  disease  is  a subject  of  tremendous 
controversy.  When  overwhelming  infections 
cause  adrenal  insufficiency  steroid  therapy 
is  indicated.  The  beneficial  anti-inflamma- 
tory and  “antitoxic”  effect  of  the  steroids  is 
opposed  by  the  adverse  influence  of  the  ste- 
roids on  tissue  localization  of  infection.  How- 
ever it  is  likely  that  one  may  accomplish  the 
desirable  and  prevent  the  potential  harmful 
effects  of  steroids  by  the  simultaneous  use 
of  anti-microbial  agents  to  which  the  infec- 
tive agent  is  susceptible.  On  theoretical 
grounds  at  least  it  would  be  undesirable  to 
use  steroid  therapy  in  infections  caused  by 
organisms  resistant  to  anti-microbial  agents. 
There  appears  to  be  a place  for  the  use  of 
steroids  in  overwhelming  infections  not  re- 
sponding to  conventional  therapy.  • 
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Pro-Banthlne  with  Dartal" 


Pro-Banthine— 

unexcelled  for  relief  of  cholinergic  spasm  — 

has  been  combined  with 

Dartal— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 
Pro-Banthlne  with  Dartal— 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel), biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-Banthlne  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois, 
Research  in  the  Service  of  Medicine. 
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Shadow  or  substance 

Marcus  J.  Smith.  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“In  the  host  of  patients  who  come  to  us  with 
a pain  in  the  back,  we  are  able  to  demonstrate 
significant  changes  in  only  10  per  cent”  (Sosman). 

Clinical  data 

A 38-year-old  man  complained  of  pain  in  his 
low  back  and  left  leg  of  six  weeks’  duration;  he 
related  the  onset  to  lifting  some  heavy  barrels  at 
his  service  station.  There  was  some  weight  loss. 
The  physical  examination  showed  a well  devel- 
oped, well  nourished  man  in  moderate  distress. 
Lumbar  muscle  spasm  was  present  and  the  trunk 
moved  to  the  left,  favoring  the  left  leg.  A dimin- 
ished left  ankle  jerk  was  noted  and  there  were 
decreased  sensations  over  the  left  lateral  calf 
area;  straight  leg  raising  was  limited  on  the  left; 
there  was  a positive  Lasegue’s  sign. 

X-ray  studies 

The  routine  spine  films  were  normal.  A myel- 
ogram demonstrated  flattening  of  the  left  border 
(Fig.  1)  of  the  pantopaque  column  at  the  level 
of  the  fourth-fifth  lumbar  interspace;  in  another 
view,  the  pantopaque  stream  appeared  dorsally 
displaced.  The  radiologic  diagnosis  was  that  of 


Figure  1 


an  organic  lesion  at  the  L-4-5  level,  possibly  a 
ruptured  disc  or  a tumor. 

Clinical  course 

The  patient  was  to  return  in  several  weeks 
for  an  exploratory  laminectomy.  He  returned  in 
one  month  with  jaundice,  epigastric  pain,  vomit- 
ing and  abdominal  distention.  Severe  constipation 
was  present;  the  weight  loss  now  exceeded  thirty 
pounds.  There  was  almost  complete  obstruction 
of  the  distal  end  of  the  stomach  on  the  barium 
study.  Exploratory  laparotomy  showed  a large 
mass  originating  behind  the  stomach  and  involv- 
ing the  gastric  antrum  and  pylorus;  there  were 
metastases  to  the  lesser  and  greater  omentum,  the 
intestines,  the  peritoneum,  liver  and  pelvis.  Bile 
stained  fluid  was  present.  A biopsy  was  obtained, 
and  the  final  diagnosis  was  “carcinoma  of  the 
pancreas  with  extensive  metastatic  spread.” 

Epicrisis 

This  is  the  second  case  of  carcinoma  of  the 
pancreas  that  we  have  seen  presenting  clinically 
as  a low  back  pain  problem.  Undoubtedly  the 
myelographic  deformity  seen  above  constituted  an 
extradural  metastatic  deposit. 
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maintenance  therapy  is  stiil  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides. 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoic  acid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Buffered  PabiriR*  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.). 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a.  division  of  Xh©  Wandsr  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

It  is  now  well-recognized  that  the  new  86th 
Congress,  heavily  spiced  with  newly-elected 
Democratic  liberals,  will  set  out  to  make  an 
impressive  record  for  itself.  Health  legislation 
will  not  be  neglected. 

On  the  basis  of  developments  last  session,  and 
the  known  interests  of  many  of  the  new  members 
of  Senate  and  House,  here  are  the  health  areas 
where  intensive  activity  is  assured,  with  pros- 
pects for  enactment  of  a number  of  bills  either 
this  year  or  next  year,  the  final  session  of  the 
86th  and  also  a Presidential  election  year: 

Social  Security.  Labor  has  announced  that  it 
will  work  this  year  for  substantial  changes  in 
Social  Security,  the  most  important  being  a pro- 
gram for  hospital-nursing  home  care  for  the  aged 
and  other  beneficiaries.  On  this  the  unions  are 
supported  by  the  Democratic  Advisory  Council, 
which  reflects  the  views  of  the  Truman-Steven- 


son-Butler  element  of  the  party  but  generally 
finds  itself  to  the  left  of  Senate  Leader  Johnson, 
House  Speaker  Rayburn  and  some  other  Con- 
gressional leaders. 

Under  Social  Security,  the  AFL-CIO  and  the 
Democratic  Council  also  would  lower  or  drop  the 
age  50  requirement  for  disability  payments,  in- 
crease the  OASI  taxes,  bring  more  income  under 
the  taxes,  and  raise  benefits. 

American  Medical  Association,  joined  by 
scores  of  other  associations  and  individuals  in 
health  and  other  activities,  successfully  opposed 
the  Social  Security  hospitalization  plan  last  ses- 
sion. They  are  prepared  to  wage  just  as  deter- 
mined a fight  this  year. 

Aid  to  Medical  Schools.  An  effort  was  made 
in  Congress  last  session  to  provide  grants  to 
medical  schools  for  building  and  equipping  teach- 
ing facilities,  to  complement  the  research  grants 
program  already  in  effect.  While  the  administra- 
tion supported  the  attempt,  it  did  not  throw 
behind  it  all  the  energy  it  is  expected  to  exert 
this  year.  Top  officials  of  the  Department  of 
Health,  Education,  and  Welfare,  from  Secretary 
Flemming  on  down,  have  been  talking  up  aid  to 
medical  schools  all  fall.  When  time  comes  to 
testify,  they  will  be  strengthened  by  the  activities 
of  a new  committee  appointed  to  look  into  the 
schools’  problems,  as  well  as  by  the  Bayne- Jones 
report  which  calls  for  the  immediate  start  on  con- 
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ACHROMYCIN 


* 


ACHROMYCIN  Tetracycline 


the  most 


widely  used 
useful . . . 
antibiotic 


ACHROMYCIN  V Tetracycline  with  Citric  Acid  Lederle 


ACHROMYCIN  V:  Capsules  • Pediatric  Drops  • Syrup 

ACHROMYCIN:  Capsul  es  ■ Ear  Solution  0.5%  • Intramuscular  • Intravenous  • Nasal  Suspension  with  Hydrocortisone  and  Phenylpherine 
Ointment  3%  • Ointment  3%  with  Hydrocortisone  2%  • Ophthalmic  Oil  Suspension  1 % ■ Ophthalmic  Ointment  1 % ■ Ophthalmic  Ointment 
1%  with  Hydrocortisone  1.5%  ■ Ophthalmic  Powder  (Sterilized)  • Oral  Suspension  • Pediatric  Drops  • PHARYNGETS®  TROCHES 
Soluble  Tablets  • SPERSOIDS®  Dispersible  Powder  • Surgical  Powder  (Sterilized)  • Syrup  • Tablets  • Topical  Spray  • Troches 
*Reg.  U.  S.  Pat.  Oft. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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struction  of  between  14  and  20  medical  schools. 

American  Medical  Association  supports  con- 
struction and  equipment  grants  for  medical  teach- 
ing facilities.  Strongest  opposition  this  year  is 
likely  to  come  from  some  influential  members  of 
Congress,  who  succeeded  in  bottling  up  the  legis- 
lation last  session. 

The  Keogh  bill.  Last  session  this  legislation 
to  permit  the  self-employed  to  pay  taxes  on 
money  withdrawn  from  retirement  funds  passed 
the  House  but  failed  to  get  out  of  committee  in 
the  Senate.  Its  sponsors,  including  the  A.M.A.,  are 
hopeful  that  the  Senate  objections  can  be  re- 
moved this  year. 

Medicare.  Congressmen  already  have  received 
protests  from  back  home  about  restrictions  im- 
posed on  the  civilian  phase  of  Medicare,  mostly 
the  channeling  of  service  families  to  military 
facilities.  This  issue  is  sure  to  come  up  when 
appropriations  hearings  start  on  the  Defense  De- 
partment’s budget.  It  may  come  up  sooner,  if 
Medicare  runs  out  of  money  and  requires  a de- 
ficiency appropriation. 

The  Doctor  Draft.  The  special  draft,  which  has 
not  actually  been  used  in  two  years,  may  be  in- 
voked by  the  Defense  Department  this  spring  if 
there  isn’t  a better  response  on  the  part  of  interns 
and  residents  to  the  appeals  for  volunteers. 
Should  the  law  have  to  be  used  this  year,  the 
Defense  Department  will  have  a pretty  convinc- 


ing argument  that  it  should  be  extended  beyond 
its  scheduled  expiration  date  of  next  June  30. 

Medical  Research.  While  the  Federal  govern- 
ment currently  is  spending  at  a rate  of  more  than 
$324  million  on  medical  research  through  the 
National  Institutes  of  Health,  a still  higher  record 
of  appropriations  is  in  prospect  for  next  year. 
The  Senate  Appropriations  Committee  has  an- 
nounced that  never  again  will  the  pace  of  re- 
search be  slowed  through  lack  of  dollars.  This 
is  also  the  attitude  of  the  AFL-CIO  and  the  Dem- 
ocratic Advisory  Council,  among  other  groups. 
The  pattern  usually  is  for  the  House  to  increase 
moderately  Budget  Bureau  figures  for  medical 
research,  then  for  the  Senate  to  vote  large  addi- 
tional increases.  The  House  then  generally  agrees 
to  spend  close  to  what  the  Senate  wants. 

Contributory  Health  Insurance  for  Federal 
Workers.  A new  effort  to  bring  about  a contribu- 
tory health  insurance  program  for  civilian  federal 
workers  is  expected,  with  federal  employee  unions 
leading  the  drive. 

Other  Prospects.  A number  of  amendments 
will  be  proposed  for  the  Hill-Burton  act.  Some 
effort  will  be  made  to  strengthen  the  law  under 
which  labor-management  health  and  welfare 
funds  must  keep  records  and  file  reports.  Hos- 
pitals are  looking  forward  to  low-cost  loans  under 
a community  facilities  bill  and  nursing  homes  to 
mortgage  guarantees 
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. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 
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What  he  needs  for  immediate  cough  control . . . 


CITRA  FORTE 
SYRUP 


. . . Most  powerful  and  effective  cough  suppressant  available!  (5.0  mg.  dihydrocodeinone 
per  tsp.  plus  multiple  antihistamines  and  expectorant) . Prompt  — prolonged  — yet 
economical  cough  therapy. 


Dosage  —1  or  2 teaspoonfuls  every  3-U  hours. 

Ip. . . For  relief  of  minor  coughs  (contains  1.67  mg. 


dihydrocodeinone/teaspoon)? 

Dosage  — 1 or  2 teaspoonfuls  every  3-U  hours. 


_ . . . For  immediate  relief  from  most  cold 

symptoms.  Most  powerful,  orally  effective  Decongestant ...  plus  three  Antihistamines... 
helps  bring  immediate  relief  from  cold  symptoms  with  minimum  side  effects. 

Dosage  = 2 capsules  stat,  1 q.  A hrs. 


LOS  ANSELES  54,  CALIFORNIA 


BOYLE 


& COMPANY 


there's  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  primary 
secondary  fibrositis 
early  rheurr 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-infiammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate*'*  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects’'®  . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 

subacute  or  chronic  conditions:  initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 


precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


m 

any 
case 
calls  for 


tablets 

Composition 

METicoRTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456.  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105.  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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Obituaries 

EDWARD  M.  GANS 

Dr.  Edward  M.  Gans,  82,  a Minnesota  native 
who  was  named  the  outstanding  family  doctor  in 
the  United  States  in  1956,  died  Sunday,  November 
30,  1958. 

The  tall,  rugged  physician  had  practiced  in 
the  ranching  town  of  Harlowton,  Montana,  since 
1929.  He  spent  the  early  days  of  his  53-year  medi- 
cal career  on  the  Minnesota  Iron  Range. 

Almost  two  years  ago  to  the  day — November 
27,  1956 — the  A.M.A.,  meeting  in  Seattle,  Washing- 
ton, awarded  Dr.  Gans  the  gold  medal  of  the 
general  practitioner  of  the  year. 

The  same  year  he  was  named  the  nation’s  out- 
standing Catholic  doctor. 

One  of  his  three  surviving  children,  Mrs. 
Donald  E.  O’Connor,  St.  Paul,  quoted  her  father 
as  saying  in  1956:  “I  retire  each  night.  That’s  often 
enough.” 

Both  his  sons  are  physicians.  One,  Edward, 
practices  in  Oakland,  California.  The  other,  Paul, 
practices  in  Lewistown,  Montana. 

Born  in  St.  Cloud,  Minnesota,  Dr.  Gans  gradu- 
ated from  St.  Cloud  Teachers  College.  He  taught 
school  three  years  at  Clearwater,  Minnesota,  be- 
fore entering  University  of  Minnesota  Medical 
School.  He  received  his  medical  degree  in  1905. 

He  interned  three  months  at  Duluth,  Minnesota, 
and  started  practicing  in  the  mining  town  of  Eve- 
leth,  Minnesota.  He  stayed  there  six  years. 


From  Eveleth  Dr.  Gans  moved  to  Dickinson, 
North  Dakota,  and  a year  later  to  Judith  Gap, 
Montana,  20  miles  north  of  Harlowtown. 

He  served  as  a captain  with  the  Medical  Corps 
overseas  during  World  War  I. 

T.  R.  VYE 

Theodore  Roland  Vye,  M.D.,  Billings,  died 
suddenly  at  his  home  Sunday  morning,  November 
30.  Dr.  Vye  was  born  in  Elliston,  Montana,  April 
29,  1902.  He  received  his  Bachelor  of  Science  de- 
gree from  Walla  Walla  College  in  1923  and  his 
degree  of  Doctor  of  Medicine  from  the  College 
of  Medical  Evangelists  in  1928.  Following  gradu- 
ation he  practiced  medicine  in  Missoula  for  a 
short  period.  In  1933  he  moved  to  Laurel  for  the 
general  practice  of  medicine  and  in  1947  estab- 
lished his  practice  in  Billings. 

Dr.  Vye  had  served  as  Secretary-Treasurer  of 
the  Montana  Medical  Association  since  1953  and 
previously  served  on  numerous  committees  of  the 
Association.  He  was  a Fellow  of  the  American 
College  of  Surgeons  and  the  International  Col- 
lege of  Surgeons;  a member  of  the  Yellowstone 
Valley  Medical  Society,  this  Association  and  the 
American  Medical  Association.  Dr.  Vye  was  dedi- 
cated to  the  service  of  his  patients  and  to  his 
medical  organizations.  During  his  five-year  term 
as  Secretary-Treasurer  of  this  Association,  he 
conscientiously  devoted  much  time  and  effort  to 
his  duties.  His  advice  and  counsel  were  always 
sound  and  his  guidance  will  be  a profound  loss. 

D.  D.  PARKE 

Delmar  Davis  Parke,  M.D.,  Bozeman,  Montana, 
died  suddenly  last  month  at  the  Bozeman  Dea- 
coness Hospital.  Dr.  Parke  was  born  in  Muncie, 
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more  hypertensives  can  be  better  controlled 
with  DIUPRES  than  with  any  other  agent 
. . . with  greater  simplicity  and  convenience 


a logical  alliance  of  two  antihypertensives 

you  know  and  trust  provides 

increased  effectiveness,  decreased  side  effects 


potentiated  effect 

DIUPRES  produces  an  effect  greater  than  either  diuril  or  reserpine  alone.  It  is  effective 
in  many  patients  who  respond  inadequately  or  not  at  all  to  either  diuril  or  reserpine. 


Average  antihypertensive  effect 
of  rauwolfia  and  rauwolfia+DIURIL 
in  25  patients' 


after 

6 months 
rauwolfia 
therapy 


3 weeks 
after 
adding 
DIURIL 


12  weeks 
after 
adding 
DIURIL 


Average  antihypertensive  effect 
of  reserpine  and  DIURIL+ reserpine 

in  7 patients* 

control: 

reserpine: 

DIURIL 

(12.3% 

+ reserpine: 

reduction) 

(26.2% 

reduction) 

DIURILWITH  RESERPINE 


effective  therapy  for  most  patients 

DiuPRES  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed.) 

fewer  and  less  severe  side  effects 

DIUPRES  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
tensive therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

DIUPRES  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients). 

virtually  eliminates  fluid  retention 

DIUPRES  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia^  and  hydralazine,®  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.®) 

diet  more  palatable 

With  DIUPRES,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

“It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships.”^ 

subjective  and  objective  improvement 

DIUPRES  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
DIUPRES  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription . . . the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

“patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  1 do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.”^ 

economical 

DIUPRES  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


Indications: 

DiuPRES  is  indicated  in  hypertension  of  all  degrees  of 
severity.  It  can  be  used  in  the  following  ways: 

• as  total  therapy 

• as  primary  therapy,  adding  other  drugs  if  necessary 

• as  replacement  or  adjunctive  therapy  in  patients 
now  treated  with  other  agents 


Precautions: 

The  precautions  normally  observed  with  diuril  or  reserpine 
apply  to  DIUPRES.  Additional  information  on  diupres  is 
available  to  physicians  on  request. 


Recommended  dosage  range: 


diupres-500— one  tablet  one  to  three  times  a day. 
diupres-250— one  tablet  one  to  four  times  a day. 

If  necessary,  other  agents  may  be  added. 

If  the  patient  is  receiving  ganglion  blocking  agents 
or  hydralazine,  their  dosage  should  be  cut 
by  50  per  cent  when  diupres  is  added. 


DIUPRES-500 

500  mg.  DIURIL  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 

DIUPRES-250 

250  mg.  DIURIL  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 


the  first  “wide  range”  antihypertensive 


DIURIL^ WITH  RESERPINE 


1.  Rochelle,  J.  B.,  Ill,  Bullock,  A,  C.,  and  Ford,  R.  V,:  Potentiation  of  antihypertensive  therapy  by  use 
of  chlorothiazide,  J.A.M.A.  168:410,  Sept.  27,  1958.  2.  Freis,  E.  D.,  Wanko,  A.,  Wilson.  I.  M.,  and  Parrish, 
A.  E.:  Treatment  of  essential  hypertension  with  chlorothiazide  (Diuril),  J.A.M.A.  166:137,  Jan.  11,  1958. 
3.  Freis,  E.  D. : Treatment  of  hypertension.  (Presented  at  the  Annual  Meeting  of  Southern  Medical  Asso- 
ciation, Nov.  13,  1957.)  4.  Moyer,  J.  H.,  Dennis,  E.,  and  Ford,  R.:  Drug  therapy  (Rauwoliia)  of  hyper- 
tension, A.M.A.  Arch.  Int.  Med.  96:530,  Oct.  1955.  5.  Perera,  G.  A.:  Edema  and  congestive  failure  related 
to  administration  of  rauwolfia  serpentina,  J.A.M.A.  159:439,  Oct.  1,  1955.  6.  Wilkins,  R.  W. : Precautions 
in  use  of  antihypertensive  drugs,  including  chlorothiazide,  J.A.M.A.  167:801,  June  14,  1958. 


MERCK  SHARP  &,  DOHME,  division  of  MERCK  &.  co.,  inc.,  Philadelphia  i,  pa. 


‘DIUPRES  and  DIURIL  (chlorothiazide)  are  trademarks  of  Merck  &.  Co.,  Inc 


even  when  the  causative  organism 
may  he  a ''persistent  staph” 


increases  the  certainty  of 
safe,  rapid  response 


AS  PROVED  BY  extensive  clinical  trials — an  over-all 
success  rate  of  more  than  94  % was  achieved  in  a total 
of  3,280  cases. t 

AS  PROVED  BY  success  in  mixed  infections — more 
than  95%  of  1,000  acute  and  chronic  respiratory  tract 
infections  were  successfully  treated;  a 99%  cure  rate 
was  achieved  in  mixed  bacterial  pneumonias,  t 


AS  PROVED  BY  effectiveness  in  “problem  infec- 
tions”— a response  rate  better  than  96%  was  recorded 
in  a group  of  221  gastrointestinal  infections  including 
chronic  intestinal  amebiasis;  91%  of  465  urogenital 
infections  were  successfully  controlled.! 

AS  PROVED  BY  excellent  safety  record — extremely 
well  tolerated;  discontinuance  of  medication  was 
necessary  in  only  11  of  3,280  patients,  f 


A significant  number  of  the  above  cases  had  not  responded 

to  other  antibiotics. 


Cosa-Signemycin  is  particularly  valuable  in  home  and  office, 
where  susceptibility  testing  is  difficult  or  impractical. 


strppLY:  Capsules  (green  and  white),  250  mg.  and 
125  mg. 

Ne2V  Oral  Suspension  (raspberry-flavored),  2 oz.  bottle, 
125  mg.  per  teaspoonful  (5  cc.). 

New  Pediatric  Drops  (raspberry-flavored),  lOcc.  bottle, 
5 mg.  per  drop,  plastic  calibrated  dropper. 


Average  dosage:  For  adults,  1-2  Gm.  daily  in  divided 
doses;  proportionately  less  for  children,  depending  on 
age,  weight,  and  severity  of  infection. 

fLiterature  and  bibliography  available  on  request. 

♦Trademark 


<e>  Science  for  the  world’s  well-beim 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


for  January,  1959 


75 


Organization  cont.  from  70 


Indiana,  July  19,  1914.  He  received  a B.S.  degree 
from  the  Bail  State  Teachers  College,  Muncie, 
in  1935  and  his  M.D.  degree  from  the  Indiana 
University  School  of  Medicine  in  1939.  He  under- 
took postgraduate  training  in  anesthesiology  and 
in  1952  moved  to  Bozeman  for  the  practice  of  his 
specialty.  Dr.  Parke  was  a member  of  the  Gallatin 
County  Medical  Society,  this  Association  and  the 
American  Medical  Association. 


Postgraduate  course  in  anesthesiology 

The  fourth  annual  course  in  anesthesiology 
has  been  announced  by  the  College  of  Medicine, 
University  of  Utah,  for  February  9-12,  primarily 
for  the  benefit  of  general  practitioners  and  part- 
time  anesthesiologists.  Prominent  guest  speakers 
will  deliver  lectures;  active  participation  in  clin- 
ical work  at  private  and  county  hospitals  in  Salt 
Lake  City  will  be  arranged  for  doctors  in  attend- 
ance at  this  four-day  meeting.  Contact  Dr.  R.  W. 
Loehning,  Division  of  Anesthesiology,  University 
of  Utah,  College  of  Medicine,  Salt  Lake  City,  for 
further  information. 

Obituary 

CLARENCE  AMBROSE  NYVALL 

Clarence  Ambrose  Nyvall,  M.D.,  long-time  gen- 
eral practitioner  in  Salt  Lake  City,  died  October 
18,  1958.  He  was  70  years  old. 

Dr.  Nyvall  was  graduated  from  the  University 
of  Illinois  Medical  School  in  1914.  That  same  year 
he  was  given  a license  to  practice  in  Utah. 

He  joined  the  Salt  Lake  County  Medical  So- 
ciety in  1920. 


Obituary 

JAY  G.  WANNER 

Jay  George  Wanner,  M.D.,  63,  Rock  Springs, 
suffered  a fatal  heart  attack  on  Thanksgiving 
morning,  Thursday,  November  27.  Born  in  Chicago 
(April  30,  1895),  he  attended  Jenner  Medical  Col- 
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Doctors,  too.  like  Premarinl 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York  ^ 

1 6,  N.  Y.  • Montreal,  Canada  s? 
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designed  ft 


superior  c< 


common 


infections 


(tfUcetylalfiandamyan). 


Capsvles '/  Oral  Suspension 


Skin  and  soft  tissue  infections 
Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


230 

41 

51 

■58 

43 

19 

18 


Genitourinary  infections 
Acute  pyelitis  and  cystitis 
Urethritis  with  gonorrhea  or  cystitis 
Pyelonephritis 
Salpingitis 

Pelvic  inflammation  with  endometriosis 


Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 


Conditions  treated 


No.  of 

Patients 


in  the 
patient: 


95%  effective  in  published  cases' 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

Infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


558 

258 

65 

90 

44 

31 

28 
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UMPARATIVE  TESTS  BY  THREE  METHODS 
[SC,  TUBE  DILUTION,  CYLINDER  PLATE) 

I 130  STAPHYLOCOCCI  9 


21.2% 


42.4% 


& ■; «' 


1 90.0% 

■I  97.7% 
H 93.4% 

1 100.0% 


I Antibiotic  A 2-10  units 
Antibiotic  B 5-30  meg. 
I Antibiotic  C 5-30  meg. 


Tao  2-15  meg. 
Antibiotic  D 2-15  meg. 
Antibiotic  E 5-30  meg. 


I’centage  of  organisms  inhibited  by  the  range  of 
licentrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidiy  absorbed — stable  fn  gastric  acid,’’  TAO 
needs  no  retarding  protective  coating 
Low  In  toxicity— freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable - “practically  tasteless”’'  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.j  to  500  mg.  q.i.d,  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./!^. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
add,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules-250  mg.  and  125  mg., 
bottles  of  60,  TAO  for  Oral  Suspension- 1.5  Gm,, 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  X.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  8.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  lS-17, 1958.  3.  Mellman,  et  al.r  Paper  presented 
at  the  Symposium  oh  Antibiotics,  Washington,  D.  C., 
Oct,  XS-17, 1958. 4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.j  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.!  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karel  itz,  S.s  Paper  presented  at  the  Sy  mposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15*17,  1958. 
7.  Wennersten,  J,  R.;  Antibiotic  Med.  & Ciin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P,: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

TAodosageforms— 
for  specific  ciin icai  situations 

Tao  Pediatric  Drops 

For  children— flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  ec. 
Special  ^calibrated  droppers-5  drops  {approx. 
25  mg.  of  TAO)  and  10  drops  (approx.  25  mg.  of 
Tao).  10  cc.  bottle. 

TaO-AC  (tao  analgesic,  sntihistaminlc  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

Taomid*  (Tao  with  triple  suites) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

intramuscular  or  Intravenous 

For  direct  action— in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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“No  patient  failed  to  improve.”* 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled  . . . results  with  the  many 
measures  usually  advocated.”! 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14;86,  Nov.,  1956. 


lege  (three  courses)  and  Chicago  Hospital  College 
of  Medicine  and  Surgery,  later  known  as  Chicago 
Medical  College  (one  course),  graduating  in  1918. 
He  was  licensed  in  Wyoming  (1919)  and  practiced 
general  medicine  in  Wheatland,  Lyman  and  Green 
River.  In  the  1920’s  he  began  practicing  E.E.N.T. 
and  located  in  Rock  Springs  for  the  remainder  of 
his  career.  He  was  a veteran  of  World  War  II, 
serving  in  the  Aleutian  campaign  as  well  as  sev- 
eral stateside  assignments.  He  completed  his  serv- 
ice in  1946  as  Lieutenant  Colonel.  Dr.  Wanner  is 
survived  by  his  widow,  two  sons  and  several 
grandchildren. 


First  Annual  Cancer  Seminar 

The  First  Annual  Cancer  Seminar  to  be  held 
in  Nevada  is  scheduled  for  March  25-26,  in  Reno 
at  the  Riverside  Hotel. 

Many  medical  organizations  in  Nevada  have 
banded  together  to  make  this  program  one  of  the 
truly  great  scientific  meetings  in  this  region. 
Included  in  the  list  of  sponsors  are  the  Nevada 
State  Medical  Association,  Nevada  Division  of  the 
American  Cancer  Society,  Nevada  Chapter  of  the 
International  College  of  Surgeons,  AAGP,  Nevada 
Public  Health  Department  and  the  Veterans  Ad- 
ministration. 

Many  outstanding  nationally  known  cancer 
specialists  will  be  guest  speakers  on  this  first 
program.  For  further  information  please  contact 
Mr.  Ralph  Nelson,  Executive  Director,  Nevada 
Division  of  the  American  Cancer  Society,  P.  O. 
Box  55,  Carson  City,  Nevada. 
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Rocky  Mountain  Traumatic 
Surgical  Society 

The  Rocky  Mountain  Traumatic  Surgical  So- 
ciety will  hold  its  meeting  January  28-31,  1959, 
in  Aspen,  Colorado.  A distinguished  panel  of 
physicians,  nationally  known,  will  speak. 

Col.  Robert  D.  Anderson,  M.C.  U.S.A.,  Chief 
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□ARICOIM*  tablets 

OXYPHENCYCLIMINE  HYDROCHLORIDE 

POTENT  ANTICHOLINEPeiC  ACTION 

curbs  secretion,  when  excessive 
normalizes  motility  when  overactive 


Activity  appears  to  be  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 


Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as : 
10  mg.  white,  scored  tablets 


References:  1.  Finkelsteinj  Murray:  Journal  of 
Pharmacology  and  Experimental  Therapeutics,  in 
press,  2.W!nkelstean,  Asher:  Paper  in  preparation, 
^Trademark 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 


Brooklyn  6,  N.  Y. 
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Orthopaedics,  Fitzsimons  Army  Hospital.  Trauma 
Cases — From  Fitzsimons  Army  Hospital,  Denver, 
Colorado. 

A.  C.  Buergler,  M.D.,  Orthopaedic  Surgeon, 
Akron,  Ohio.  Traumatic  Knee  Problems. 

Robert  Barnard,  M.D.,  and  J.  Sterling  Baxter, 
M.D.,  Staff  Members,  Pitkin  County  Hospital, 
Aspen,  Colorado.  Fracture  Tibias. 

Sidney  E.  Blanford,  M.D.,  Assistant  Clinical 
Professor-Plastic  Surgeon,  University  of  Colorado 
Medical  School,  Denver,  Colorado.  “Hand  Recon- 
struction.” 

Charles  S.  Houston,  M.D.,  F.A.C.P.,  Internal 
Medicine,  Aspen,  Colorado.  “Mountain  Sickness — 
a Commonly  Mistaken  Diagnosis.” 

Robert  D.  Hall,  M.D.,  Orthopaedic  Surgeon, 
Grand  Junction,  Colorado.  Traumatic  Cervical  In- 
juries. 

John  L.  Leidholdt,  M.D.,  Orthopaedic  Surgeon, 
Denver,  Colorado.  “Non  Osseous  Injuries  About 
the  Knee  and  Ankle.” 

William  F.  Stanek,  M.D.,  Assistant  Clinical 
Professor-Orthopaedic  Surgeon,  University  of 
Colorado  Medical  School,  Denver,  Colorado.  Frac- 
ture Forearms. 

Ralph  M.  Stuck,  M.D.,  Assistant  Professor- 
Neurosurgeon,  University  of  Colorado  Medical 
School,  Denver,  Colorado. 

Richard  Stuteville,  M.D.,  Neurosurgical  De- 
partment, University  of  Colorado  Medical  School, 
Denver,  Colorado.  “Intercerebral  Hematoma  Due 
to  Trauma.” 

Richard  W.  Yore,  M.D.,  Thoracic  Surgery,  St. 
Louis,  Missouri.  Traumatic  Injuries  to  the  Chest. 

Paul  Evans,  M.D.,  and  Charles  Hutter,  M.D., 
Department  of  Orthopaedics,  University  of  Cali- 
fornia, Los  Angeles,  California.  “Fluophane  An- 
aesthesia in  Spinal  Fusion.” 

Donald  Davenport,  M.D.,  Long  Beach,  Cali- 
fornia. “Injuries  to  the  Spleen  and  Their  Treat- 
ment.” 

For  further  information,  please  contact  Dr. 
Robert  R.  Oden,  420  Hyman  Street,  Aspen,  Colo- 
rado. 


Midwinter  Clinics 
Preliminary  Program 
February  17-20,  1959,  Denver 

The  Colorado  State  Medical  Society  Midwinter 
Clinics  will  hold  all  of  its  meetings  in  the  Shirley- 
Savoy  Hotel  instead  of  having  dry  clinics  at 
various  Denver  hospitals.  Interesting  panels  with 
outstanding  guest  speakers  will  be  presented  each 
morning  February  18,  19,  20,  followed  by  formal 
papers  in  the  afternoons. 

Tuesday,  February  17 
House  of  Delegates 
Orientation  Course  (all  day) 

Stag  Dinner  followed  by  entertainment 

Wednesday,  February  18 
8:15  a.m.  Scientific  Movies 
9:30  Ob-Gyn  Panel 
Perinatal  Morbidity  and  Mortality 
Dr.  W.  L.  Crawford,  Rockford,  111. 

Dr.  Ralph  Benson,  Portland,  Oregon 
12:00  Luncheon  period  open 

2:00  “Medical  Problems  of  Adolescence,”  C.  Henry 
Kempe,  M.D.,  Denver 

2:20  “Surgical  Treatment  of  Mid-Trimester  Abor- 
tion,” Dr.  Benson 
2:50  Intermission 

3:20  Topic  to  be  announced,  Dr.  Crawford 
3:50  “Incompetent  Cervical  Os  as  a Cause  of  Fetal 
Loss,”  Drs.  E.  Stewart  Taylor  and  Richard  R. 
Hansen,  Denver 
4:10  Evening  open 

Thursday,  February  19 

8:15  a.m.  Scientific  Movies 

9:30  Surgery  and  Radiology  Panel 

The  Acute  Abdomen 

Dr.  Philip  Thorek,  Chicago,  Illinois 

Dr.  Webster  Brown,  Baltimore,  Maryland 

12:00  Luncheon  period  open 

2:00  “Cancer  of  the  Thyroid  Not  One  Disease,”  Dr. 
Kenneth  C.  Sawyer,  Denver 

2:20  “Upper  Gastrointestinal  Problems,”  Dr. 
Brown  continued  on  86 
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AFTER  SIX  YEARS,  A SAFETY  RECORD  UNMATCHED  IN 
SYSTEMIC  ANTIBIOTIC  THERAPY- PLUS  REMARKABLE 
EFFECTIVENESS  AGAINST  THE  COCCI 


Actually,  after  all  this  time,  there  has  not  been  a single,  serious  reaction  to 
Erythrocin.  Also,  the  problem  of  resistance  has  remained  unusually  low. 

You’ll  find  Erythrocin  highly  effective  against  most  coccal  organisms. 
And  it  may  well  be  the  tool  to  counteract  coccal  complications  following 
viral  attacks. 

Usual  adult  dose  is  250  mg.  four  times  daily.  Dosage  for  children  may  be 
reduced  in  proportion  to  body  weight.  Erythrocin  comes  in  Filmtabs®  (100 
and  250  mg.),  bottles  of  25  and  100.  Also  available  in  tasty,  0 D jj. 
cinnamon-flavored  oral  suspension;  comes  in  75-cc.  bottles.  vAaXUOIX 

® FILMTAB— FILM-SEALED  TABLETS,  ABBOTT;  PAT.  APPLIED  FOR. 

® 2958,  A8BOTT  LABORATORIES,  NORTH  CHICAGO,  ILLINOIS 


SAFETY  FIRST 


IN  ANTIBIOTIC  THERAPY 


in  corticosteroid 
therapy  of 
allergic  diseases 
asthma- hay  fever 


treat  more  patients  more  effectively 


a new  order  of  magnitude  in  therapeutic  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


Excellent  and  good-to-excellent  results  are  reportedt  with 


disorders,  including  a number  of  cases  who  had  failed  to 
respond  to  other  corticosteroids.  No  major  reactions  were 
observed  in  these  extensive  clinical  studies  even  after  four 
months  of  continuous  therapy— DECADRON  produced  no 
peptic  ulcer,  no  diabetes,  no  significant  hypertension,  no 
sodium  retention,  no  potassium  depletion,  no  edema,  no 
undesirable  psychic  reactions,  and  no  unusual  or  new  side 
effects.  Less  than  five  per  cent  of  patients  experienced  minor 
reactions,  none  of  which  prevented  continuing  administra- 
tion of  DECADRON. 

Moreover,  several  investigators  report  that  side  effects  in- 
duced by  previous  corticosteroid  therapy  such  as  gastric 


intolerance,  peripheral  edema,  headache,  vertigo,  muscle 


hypertension,  hirsutism,  and  acne  often  disappeared  during 
therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  replace  one  4 mg. 
tablet  of  methylprednisolone  or  triamcinolone,  one  5 mg.  tablet  of 
prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or 
one  25  mg.  tablet  of  cortisone. 

Detailed  information  on  dosage  and  precautions  is  available  to  phy- 
sicians on  request. 

Supplied:  As  0.75  and  0.5  mg.  scored,  pentagon-shaped  tablets  in 
bottles  of  100. 

®1958  Merck  & Co.,  Inc.  ’i^DECADRON  is  a trademark  of  Merck  & 
Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc..  PHILADELPHIA  1,  PA. 
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2:50  Intermission 

3:20  “Intestinal  Obstruction,”  Dr.  Thorek 
3:50  “Diagnosis  and  Management  of  Regional  En- 
teritis,” Dr.  Edward  J.  Donovan,  Denver 
4:10  Adjourn 

6:00  Banquet  and  entertainment  at  the  Petroleum 
Club,  Denver 

Friday,  February  20 

House  of  Delegates  meeting 

9:30  Orthopedics  and  Physical  Medicine  Panel 

“Common  Fractures  of  Wrist  and  Ankle”;  Neck 

injuries— medicolegal  aspects 

Dr.  William  H.  Bickel,  Rochester,  Minnesota 

Dr.  Miland  E.  Knapp,  Minneapolis,  Minnesota 

12:00  Luncheon  period  open 

2:00  “Clinical  Analysis  of  Subdural  Hematoma — 

Report  of  100  Cases,”  Drs.  Charles  G.  Freed  and 

Harry  R.  Boyd,  Denver 

2:20  Topic  to  be  announced,  Dr.  Bickel 

2:50  Intermission 

3:20  Topic  to  be  announced.  Dr.  Knapp 
3:50  Early  rehabilitation  for  Maxillo-Facial  de- 
fects, Dr.  Clayton  K.  Mammel,  Denver 
4:10  Adjourn 

Colorado  activities  at 
Minneapolis  meeting 

Colorado  officers  attending  the  Clinical  Meet- 
ing of  the  American  Medical  Association  in  Min- 
neapolis last  month  did  their  best,  and  with  some 
success,  to  bring  about  continuance  of  national 
support  for  the  policies  long  advocated  by  our 
State  Society. 

Both  of  your  Delegates  were  appointed  to 
A.M.A.  House  of  Delegates  committees.  Dr.  Ev 
Munro  served  as  Chairman  of  the  Tellers  for  the 
House,  and  the  undersigned  was  appointed  as  one 
member  of  the  Reference  Committee  on  Hygiene 
and  Public  Health.  Your  Alternates,  Drs.  Irv  Hen- 
dryson  of  Denver  and  Harlan  McClure  of  Lamar 


appeared  before  reference  committees,  particularly 
the  Reference  Committee  on  Insurance  and  Medi- 
cal Service,  which  was  the  one  handling  the  report 
of  the  Commission  on  Medical  Care  Plans  and 
other  matters  relating  to  the  principle  of  free 
choice.  President  John  Zarit  also  spoke  twice  be- 
fore that  same  reference  committee,  and  assist- 
ance at  the  hearings  was  also  given  by  President- 
elect McDonald,  Executive  Secretary  Harvey  Seth- 
man,  and  Assistant  Executive  Secretary  John 
Pompelli.  Even  their  other  committee  jobs  did 
not  prevent  your  two  Delegates  from  taking  part 
in  these  hearings,  and  Dr.  Munro  made  our  prin- 
cipal presentation  in  the  matter  of  a resolution 
suggesting  the  creation  of  a new  A.M.A.  Council 
for  the  single  purpose  of  studying  and  guiding 
prepayment  and  insurance  types  of  medical  plans. 

Our  new  resolution  was  not  adopted,  and  it 
may  be  that  we  were  a bit  premature  in  present- 
ing it.  We  felt,  and  still  feel,  that  the  A.M.A.’s 
Council  on  Medical  Service  has  been  assigned 
such  a multitude  of  jobs  to  do  that  its  operations 
are  becoming  unwieldy,  and  it  is  time  for  creation 
of  another  Council  to  take  over  perhaps  half  of 
the  work.  So  far  the  Reference  Committees  and 
the  House  of  Delegates  as  a whole  do  not  agree 
with  us.  Well,  perhaps  they  will  change  their 
minds  before  too  long! 

As  the  succeeding  report  by  our  friend  “Bing” 
Blasingame  says,  the  report  of  the  Commission 
on  Medical  Care  Plans  was  postponed  for  six 
months.  I think  it  is  not  immodest  to  say  that 
your  Colorado  delegates  organized  and  led  the 
campaign  before  the  reference  committee  which 
obtained  that  postponement.  We  were  joined  by 
many  other  states,  after  it  had  become  crystal 
clear  that  distribution  of  the  report  had  been 
entirely  too  limited.  Even  state  Presidents  had 
not  been  accorded  copies  of  it. 

Most  members  will  recall  that  the  up-coming 
and  promised  report  of  that  Commission  was 
referred  to,  and  was  offered  as  an  excuse  or 
reason,  when  certain  A.M.A.  officials  last  spring 
sought  to  avoid  carrying  out  a direct  mandate 
of  the  House  of  Delegates  calling  for  a public 


CAMBy 


Camby  says,  "'CAMBRIDGE  DAIRY  has  been 
producing  QUALITY  MILK  for  Denver  babies  since  1892/’ 

We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 

SKyline  6-3651  690  So.  Colorado  Blvd. 
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Allergy-free.. .all  day... 
with  this  much  medication 


Typically,  the  allergic  patient  can  enjoy  a whole  day’s  freedom  from  symptoms  with  just  one  Pyri* 
benzamine  Lontab  in  the  morning— a whole  night  of  restful  sleep  with  just  one  Lontab  in  the  evening. 

The  outer  shell  of  the  unique  Lontab  actually  contains  an  effective  dose  of  Pyribenzamine  which  is 
released  minutes  after  the  Lontab  enters  the  stomach.  Thereafter,  medication  is  released  uniformly 
and  continuously  from  the  specially  formulated  inner  core  of  the  Lontab— sustaining  antiallergic 

effect  as  long  as  12  hours. 

For  patients  who  need  only  periodic  medication,  regular  Pyribenzamine  tablets  provide  fast, 
dependable  action,  with  a minimum  of  undesirable  side  effects. 

SUPPLIED : Pyribenzamine  Lontabs— full-strength  — 100  mg.  (light  blue).  Pyribenzamine  Lontabs— half- 
strength— 50  mg.  (light  green) ; for  children  over  5 and  adults  who  require  less  antiallergic  medication. 
Pyribenzamine  Regular  Tablets,  50  mg.  (green,  scored)  and  25  mg.  (green,  sugar-coated). 

Pyribenzamine®  hydrochloride  (tnpeleimamine  hydrochlm-ide  CIBA)  Lontabs®  (Img-acting  tablets  Cl'S X) 

CIBA  SUMMIT,  N,J. 

Pyribenzamine  Lontabs 

JUST  ONE  KEEPS  YOUR  ALLERGIC  PATIENT  ON  A 12-HOUR  THERAPEUTIC  PLATEAU 
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campaign  in  favor  of  the  Free  Choice  of  Physician. 
The  House  had  voted  such  a directive  a year  ago 
at  the  Philadelphia  meeting,  but  almost  nothing 
was  done  by  A.M.A.  officers  except  to  ask  for 
postponement  when  the  House  met  again  in  June 
in  San  Francicso.  Then,  on  a motion  by  Colorado, 
the  A.M.A.  House  verbally  spanked  all  of  the 
officers  who  had  failed  to  act  and  who  had  asked 
permission  to  continue  to  do  nothing.  The  House 
said  “no  further  delays  will  be  tolerated,”  and 
directed  the  officers  to  start  the  campaign  im- 
mediately. Action  was  still  a bit  slow,  the  first 
meeting  on  the  subject  being  held  August  1,  but 
campaign  materials  were  finally  developed  and 
made  available  to  state  and  county  medical  so- 
cieties in  the  early  fall. 

It  is  our  interpretation  of  the  various  national 
actions  that  this  public  campaign  is  to  be  con- 
tinued until  further  notice,  since  the  A.M.A.  House 
took  no  action  in  Minneapolis  to  change  its  in- 
structions of  last  June. 

At  this  Minneapolis  meeting,  as  in  most  meet- 
ings for  many  years,  the  Colorado  delegation 
maintained  a small  hotel  parlor  where  Colorado 
physicians  and  their  wives  could  meet  friends  and 
extend  hospitality  to  the  officers  and  delegates 
from  other  states.  Minneapolis  as  a city  extended 
warm  hospitality  to  all  of  us  and  in  every  respect 
it  should  be  considered  a successful  meeting. 

Kenneth  C.  Sawyer,  M.D., 
Senior  Delegate. 


Report  on  actions  of  the 
House  of  Delegates, 

American  Medical  Association 

Twelfth  Clinical  Meeting 
December  2-5,  1958 
Minneapolis 

Health  care  of  the  aged,  the  report  of  the 
A.M.A.  Commission  on  Medical  Care  Plans,  oste- 
opathy, expansion  of  medical  education  facilities, 
the  Association’s  administrative  changes,  the  re- 
port of  the  Committee  to  Study  A.M.A.  Objectives 
and  Basic  Programs,  and  voluntary  health  or- 
ganization fund  raising  were  among  the  wide 
variety  of  issues  considered  by  the  House  of 
Delegates  at  the  American  Medical  Association’s 
Twelfth  Clinical  Meeting  held  December  2-5  in 
Minneapolis. 

Dr.  Lonnie  A.  Coffin  of  Farmington,  Iowa,  was 
named  the  1958  General  Practitioner  of  the  Year 
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to  prevent 
the  sequelae 
of  u.r.i. ... 
and  relieve  the 
symptom  compl 


Tetracycliiie-Antlhistainine-Analgesic  Compound  Lederle 


Sinusitis,  otitis,  tonsillitis,  adenitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
m about  one  in  eight  cases  of  acute  upper  respiratory 
mfection.(i)  To  protect  and  relieve  the  “cold” 
patient...  ACHROCIDIN. 

Usual  dosage;  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROWIYCIN®  Tetracycline 
HCl  (125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.);  salicylamide 
(150  mg.);  chiorothen  citrate  (25  mg.).  Also  as  SYRUP,  caffeine-free. 

(1>  Estimate  feased  on  epidemiologic  study  by  Van  Volkenburgh, 

V.  A.,  and  Frost,  W.  H.:  Am.  J.  Hygiene  71:122,  Jan.  1933. 
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SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year's  Clinical  Experience 
with  SPONTIN® 

{Ristocetin,  Abbott) 
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In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  3 8 improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections^. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis®. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported®, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a short  space  of  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  n 0 0 

with  a serious  infection.  UuWOtl' 
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STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Ipontin  10  Treating  Severe  Respiratory  Infections 
-“In  13  of  20  patients  the  results  were  excellent, 
vith  clinical  response  being  evident  within  one  to 
our  days  after  institution  of  therapy.  In  three  addi- 
ional  patients,  there  was  some  degree  of  improve- 
nent  in  pneumonic  processes  superimposed  on 
uberculosis  in  two  cases  and  on  pulmonary  neo- 
»lasm  in  one.  In  all  other  cases,  serious  antecedent 
lathology  undoubtedly  influenced  the  negative  or 
iquivocal  response  to  ristocetin  therapy.®” 

ipontin  In  Treating  Staphylococcal  Infections —After 
uccessfully  treating  28  patients,  the  authors  wrote, 
‘Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
ind  bacteriostatic,  particularly  for  the  Staphylo- 
Mccus  aureus,  which  is  often  resistant  to  many 
)ther  antibiotics.®” 

spontin  In  Treating  Seven  DilficMlt  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
nitigating  or  preventing  infection  in  seven  selected 
iifficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
ihemotherapy  with  other  antibiotics  J” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
idministered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
«rum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.®” 


Spontin  In  Treating  Staphylococcal  Pneumonia 
—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed,  to  other  lethal  dis- 
eases.®” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy.^®” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Eoterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al..  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al..  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al.,  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al..  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Teriy,  R.  B.,  Ristocetin  in  Children  and  Adults,  lo  Press, 
Antibiotics  Annual,  1958-59. 
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I'or  his  outstanding  contributions  to  the  health  and 
civic  affairs  of  his  home  community.  Dr.  Coffin, 
who  is  the  first  Iowan  to  receive  the  annual  GP 
award,  accepted  his  gold  medal  on  behalf  of  “all 
the  men  who  have  dedicated  their  lives  to  the 
general  practice  of  medicine.” 

Speaking  at  the  Tuesday  opening  session  of 
the  House,  Dr.  Gunnar  Gundersen  of  La  Crosse, 
Wis.,  A.M.A.  President,  called  upon  the  medical 
profession  to  exert  leadership  and  imagination  in 
meeting  the  problems  of  these  changing  times. 
Urging  practical  actions  to  solve  medico-economic 
challenges.  Dr.  Gundersen  declared  that  “the  time 
has  passed  for  policies  based  on  generalities,  plati- 
tudes and  flag-waving.”  He  also  suggested  that  the 
Association  offer  support  and  cooperation  to  pro- 
posals for  an  International  Medical  Year. 

Governor  Orville  L.  Freeman  of  Minnesota, 
who  also  addressed  the  opening  session,  asked  for 
“the  help  of  the  leaders  of  the  medical  profession 
in  working  out  a program  that  will  most  ade- 
quately meet  the  needs  of  our  older  citizens  for 
health  care  and  services  of  the  highest  quality.” 

With  half  a day  still  to  go,  total  registration 
Thursday  evening  had  reached  4,880,  including 
2,870  physicians. 

Health  care  of  the  aged 

Responding  to  Dr.  Gunderson’s  call  for  action 
and  Gov.  Freeman’s  plea  for  help  in  meeting  the 
health  care  needs  of  the  aged,  the  House  of  Dele- 
gates adopted  the  following  proposal  submitted 
by  the  Council  on  Medical  Service  and  endorsed 
by  the  Board  of  Trustees: 

“For  persons  over  65  years  of  age  with  reduced 
incomes  and  very  modest  resources,  it  is  necessary 
immediately  to  develop  further  the  voluntary 
health  insurance  or  prepayment  plans  in  a way 
that  would  be  acceptable  both  to  the  recipients 
and  the  medical  profession.  The  medical  profession 
must  continue  to  assert  its  leadership  and  responsi- 
bility for  assuring  adequate  medical  care  for  this 
group  of  our  citizens. 


“Therefore,  the  Council  on  Medical  Service 
recommends  to  the  House  of  Delegates  the  adop- 
tion of  the  following  proposal:  That  the  American 
Medical  Association,  the  constituent  and  compo- 
nent medical  societies,  as  well  as  physicians  every- 
where, expedite  the  development  of  an  effective 
voluntary  health  insurance  or  prepayment  pro- 
gram for  the  group  over  65  with  modest  resources 
or  low  family  income;  that  physicians  agree  to 
accept  a level  of  compensation  for  medical  serv- 
ices rendered  to  this  group  which  will  permit  the 
development  of  such  insurance  and  prepayment 
plans  at  a reduced  premium  rate.” 

In  order  to  effect  the  immediate  implementa- 
tion of  such  a program,  the  House  directed  that 
copies  of  the  proposal  be  distributed  to  medical 
society  approved  plans,  including  Blue  Shield  and 
private  insurance  programs,  requesting  their  co- 
operation. 

Commission  on  Medical  Care  Plans 

The  long-awaited  report  of  the  Commission  on 
Medical  Care  Plans,  appointed  at  the  1954  Clinical 
Meeting  in  Miami,  was  discussed  for  two  hours 
at  a reference  committee  hearing,  but  the  House 
decided  to  defer  action  until  the  June,  1959,  meet- 
ing. In  so  doing,  the  delegates  adopted  this  state- 
ment: 

“We  respectfully  suggest  to  the  constituent  as- 
sociations reviewing  the  report  in  the  interim,  that 
their  attitude  regarding  the  report  will  be  clari- 
fied if  they  arrive  at  some  decisions  in  regard  to 
the  following  basic  points: 

“1.  Free  Choice  of  Physician — Acknowledging 
the  importance  of  free  choice  of  physician,  is  this 
concept  to  be  considered  a fundamental  principle, 
incontrovertible,  unalterable,  and  essential  to  good 
medical  care  without  qualification? 

“2.  Closed  Panel  Systems — What  is  or  will  be 
your  attitude  regarding  physician  participation  in 
those  systems  of  medical  care  which  restrict  free 
choice  of  physician? 

“These  suggestions  acknowledge  that  the  policy 
of  the  American  Medical  Association  to  encourage 
and  support  the  highest  quality  of  medical  care 
for  all  patients  remains  unchanged.  They  question, 

continued  on  96 
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however,  whether  attitudes  toward  the  free  choice 
of  physician  and  the  closed  panel  system  may  be 
undergoing  evolutionary  change.” 

The  House  recommended  that  the  Board  of 
Trustees  invite  the  constituent  associations  to  for- 
ward their  replies  to  these  questions  to  the  Execu- 
tive Vice  President  60  days  in  advance  of  the 
June,  1959,  meeting. 

Osteopathy 

Considerable  discussion  centered  on  a resolu- 
tion which  would  have  recognized  that  constituent 
medical  associations  have  the  right  to  establish 
the  relationship  of  the  medical  profession  to  the 
osteopathic  profession  within  their  respective 
states.  The  House  decided,  however,  that  the  reso- 
lution in  question  did  not  offer  the  appropriate 
solution  to  the  osteopathic  problem.  Instead,  the 
delegates  requested  the  Judicial  Council  to  review 
past  pronouncements  of  the  House  on  osteopathy 
and  the  status  of  the  laws  of  the  various  states 
in  this  regard.  The  Council  was  asked  to  present 
its  report  and  recommendations  at  the  June,  1959, 
meeting.  The  House  “noted  with  favor  that  the 
American  Osteopathic  Association  has  amended  its 
objectives  as  stated  in  its  constitution  by  deleting 
reference  to  the  cultism  of  Andrew  J.  Still.” 

Medical  education 

The  House  approved  a statement  by  the  Coun- 
cil on  Medical  Education  and  Hospitals  supporting 
the  development  of  additional  facilities  for  basic 
medical  education,  and  it  urged  the  entire  pro- 
fession to  give  that  policy  strong  support  in  order 
to  correct  miisinterpretations  of  the  Association’s 
viewpoint  regarding  the  supply  of  physicians. 

“American  medicine,”  the  statement  points  out, 
“fully  recognizes  the  needs  being  brought  about 
by  the  increasing  population,  social  and  economic 
trends,  and  the  changing  dimensions  of  medical 
knowledge  and  its  application.”  Urging  careful 
analysis  of  those  needs,  the  statement  says  that 
existing  medical  schools  should  consider  the  possi- 
bility of  increasing  their  enrollments  and  develop- 
ing new  facilities.  It  also  declares  that  American 
medicine  has  the  responsibility  to  encourage  the 
creation  of  new  four-year  medical  schools  and 
two-year  basic  science  programs  by  institutions  of 
higher  education  which  can  provide  the  desirable 
setting. 

A.M.A.  administrative  structure 

A Board  of  Trustees  report  on  the  administra- 
tive structure  of  the  Association  was  approved  by 
the  House,  which  termed  the  reorganization  of  the 
headquarters  staff  as  a long  and  important  step 
in  the  right  direction.  The  report  informed  the 
House  that  the  Chicago  staff  has  been  divided  into 
the  following  seven  divisions:  Business  Division, 


96 


Rocky  Mountain  Medical  Journal 


Law  Division,  Communications  Division,  Field  Di- 
vision, Division  of  Scientific  Publications,  Division 
of  Socio-Economic  Activities  and  Division  of  Sci- 
entific Activities.  The  latter  two  are  still  in  the 
process  of  development  and  are  temporarily  under 
the  direction  of  the  Assistant  Executive  Vice 
President.  The  Board  also  reported  that  the  Com- 
mittee on  Legislation  has  been  renamed  the 
Council  on  Legislative  Activities,  with  the  Director 
of  the  Law  Division  as  Council  Secretary.  This 
new  council  will  undertake  an  enlarged,  strength- 
ened legislative  program,  closely  coordinated  with 
the  activities  of  the  new  field  staff  and  the  Wash- 
ington Office.  The  latter  also  has  been  reorganized, 
with  over-all  direction  coming  from  Chicago. 

A.M.A.  objectives  and  basic  programs 

The  House  received  and  commended  the  report 
of  the  Committee  to  Study  A.M.A.  Objectives  and 
Basic  Programs,  which  it  said  may  be  a significant 
milepost  in  the  Association’s  history.  In  approving 
one  of  the  committee’s  recommendations,  the 
House  referred  to  the  Council  on  Constitution  and 
By-laws  the  following  suggested  amendment  of 
Article  H of  the  Constitution:  “The  objectives  of 
the  Association  are  to  promote  the  science  and  art 
of  medicine  and  the  betterment  of  public  health 
and  an  understanding  of  the  socio-economic  con- 
ditions which  will  facilitate  the  attainment  of 
these  objectives.” 


The  House  also  recommended  that  the  Board 
of  Trustees  establish  a mechanism  which  will  as- 
sume the  responsibility  for  promoting  active  li- 
aison with  each  national  medical  society.  “In  the 
scientific  fields,”  the  House  declared,  “the  role 
of  the  A.M.A.  should  be  primarily  that  of  leader- 
ship, but  every  endeavor  should  be  made  to  bring 
about  coordination  of  the  special  fields  of  scientific 
interest  of  the  other  national  medical  organiza- 
tions.” The  delegates  also  approved  a recommenda- 
tion that  the  Board  of  Trustees  give  serious  con- 
sideration to  opening  the  publications  of  the  Asso- 
ciation to  a free  and  open  discussion  of  socio- 
economic problems  applicable  to  medicine. 

Fund  raising 

Once  again  considering  fund  raising  problems 
which  have  arisen  since  development  of  the  con- 
cept of  united  community  effort,  the  House  passed 
a resolution  which  pointed  out  that  the  action 
taken  last  June  in  San  Francisco  has  been  inter- 
preted by  some  as  disapproving  the  inclusion  of 
voluntary  health  agencies  in  United  Fund  drives. 
It  then  stated  that  “the  American  Medical  Associa- 
tion neither  approves  nor  disapproves  of  the  in- 
clusion of  voluntary  health  agencies  in  United 
Fund  drives.”  The  resolution  also  requested  the 
Board  of  Trustees  to  arrange  a top-level  confer- 
ence with  the  voluntary  health  agencies,  the 
United  Funds  and  other  parties  interested  in  the 
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raising  of  funds  for  health  causes,  with  a view 
toward  resolving  misinterpretations  and  other  dif- 
ficulties in  this  area. 

Miscellaneous  actions 

In  dealing  with  a wide  variety  of  other  sub- 
jects, the  House  also: 

Took  notice  of  the  recent  restrictive  changes 
in  the  Medicare  program;  expressed  regret  at  the 
substitution  of  federal  facilities  for  private  care  in 
the  areas  mentioned,  and  urged  the  Association  to 
encourage  the  re-establishment  of  services  under 
the  free  choice  principle  to  accomplish  the  original 
intent  of  the  act; 

Recommended  that  the  Social  Security  Act  be 
amended  by  Congress  to  permit  states  to  combine 
the  present  four  Public  Assistance  medical  pro- 
grams into  a single  medical  program,  administered 
by  a single  agency  and  making  available  uni- 
formity of  services  to  all  eligible  Public  Assistance 
recipients  in  the  state; 

Authorized  the  Council  on  Medical  Service  to 
sponsor  at  the  earliest  practicable  date  a Congress 
on  Prepaid  Health  Insurance; 

Approved  a plan  to  develop  “Buyers’  Guides” 
which  will  be  sent  to  physicians  to  help  their 
patients  analyze  the  merits  of  available  health 
insurance  programs; 

Approved  a by-law  amendment  which  will 
allow  dues  exemptions  for  interns  and  residents 
serving  in  training  programs  approved  by  the 
Council  on  Medical  Education  and  Hospitals; 

Called  to  the  attention  of  all  individuals  or 
institutions  responsible  for  intern  and  resident 
training  that  medical  services  provided  to  patients 
in  hospitals  are  the  responsibility  of  duly  licensed 
physicians; 

Encouraged  the  voluntary  registration  of  the 
paramedical  personnel  who  assist  physicians,  but 
opposed  the  extension  of  governmental  licensure 
and  govermental  registration  at  this  time; 

Heartily  approved  and  lauded  the  purpose, 
content  and  format  of  The  A.M.A.  News  and  rec- 
ommended continuance  of  the  publication  under 
its  present  and  established  policies; 

our  pledge  to  you... 

the  QUICKEST 

and  BEST  possible 
SERVICE 

PUBLIC  SERVICE  COMPANY 
OF  COLORADO 


Agreed  with  the  Committee  on  Medical  Prac- 
tices that  relative  value  studies  should  be  con- 
ducted by  each  constituent  medical  association  but 
not  on  a national  or  regional  basis  by  the  A.M.A. ; 

Urged  each  constituent  society  to  establish  a 
committee  on  rehabilitation  to  carry  out  activities 
recommended  by  the  Board  of  Trustees; 

Called  for  continued  activity  at  all  levels  to 
stimulate  the  development  of  effective  poliomye- 
litis inoculation  programs; 

Suggested  that  the  Association  take  immediate 
steps  toward  developing  a plan  whereby  reserve 
medical  units  and  individuals  not  immediately 
involved  in  military  operations  could  be  used  to 
supplement  ciuil  defense  operations,  and 

Expressed  gratitude  and  appreciation  for  the 
long  years  of  devoted  service  by  Dr.  Austin  Smith, 
who  has  resigned  as  Editor  of  The  Journal  of  the 
American  Medical  Association. 

At  the  opening  session,  six  state  medical  so- 
cieties contributed  a total  of  almost  $250,000  to 
the  American  Medical  Education  Foundation.  The 
gifts  were:  California,  $150,305.75;  Indiana,  $35,110; 
New  Jersey,  $25,000;  New  York,  $19,608;  Utah, 
$9,977.50,  and  Arizona,  $8,657.50.  In  addition,  the 
American  Medical  Association  announced  a contri- 
bution of  $100,000  to  the  Foundation. 

It  also  was  announced  on  the  opening  day  of 
the  meeting  that  Dr.  W.  Linwood  Ball  of  Rich- 
mond, Va.,  A.M.A.  Vice  President,  had  been 
appointed  to  the  Board  of  Trustees  to  fill  the 
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vacancy  caused  by  the  recent  death  of  Dr.  Warren 
Furey  of  Chicago.  Dr.  Ball,  who  will  serve  on  the 
Board  until  next  June,  said  he  will  not  be  a 
candidate  to  succeed  himself. 

F.  J.  L.  Blasingame,  M.D., 
Executive  Vice  President, 
American  Medical  Association. 


To  the  Editor: 

Blue  Cross  and  Blue  Shield  have  come  out 
with  a new  plan  for  the  Old  Age  Pensioners, 
whereby  they  can  go  to  Colorado  General  Hospital 
for  their  surgical  care.  Blue  Shield  will  pay  for 
their  ambulance  transportation. 

I do  not  feel  that  this  is  at  all  fair  to  men  like 
myself  who  can  give  the  same  care,  in  many 
instances,  in  their  own  offices,  and  then  send  the 
patient  back  home  to  return  later  for  follow-up 
care.  An  instance  of  this  was  a lady  who  fell  and 
fractured  a humerus.  I did  her  up  in  a hanging 
cast,  sent  her  on  back  home  and  followed  her 


along  until  she  got  a perfect  result.  When  I sent 
her  a bill,  she,  of  course,  raised  the  roof — she 
could  have  gone  to  Colorado  General  under  Blue 
Shield  and  her  whole  bill  would  have  been  cared 
for. 

Another  instance  of  this  same  type  of  injury 
was  a man  who  came  in  with  fractures  of  both 
bones  of  his  forearm.  I reduced  his  fractures  and 
after  I had  immobilized  him  in  plaster  to  the  arm 
and  forearm,  I sent  him  home,  and  got  a perfect 
result.  If  he  had  gone  to  Colorado  General,  he 
would  have  had  no  bill  to  pay,  and  griped  when 
I sent  him  a bill  for  care. 

A great  fuss  is  being  made  about  the  Union 
members  having  to  drive  a long  way  for  their 
care,  but  we  are  doing  the  same  thing  by  sending 
all  our  pensioners  to  Colorado  General,  and  we 
are  paying  their  transportation  by  ambulance.  In 
addition  to  that,  we  are  making  our  bed  shortage 
more  pronounced  by  filling  a bed  with  a person 
who  could  be  cared  for  by  his  local  physician  and 
then  sent  home. 

It  looks  to  me  as  though  the  “Physicians’  Plan” 
could  help  the  physicians  better  by  paying  them 
for  surgical  care  of  the  pensioners  when  they  can 
handle  a case  at  home  and  at  their  offices. 

Sincerely  yours, 

FREEMAN  D.  FOWLER,  M.D., 

Idaho  Springs,  Colorado. 
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in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 
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Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
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resolve  to 


• • 


examine  your 
liability  insurance  policy 


. . . and  when  you  do,  you  may 
find  the  rate  too  high  considering 
your  actual  loss  experience  or 
perhaps  the  coverage  too  limited. 
You’ll  probably  fold,  too,  you 
have  no  control  of  the  company’s 
operation  and  that  it  is  advisable 
to  have  your  insurance  in  a com- 
pany which  is  owned  and  con- 
trolled by  people  facing  the  same 
problems  as  you. 

. . . many  Colorado  Physicians 
have  found  this  to  be  true,  and 
that  is  the  very  reason  Empire 
Casualty  Company  was  formed 
— to  underwrite  malpractice  in- 
surance for  members  of  the  Colo- 
rado State  Medical  Society  at 
competitive  rates  with  broad  cov- 
erage and  when  you  become  a 
policyholder  in  Empire,  it  be- 
comes your  company  you  own 
it  — you  operate  it.  For  further 
information  call  or  write 


201  Security  Bldg. 


CARL  W.  OHLIN 

Insurance  Department 


GaireltflrDmrielil 


Operating  Management 
Denver,  Colorado 


AComa  2-8621 
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Health  care  for  our  senior  citizens 

Prepayment  of  medical  care  for  the  elderly 
has  long  been  a matter  of  urgent  and  continuing 
concern  to  the  medical  profession  and  its  Blue 
Shield  Plans.  Within  the  past  year,  however,  this 
problem  has  been  made  something  of  a political 
issue  through  the  introduction  of  such  legislation 
as  the  Forand  Bill,  which,  if  adopted,  might  radi- 
cally affect  the  future  of  the  entire  voluntary 
health  care  movement  in  America. 

What  are  the  facts  concerning  Blue  Shield 
coverage  of  senior  citizens?  What  has  the  medical 
profession  accomplished,  through  Blue  Shield,  to 
meet  this  challenge? 

The  answers  to  these  questions  will  be  of  im- 
mediate interest  as  a new  Congress  meets — a 
Congress  in  which  social  welfare  programs  are 
certain  to  be  accorded  a high  priority. 

Some  of  these  answers,  as  reported  recently  to 
A.M.A.’s  Council  on  Medical  Service  by  the  Na- 
tional Association  of  Blue  Shield  Plans,  are  truly 
encouraging. 

Thus,  in  1951,  among  a total  Blue  Shield  enroll- 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away, 
day  or  night;  our  kindly  voice  conscientiously  tends 
your  telephone  business,  accurately  reports  to  you 
when  you  return. 

TELEPHONE 

ANSWERING 

SERVICE 

CALL  ALpine  5-1414 


'You're  lucky  your  husband's  a doctor — you  con 
get  sick  whenever  you  wont  to." 


ment  of  21  million  persons,  nearly  a million,  or  a 
little  less  than  5 per  cent,  were  over  65  years  of 
age.  Six  years  later,  in  1957,  among  the  total  of 
40  million  persons  enrolled,  IVz  million,  or  6V2  per 
cent,  were  over  age  65.  Thus,  in  these  six  years, 
the  number  of  Blue  Shield  members  over  65  in- 
creased 170  per  cent,  while  total  Blue  Shield  en- 
lollment  increased  only  about  85  per  cent. 

Attention  was  called,  also,  to  the  fact  that  of 
the  total  number  of  people  past  65  who  have 
medical-surgical  insurance  coverage,  about  two- 
thirds  are  covered  by  Blue  Shield. 

Of  all  the  people  in  the  U.  S.,  it  is  estimated 
currently  that  about  15  million  are  over  65  years 
old,  and  are  not  cared  for  by  an  established  insti- 
tution or  agency.  This  represents  approximately 
8 per  cent  of  the  total  population.  Thus  Blue 
Shield’s  ratio  of  6V2  per  cent  over  age  65  is  reason- 
ably related  even  now  to  the  ratio  of  the  total 
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THE  EMORY  )OHN  BRADY  HOSPITAL 
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population  in  that  group — and  rapidly  approach- 
ing parity  with  it. 

Blue  Shield  has  always  sought  to  serve  medi- 
cine’s inescapable  responsibility  to  the  whole  com- 
munity. It  was  until  recently  almost  an  exclusively 
Blue  Shield  feature  that  any  member  on  retire- 
ment, or  on  leaving  an  insured  group,  could  retain 
his  coverage  by  “conversion”  to  a “direct-pay” 
basis.  Few  plans  impose  any  age  limits  on  initial 
group  enrollment,  and  an  increasing  number  of 
plans  are  accepting  non-group  members  regardless 
of  age. 

Blue  Shield  is  aware  of  medicine’s  responsi- 
bility to  our  senior  citizens,  and  is  prepared  to 
follow  the  guidance  and  leadership  of  the  profes- 
sion in  helping  it  meet  this  challenge. 


Submission  of  bills  for  services 
rendered  to  Army  military  personnel 
by  civilian  hospitals  and  physicians 

As  a general  rule,  civilian  medical  agencies 
are  aware  of  the  appropriate  channels  for  sub- 
mission of  their  charges  for  care  furnished  Army 
military  personnel.  They  are  informed  of  the  cor- 
rect procedure,  either  by  prior  arrangement  with 
the  appropriate  military  authority  for  routine 
medical  care  of  personnel  under  their  jurisdiction, 
or  through  notification  to  the  patient’s  command- 
ing officer,  or  the  Surgeon  of  the  Army  area 
in  which  emergency  type  of  service  is  rendered. 

In  situations  where  the  above  does  not  apply 
or  when  the  civilian  medical  agency  is  in  doubt 
concerning  the  normal  procedure,  bills  may  be 
submitted  directly  to  Headquarters  Fifth  U.  S. 
Army,  Office  of  Army  Surgeon,  1660  East  Hyde 
Park  Boulevard,  Chicago  15,  Illinois,  with  a re- 
quest that  they  be  placed  in  appropriate  channels 
for  settlement. 

Such  bills  should  show  name,  rank,  service 
number,  organization  and  duty  station  of  the  pa- 
tient, disease  or  disability  treated,  inclusive  dates 
and  nature  of  the  services,  and  a brief  statement 
of  the  incident  leading  to  the  treatment. 
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1 Ladeez  and  gentlemen: 
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/ 2 First, 

^ see  what  happens  when 

you  push  the  metered  plunger.' 
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No  risk  of 
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6 Let’s  take  a minute 
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Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  Irakage  disappear  with  viteria  pediatric’s  new 
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The  Colorado  State  Medical  Society 

Clinical  Session,  February  17-20,  1959 
Denver 

President:  John  I.  Zarit  iChairman  of  the  Boardi,  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Ronert  P.  Harvey  (Vice  Chairman  of  the 
Boardi,  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1959. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  1960;  lAlternate,  Irvin  E.  Hendryson,  Denver. 
19601;  E.  H.  Munro,  Grand  Junction,  1960;  lAlaternate,  Harlan 
E.  McClure,  Lamar,  1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2.  Colorado;  Telephone  AComa  2-0547. 


Montana  Medical  Association 

Interim  Session,  April  3-4,  1959 
Helena 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 

Acting  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 
Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association;  Paul  J.  Gans, 
Lewiston:  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 


New  Mexico  Medical  Society 

Annual  Session,  May  5-7,  1959 
Las  Cruces 

President:  James  C.  SedgAvick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Councilors;  Junius  A.  Evans,  Las  Vegas,  1959;  Aaron  E.  Mar- 
gulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farmington,  1960: 
George  Prothro,  Clovis,  1960;  Gerald  Slusser,  Artesia,  1960: 
W.  J.  Hossley,  Deming,  1961;  Guy  Rader,  Albuquerque,  1961. 
Delegate  to  Ameriean  Medical  Association;  Earl  L.  Malone. 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall.  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 


( Fortified  T riple  Strength  J 


Improved  Douche  Powder 

G-11®  (Hexachlorophene  USPJ,  deodorant 


FORTIFIED — With  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION—Increases 
penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY— Liquifies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
vaginal  tract. 


Buffered  to  control  a normal  vaginal  pH. 


ETHICALLY  PKCED,  net  wt. 

10  02 $1.25 

Mfg.  by  C.  M.  CASE  LAB., 

San  Diego  16,  Calif. 


The  Wyoming  State  Medical  Society 

Annual  Session,  June  11-14,  1959 
Jackson  Lake  Lodge 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary;  S.  J.  Giovale,  Cheyenne. 

Treasurer;  C.  D.  Anton,  Sheridan. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins:  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton: 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County. 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler. 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Teton 
County,  Robert  Knapp,  Pinedale;  Uinta  County,  Joseph 
Whalen,  Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe. 
Newcastle:  Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 


Nevada  State  Medical  Association 

Annual  Meeting,  August  19-22,  1959 
Reno 

President:  Roland  Stahr,  Reno. 

President-elect:  Ernest  W.  Mack,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno: 
telephone  FA.  3-6788. 


The  Utah  State  Medieal  Assoeiation 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City: 
Cache  Valley,  1960,  C.  J.  Dalnes,  Logan;  Carbon  County,  1960, 

A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford  Rees. 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar  City; 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1958,  I.  Bruce  McQuarrie,  Ogden;  Utah,  1959,  R.  E.  Jorgenson. 
Provo. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1937-1959:  Kenneth 

B.  Castleton,  Salt  Lake  City:  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
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Organization  cont.  from  loe 


you  have  moved  please  notify 
the  Rocky  Mountain  Medical 
Journal^  giving  your  old^  as  well 
as  your  new  address. 


you  have  any  interesting  case 
reports  or  scientific  articles^ 
please  send  them  to  the  Scien^ 
tific  editor  in  your  state  for  pos^ 
sible  publication  in  the  Rocky 
Mountain  Medical  Journal. 

The  names  tind  addresses  are 
listed  on  page  2 of  this  issue. 


The  above  pertains  only  to  care  of  military- 
personnel,  and  should  not  be  confused  with  the 
established  procedures  for  the  processing  of 
claims  for  care  of  eligible  military  dependents 
under  Medicare. 


American  Board  of  Obstetrics 
and  Gynecology 

The  next  scheduled  examinations  (Part  II), 
oral  and  clinical,  for  all  candidates  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  May  8 through 
19,  1959.  Formal  notice  of  the  exact  time  of  each 
candidate’s  examination  will  be  sent  him  in  ad- 
vance of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I ex- 
aminations will  be  notified  of  their  eligibility  for 
the  Part  II  examinations  as  soon  as  possible. 

Current  bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology,  outlining  the  require- 
ments for  application,  may  be  obtained  by  writing 
to  the  Secretary,  Robert  L.  Faulkner,  M.D.,  2105 
Adelbert  Road,  Cleveland  6,  Ohio. 


Rheumatic  fever  cont.  from  41 
REFERENCES 

'Massell,  B.  F.;  Sturgis,  G.  P.;  Knobloch,  J.  D.;  Streeper, 
R.  B.;  Hall,  T.  N.,  and  Norcross,  P.:  Prevention  of  Rheumatic 
Fever  by  Prompt  Penicillin  Therapy  of  Hemolytic  Strepto- 
coccic Respiratory  Infections,  J.A.M.A.  146:1469-1474,  Aug.  18. 
1951. 

-American  Heart  Association,  Committee  on  Prevention  of 
Rheumatic  Fever  and  Bacterial  Endocarditis,  Prevention  of 
Rheumatic  Fever  and  Bacterial  Endocarditis  Through  Control 
of  Streptococcal  Infections,  Mod.  Concepts  Cardiovas.  Dis. 
25:365-369,  19.56. 

‘Markowitz,  M.;  Ferency,  C.,  and  Bonet,  A.:  A Comparison  of 
Oral  and  Intramuscular  Benzathine  Penicillin  G for  the  Pre- 
vention of  Streptococcal  Infections  and  Recurrences  of  Rheu- 
matic Fever,  Pediatrics  19(2)  :201-207  <Feb  ),  1957. 

'Zukel,  W.  J.:  Prevention  of  Secondary  Attacks  of  Rheumatic 
Fever.  Public  Health  Reports,  72:895-901  (Oct.),  1957. 

"Bland,  E.  F.,  and  Jones,  T.  D.:  Rheumatic  Fever  and  Rheu- 
matic Heart  Disease:  A twenty-year  report  on  1000  patients 
followed  since  childhood.  Circulation  4:836-843.  December,  1951. 

JNewton 

Optical  Qompany 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309-16th  Street  Denver 


for  January,  1959 


109 


In  potentially- 
serious 
infections . . . 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 


WANT  ADS 


FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


Confidential  Casework  Counseling 
Residential  & Outpatient  Care 

BOOTH  MEMORIAL  HOSPITAL 

for 

UNWED  MOTHERS 
Seclusion,  understanding  and 
complete  medical  care 

Member:  American  Hospital  Ass’n 

P.  O.  Box  9198 
Montclair  Station 


ATTENTION,  Dentist  and  Physician.  Have  space  suit- 
able for  small  medical  and  dental  clinic,  with  ample 
parking.  Will  remodel  to  suit  tenant.  Located  in  the 
heart  of  10,000  Billings,  Montana,  resident  area.  Rea- 
sonable, long  term  lease.  A real  opportunity  to  estab- 
lish a practice  in  fastest  growing  community  in 
Montana.  Please  write — John  S.  Butsch,  OK  Tire  Stores, 
or  phone  9-7300,  Billings,  Montana.  13 


WANTED  for  association  in  new  medical  building, 
general  practicitioner,  preferably  two-year  intern- 
ship or  few  years’  experience.  Interest  obstetrics  nec- 
essary. Prefer  but  not  essential  AAGP  member  and 
common  background  of  LDS  Church  or  Protestant 
affiliation.  Beginning  salary  if  necessary.  Northeast 
area  Sacramento,  California.  Mountains,  ocean  close 
by.  Outdoor  activities  excellent.  Please  write  Box  No. 
1-2,  Rocky  Mountain  Medical  Journal,  Denver  2,  Colo- 
rado. 


FOR  SALE:  An  electric  chair  lift  for  the  stair  case. 

Can  be  seen  on  appointment  at  425  Ivanhoe,  Street, 
Denver,  telephone  EAst  2-3065.  14-2 


OLAR  PRACTICE  available  due  to  death  of  physician. 

Established  for  30  years.  Trade  area  population  of 
23,000  with  modern  hospital  facilities  conveniently 
located.  Completely  equipped  office  excellently 
located.  Practitioner  limiting  to  ophthomology  or  ear, 
nose  and  throat  wanted.  No  other  specialists  in  the 
area.  For  details  contact  Mrs.  J.  G.  Wanner,  Box  814, 
Rock  Springs,  Wyoming,  or  call  EMpire  2-6280.  13-2 


LEASE  or  sell  five-room  house  formerly  used  as  an 
office  by  deceased  physician.  Completely  equipped. 
This  general  practice  grossed  approximately  $25,000 
per  year.  Contact  Mrs.  Blanche  B.  Underwood,  P.  O. 
Box  15,  Delta,  Colorado.  114-3 


WANTED — Experienced  medical  technologist,  immedi- 
ate availability,  in  Rocky  Mountain  area.  Salary 
open.  Write  Box  No.  11-2,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2,  Colorado. 


FRemont  7-8835  Denver  20,  Colorado 


.hiiMciPiia 


Patronize  Denver’s  Indeoendent  Druggists 


POSITION  WANTED  in  internal  medicine.  University 
trained,  recently  Board  certified  internist  wants  a 
position  in  Colorado  or  nearby  mountain  area.  Abun- 
dant clinical  experience  both  as  independent  and 
group  physician.  Health  excellent.  Interested  in  moun- 
tain climbing.  Married.  Colorado  license.  Reply,  Box 
73TF,  Rocky  Mountain  Medical  Journal,  835  Republic 
Building,  Denver  2,  Colorado. 
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Abbey  Rents,  104 

Abbott  Laboratories,  24-25,  83-84,  90-91 
Ames  Company,  Cover  III 
Astra  Pharmaceutical  Products,  16,  113 
Ayerst  Laboratories,  77 

Baxter,  Don,  Inc.,  93-94 

Bob’s  Place,  112 

Booth  Memorial  Hospital,  112 

Boyle  & Company,  67 

Burroughs  Wellcome  Company,  29-30 

Cambridge  Dairy,  86 

Case,  G.  M.,  Laboratories,  108 

Chicago  Medical  Society,  100 

Children’s  Hospital,  70 

Ciba  Pharmaceutical  Products 

Company,  Inc.,  21,  87 

City  Park-Brookridge  Farms,  66 

Coca-Cola,  64 

Cocks-Clark  Engraving  Company,  88 

Denver  Optic  Company,  104 

Earnest  Drug,  112 

Emory  John  Brady  Hospital,  105 

Empire  Casualty  Co.,  1C2 


General  Electric  Company,  103 
Glenbrook  Labs,  27 

Kincaid’s  Pharmacy,  112 

Lederle  Laboratories,  6,  10-11,  54-55.  65, 
76,  80,  89,  96,  106,  114 
Lilly,  Eli  & Company,  34 

Merck,  Sharp  & Dohme,  Inc., 

3,  8-9,  71-74,  85 

Newton  Optical  Company,  109 

Parke,  Davis  & Company,  Cover  II-l 
Pfizer  Laboratories,  28,  75,  81 
Physicians  Casualty  Association,  99 
Picker  X-Ray  Corporation,  92 
Public  Service  Company  of  Colorado.  99 
Publishers  Press,  Inc.,  88 

Republic  Building  Corporation,  112 
Robins,  A.  H.,  Company, 

Inc.,  7,  31,  95,  105 

Roerig,  J.  B.,  & Company,  Inc., 

4,  23,  78-79,  107 


Sandia  Ranch  Sanatorium,  97 
Schering  Corporation,  33,  68-69 
Searle,  G.  D.,  & Company,  61 
Shadford  Fletcher  Optical  Company,  106 
Smith-Dorsey  Company,  12,  63,  98 

Smith,  Kline  & French 
Laboratories,  Cover  IV 

Squibb,  E.  R.,  & Sons,  32 

Taylor  Hearing  Center,  82 
Telephone  Answering  Service,  104 

U.  S.  Brewers  Foundation,  22 
Upjohn  Company,  14-15,  110-111 

Vent-Air  Contact  Lenses.  26 

Wallace  Laboratories,  13,  101 
Wantads,  112 

Winthrop  Laboratories,  Inc.,  17-20 
Wyeth,  Inc..  5 


IN  OFFICE  SURGERY  t ^ 


iliCTIVE  AND  TRAUMATIC 

use 


XYLOCAINE  ® HCI  SOLUTION 

(brand  of  lldsealn@*> 

as  a local  or  topical  anesthetic 


Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U.S.  PAT.  NO.  a. 441. 498  MADE  IN  U.S.A. 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  acid  urine' . . . higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.'* 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.^ 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references : 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med. 
258:1-7,  1958 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Refl.  U.  S.  Pat.  Off. 
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Benign  lesions  of  vagina  and  cervix  ■liKii 
Treatment  of  low  back  pain  . 

Rx  for  rural  areas 


CPC 

^esidenPs  pages 

Table  of  contents  page  2 


MH' 


VoLCME  56  • Number  2 


1 


EFFECTIVE  AGAINST  MOST  STRAINS  OF  STAPHYLOCOCCI 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOCENS 

Surveys  of  in  vitro  performance  of  various  antibiotics  over  the  past  several 
years  indicate  a definite  decrease  in  activity  against  the  staphylococcus^’^ 
CHLOROMYCETIN,  however,  continues  to  demonstrate  a high  degree  of  potency 
against  this  stubborn  pathogend'^  Even  the  strains  responsible  for  hospital- 
acquired  staphylococcal  infections,  which  are  resistant  to  most  other  antibiotics, 
may  be  sensitive  to  CHLOROMYCETIN.'^"^  For  this  reason,  it  has  been  recom- 
mended for  immediate  use  in  suspected  staphylococcal  infections  in  infants,  their 
mothers,  and  in  surgical  patients.^*’ 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  i.s  available  in  a variety  of  forms,  including 
Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have 
been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  should  be  made 
when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES^  (1)  Holloway,  ■W.J.,  & Scott,  E.  G.:  Delaware  M.J.  30:175,  1958.  (2)  Roy,  T.  E.,etaJ.:  Canad.  M.AJ. 
77:844,  1957.  (3)  Markham,  N.  E,  & Shott,  H.  C.  W.:  New  Zealand  M.  J.  57:55,  1958.  (4)  Royer,  A.,  in  Welch,  H.,  & 
Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  783.  (5)  Blair,  J.  E., 
& Carr,  /.A.M.A.  166:1192,  1958.  (6)  Caswell,  H.  T,  ct  al.:  Smg.,  Gynec.  h-  Obst.  106:1,  1958.  (7)  Fekety,  F.  R., 
et  aVfAm.  h Health  48:298,  1958.  (8)  Godfrey,  M.  E.,  & Smith,’  1.  M.:  J.A.M.A.  166:1197,  1958.  (9)  Kessler,  A.  D., 
& Se^.  R.  B.!  h Dis.  Child.  96:294,  1958.  (10^  Shaffer,  T.  E.:  J.  Michigan  M.  Soc.  57:851,  1958. 

% # 

PARKE,  DAVIS  &,  COMPANY  - DETROIT  32,  MICHIGAN  ^ 11^; 
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IN  VITRO  SENSITIVITY  OF  PATHOGENIC  STAPHYLOCOCCI  TO  CHLOROMYCETIN  AMO 
TO  ANOTHER  WIDELY  USED  BROAO-SPECTRUM  ANTIBIOTIC  FOR  1958, 1957,  and  1955* 


1958  (200  STRAINS) 


CHLOROMYCETIN  90.5% 


ANTIBIOTIC  A 37.5% 


1957  (200  STRAINS) 


CHLOROMYCETIN  94.0% 


ANTIBIOTIC  A 61.0% 


1955  (42  TO  103  STRAINS) 


CHLOROMYCETIN  98.0% 
ANTIBIOTIC  A 69.5% 


20  40 


60 


80  100 


'"Adapted  from  Holloway  and  ScottA  In  this  study  CHLOROMYCETIN 
and  Antibiotic  A were  used  in  identical  strengths  of  5 meg. 
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in  corticosteroid 
therapy  of 


asthma-hay  fever 
allergic  rhinitis 
allergic  dermatitis 


to  treat  more  patients  more  effectively 


a new  order  of  magnitude  in  therapeutic  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


Excellent  and  good-to-excellent  results  are  reportedt  with 
DECADRON  in  nearly  all  of  362  patients  with  various  allergic 
disorders,  including  a number  of  cases  who  had  failed  to 
respond  to  other  corticosteroids.  No  major  reactions  were 
observed  in  these  extensive  clinical  studies  even  after  four 
months  of  continuous  therapy— DECADRON  produced  no 
peptic  ulcer,  no  diabetes,  no  significant  hypertension,  no 
sodium  retention,  no  potassium  depletion,  no  edema,  no 
undesirable  psychic  reactions,  and  no  unusual  or  new  side 
effects.  Less  than  five  per  cent  of  patients  experienced  minor 
reactions,  none  of  which  prevented  continuing  administra- 
tion of  DECADRON. 

Moreover,  several  investigators  report  that  side  effects  in- 
duced by  previous  corticosteroid  therapy  such  as  gastric 


intolerance,  peripheral  edema,  headache,  vertigo,  muscle 
weakness,  ecchymoses,  flushing,  sweating,  moon  facies, 
hypertension,  hirsutism,  and  acne  often  disappeared  during 
therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  replace  one  4 mg. 
tablet  of  methylprednisolone  or  triamcinolone,  one  5 mg.  tablet  of 
prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or 
one  25  mg.  tablet  of  cortisone. 

Detailed  information  on  dosage  and  precautions  is  available  to  phy- 
sicians on  request. 

Supplied:  As  0.75  and  0.5  mg.  scored,  pentagon-shaped  tablets  in 
bottles  of  100. 

©1958  Merck  & Co..  Inc.  *DECADRON  is  a trademark  of  Merck  & 
Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA. 


Controls  Inflammation  and  Swelling... Relieves  Pain... 
Promotes  Healing  Through  Enchancement  of 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection. 


References;  1.  Innerfield,  I.;  Shub,  H.,  and  Boyd,  L.  J.flWw  England  J.  Med.  258:  1069  (May  24)  1958.  2.  Miller,  J.  M.;  Godfrey,  G.  C.;  Ginsberg,  M.  J.,  and 
Papastrat,  C.  J.:  J,  A.  M.  A,  166:478  (Feb.  1)  1958.  3.  Davidsotv,  E;  Prigot,  A.,  and  Maynard,  A.  de  L.:  Harlem  Hosp.  Bull.  II:  1 (June)  1958  *Reg.  U.  S.  Pat.  Off. 


Kelps  reduce  sweiilt 
attd  paln...sp9ei 
amPulationJ 


GlJRtU.S;*0!?S, 
and  abrasions... 
reduces  discomfort 
and  improves 
"cosmetic  resuit*'^ 


Helps  priimoie  druinaye . . 
hascens  patient's  relief.^ 
reduces  nucfcal  swelling. 


Established  Efficacy  and  Safety:  For  five  years 
Varidase,  in  parenterai  form,  has  been  used  \with 
success  in  many  thousands  of  cases.  Its  ability  to 
control  inflammation,  sweliing  and  associated  pain, 
aid  penetration  of  antibiotics,  and  hasten  healing 
has  been  demonstrated  in  such  conditions  as  severe 
trauma,  infected  uicerations,  and  following  exten- 
sive surgery. 

Now,  Parenteral  Effectiveness  . . . Simple  Buccal 
Route:  New  Varidase  Buccal  Tablets  give  your 
patients  the  benefits  of  systemic  Varidase  therapy 
without  the  inconvenience  of  repeated  injections. 
Absorbed  through  the  buccal  mucosa  in  fully  effec- 
tive amounts,  Varidase  Buccal  Tablets  may  be 
used  as  practical  adjunctive  therapy  in  your  practice 
within  these  broad  classifications: 


Inflammation  and  edema  associated  with;  trauma 
and  infection  . cellulitis  . abscess  . hematoma 
. thrombophlebitis  • sinusitis  . uveitis  . chronic 
bronchitis  . leg  ulcer  . chronic  bronchiectasis. 

Each  Varidase  Buooal  Tablet  contains  10,000  Units  Streptokinase 
and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccal  Tablets  should  be 
retained  in  the  buccal  pouch  until  dissolved.  For 
maximum  absorption  patient  should  delay  swallow- 
ing saliva. 

Dosage:  One  tablet  four  times  daily  for  a minimum 
of  three  days.  When  infection  is  present,  Varidase 
Buccal  Tablets  should  be  given  in  conjunction  with 
an  antibiotic  such  as  ACHROMYCIN*  V Tetracycline 
and  Citric  Acid. 

Available  in  bottles  of  24. 


*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES, 


Division  of  AMER  CAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Loosens  cough... resolves 
inflammation... 
increases  antibiotic 
penetration.’ 


^jieves  thrombotic 
f'  process,  controls 
swelling... gives 
I' . dramatic 

; relief  of  palf!.’i'’» 


i Furuncles, 

I carbuncles, 

abscesses...  checks 
swelling  and 
...hastens  healing.’- ^ 


The 

HOUSE-CALL 

ANTIBIOTIC 


• Effectiveness  demonstrated  in  more 
than  6,000,000  patients  since 
original  product  introduction  (1956) 


• Extremely  wide  range  of  action  is 
particularly  reassuring  when  culture  and 
sensitivity  testing  is  impractical 


■ 


More  than  90  clinical  references  attest  to  superiority  and 
effectiveness  of  Cosa~Signemycin  (Signemycin).  Bibliography 
and  professional  information  booklet  available  on  request. 

Science  for  the  world's  well-being 
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i.a.bora.toiize:s 

division,  Chas.  Pfizer  & Co.,  Inc.,  Brookl}^!  6,  N.  Y. 


SIGNEMYCIN 


GLUCOSAMINE-POTENTIATED  TETRACYCLINE  WITH  TRIACETYLOLEANDOMYCIN 

capsules  • oral  suspension  • pediatric  drops 
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iVhich  do  you  prefer? 


either  tnoy  serve 
your  need  for 
reloxetion. .. 


however  one  is  probably  more  to  your  liking  than 
the  other.  When  it  comes  to  preference,  several 
members  of  the  Colorado  State  Medical  Society 
had  a preference  in  insurance  and  organized  Em- 
pire Casualty  Company  because  they  preferred 
owning  and  operating  their  own  company  which 
would  give  them  the  benefit  of  low  rates  based  on 
actual  loss  experience  and  more  complete  mal- 
practice insurance  coverage. 

May  we  suggest  you  call  or  write  the  Insurance  De- 
partment of  Garrett-Bromfield  and  Company  and 
ask  them  to  give  you  information  relating  to  Physi- 
cians and  Surgeons  Professional  Liability  Insurance. 

CARL  W.  OHLIN 

INSURANCE  DEPT. 


:: 


Operating  Management 

201  Security  Bldg.  Denver,  Colorado  AComa  2-8621 
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Sf  or  severe  pain 

Reduce  fever 

Alleviate  the  general  malaise  of 


3pbols 

I OF 

PROVEN 

PAIN 

RELIEF 


CODEMPIRAL  NO.  2 


, . .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

TABLOID’ 

EMPIRI»r  COMPOUND 

Acetophenetidin gr.  2^4 

Aspirin  (Acetylsalicylic  Acid) gr.  3% 

Caffeine  gr.  V2 

...from  mild  pain  complicated  by  tension  and  restlessness. 

TiflDIDAI’^ 

I 

I I Acetophenetidin gr.  2V^ 

■ W II  III  Aspirin  (Acetylsalicylic  Acid) 31/2 

*Subject  to  Federal  Narcotic  Regulations 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABOR.LTORIES,  New  Brunswick,  N.J. 


fo?-  February,  1959 


11 


TAY^5 


PRONOUNCED 


designed  for 


superior  cord 


liive 


common 


infections 


( t rLacetylo!e^damycinJ--4— 


Capsttl^BS^  Sus^m^ 


Conditions  treated 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


No.  of 
Patients 


S58 

258 

65 

90 

44 

31 

28 


Improved 


Skin  and  soft  tissue  infections 

Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


230 

41 

51 

58 

43 

19 

18 




' 13":  -■ 

3 

8 

8 

2 

— 

8 ' 

-1 

— 

: 3 

1 

3 

1 

— 

1 

30 

8 

4 

Genitourinary  infections 

Acute  pyelitis  and  cystitis 
Urethritis  with  gonorrhea  or  cystitis 
Pyelonephritis 
Salpingitis 

Pelvic  inflammation  with  endometriosis 


Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 


in  the 
patient: 


95%  effective  in  published  cases' 
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in  the 
laboratory: 

over  00%  effective 
against  resistant  staph 

COMPARATIVE  TESTS  BY  THREE  METHODS 
(DISC,  TUBE  DILUTION,  CYLINDER  PLATE) 
ON  130  STAPHYLOCOCCI’ 


B Antibiotic  A 2-10  units  H Tao  2-15  meg. 

I Antibiotic  B 5-30  meg.  H Antibiotic  D 2-15  meg. 

n Antibiotic  C 5-30  meg.  H Antibiotic  E 5-30  meg. 

Percentage  of  organisms  inhibited  by  the  range  of 
concentrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 


Rapidly  absorbed  - stable  in  gastric  acid,’’  TAO 
needs  no  retarding  protective  coating 
Low  in  toxici^— freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable  — “practically  tasteless"'  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
, body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules— 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension— 1.5  6m., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
twttle. 

References:  J.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat, 
In  press.  2.  Leming,  8.  H.,  Jr.,  et  al.s  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Oiansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.:  Antibiotics  Annual  1957-1958.  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  isenberg, 
H„  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.; 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C..  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations  . 

Tao  Pediatric  Drops 

For  children— fJavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers- 5 drops  (approx. 
25  mg.)  and  10  drops  (approx.  50  mg.). 

10  cc.  bottle. 

Tao-AC  (Tao  analgesic,  antihistaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

Taomid*  <Tao  with  tfipie  suUas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action— in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Allergy-free. ..all  day... 
with  this  much  medication 


Typically,  the  allei'gic  patient  can  enjoy  a whole  day’s  freedom  from  symptoms  with  just  one  Pyri- 
benzamine  Lontab  in  the  morning— a whole  night  of  restful  sleep  with  just  one  Lontab  in  the  evening. 

The  outer  shell  of  the  unique  Lontab  actually  contains  an  effective  dose  of  Pyribenzamine  which  is 
released  minutes  after  the  Lontab  enters  the  stomach.  Thereafter,  medication  is  released  uniformly 
and  continuously  from  the  specially  formulated  inner  core  of  the  Lontab -sustaining  antiallergic 
effect  as  long  as  12  hours. 

For  patients  who  need  only  periodic  medication,  regular  Pyribenzamine  tablets  provide  fast, 
dependable  action,  with  a minimum  of  undesirable  side  effects. 

SUPPLIED  : Pyribenzamine  Lontabs— full-strength  — 100  mg.  (light  blue).  Pyribenzamine  Lontabs— half- 
strength—50  mg.  (light  green);  for  children  over  5 and  adults  who  require  less  antiallergic  medication. 
Pyribenzamine  Regular  Tablets,  50  mg.  (green,  scored)  and  25  mg.  (green,  sugar-coated). 

Pyribenzamine®  hydrochloride  (tripelennamine  hydrochloride  CIBA)  Lontabs®  (long-acting  tablets  Cl'S  A) 

CIBA  SUMMIT,  N.J. 

Pyribenzamine  Lenlabs 

JUST  ONE  KEEPS  YOUR  ALLERGIC  PATIENT  ON  A 12-HOUR  THERAPEUTIC  PLATEAU 
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RATIONALE 

"It  appears  that  there  is  now  available  in 
chlorothiazide  a drug  which  is  a specific 
antagonist  to  the  abnormal  sodium 
metabolism  seen  in  the  vast  majority  of 
hypertensive  patients.  The  use  of  this  agent 
[DIURIL]  may  stand  the  test  of  time  as  the 
most  vital  and  specific  weapon  in  the 
treatment  of  a relatively  non-specific  disease 
in  which  the  only  specific  abnormality  known 

is  one  of  sodium  metabolism 

Chlorothiazide  now  appears  to  be  the  drug  of 
choice  when  initiating  therapy  in  the 
average  hypertensive  patient." 

Reinhardt,  D.  J.: 

Delaware  State  Med.  J.  30:1,  January  1958. 

RESULTS 

"We  have  presented  a group  of  48  patients 
previously  treated  with  a variety  of 
antihypertensive  agents.”  “Upon  the  addition 
of  chlorothiazide  to  their  regimens,  there 
was  realized  an  additional  blood  pressure 
lowering  effect  of  23  mm.  systolic  and 
11  mm.  diastolic.” 

Bunn,  W.  H.,  Jr.; 

Ohio  State  Med.  J.  54:1168,  September  1958. 

MINIMAL  SIDE  EFFECTS 

"There  is  an  extremely  wide  range  between 
therapeutic  and  toxic  dosage,  and  no 
significant  side  effects  and  no  sensitivity  to 
the  drug  as  yet  have  been  observed.” 

“. . . it  seems  desirable  to  add  potassium 
chloride  4 Gm.  per  day  .•. . in  cases  of 
hypertension. . . .” 

Herrmann,  G.  R.,  Hejtmancik,  M.  R.,  Graham,  R.  N. 
and  Marburger,  R.  C.: 

Texas  State  J.  Med.  54:639,  September  1958. 

dosage:  one  250  mg.  tablet  DIURIL  b.i.d.  to  one 
500  mg.  tablet  DIURIL  t.i.d. 

supplied:  250  mg.  and  500  mg.  scored  tablets  DIURIL 
(Chlorothiazide)  bottles  of  100  and  1000. 

DIURIL  is  a trademark  of  Merck  & Co.,  INC. 

© 1959  Merck  & Co.,  INC. 

Trademarks  outside  the  U.S.; 

CHLOTRIDE,  CLOTRIDE,  SALURIC. 


T as  designated  by  the  A.M.A.  Council  On  Drugs,  1958 


Specific  Antihistaminic  Effect 

reduces— erythema,  excoriation 
and  extent  of  lesions^'^ 


Psychotherapeutic  Potency 

relieves— tension,  anxiety 
and  itching/"* 


Recommended  Oral  Dosage: 

50  mg.  q.i.d.  initially;  adjust  according  to 
individual  response. 

Refei’ences ; 1.  Feinberg,  A.  R.,  et  al. : J.  Allergy 
29:358  (July)  1958.  2.  Eisenberg,  B.  C.,  Clinical 
Medicine  5:897-904  (July)  1958,  3.  Robinson, 
H.  M.,  et  al..  J.A.M.A.  151:604-606  (June  16) 
1958.  4.  Robinson,  H.  H.,  et  al. . So.  Med.  J. 
50:1282  (Oct.)  1957. 

"'Trademark 


Supplied  as: 

Vistaril  Capsules--25  mg.,  50  mg.,  100  mg. 
Vistari!  Parenteral  Solution  — 10  cc.  vials 
and  2 cc.  Steraject®  Cartridges,  each  cc. 
containing  25  mg.  hydroxyzine  (as  the  HCl) 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.  Inc.,  Brooklyn  6,  N.  Y. 
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Restore  G.L  harmony 

promptly— in  virtually  all  {HarrheaS—wIth 


or 


DON NAGEL 

DON  NAGEL  With  NEOMYCIN 


These  comprehensive  formulae  provide  adsorbent,  demulcent,  anti- 
spasmodic  and  sedative  effects  — with  or  without  an  antibiotic,  as 
may  be  desired.  For  prompt  and  more  dependable  control  of  virtu- 
ally all  diarrheas. 


DONNAGEL:  In  each  30  cc.  ( 1 fl.  02.): 

Kaolin  (90  gr.) 6.0 Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide..  0.0065  mg. 

Phenobarbital  (U  gr.) 16.2  mg. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Ethical  Pharmaceuticals  of  Merit  since  1878 


...for  all  ages... 


DONNAGEL  WITH  NEOMYCIN: 

Same  formula,  plus 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


a highly  effective 
antitussive' 


H 


ins  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  7878 


Preferred  by  patients  as  to  "effectiveness^  taste 
and  absence  of  undesirable  side-effects"^ 


Robitussin;  Each  5-cc.  tea- 
spoonful  contains  glyceryl 
guaiacolate  100  mg. 


Robitussin  A-C:  Same  formula, 
plus  prophenpyridamine 
maleate  7.5  mg.  and  codeine 
phosphate  10  mg.  per  5 cc. 
Exempt  narcotic. 


Supply;  Bottles  of  4 fl.  oz., 
1 pint  and  1 gallon. 


1.  Bickerman.  H.  A.:  In  Drugs  of 
Choice  1958-1959,  ed.  by  W.  Modell, 
Mosby,  St.  Louis.  1958,  p.  562. 


2.  Hayes,  E.  W.,  and  Jacobs,  L.  S. : 
Dis.  Chest  30:441,  1956. 


Robitussin 
Robitussin  A-C 


or 


nnsj 


ROBITUSSIN  WITH  ANTIHISTAMINE  AND  CODEINE 


just  two  tablets 

at  bedtime 

After  full  effect 
one  tablet 
suffices 


Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  side  effects. . .the 
smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  significantly  less  toxicity 
than  reserpine . , . and  with  a lower  incidence 
of  depression.  Tolerance  does  not  develop. 

Rauwiloid  is  initial  therapy  for  every 
hypertensive  patient.  .. .Dosage  adjust- 
ment is  never  a problem... 

• 

When  more  potent  drugs  are  needed,  prescribe  one 
of  the  convenient  single- tablet  combinations 


alseroxyton  1 mg.  and  alkavervir  3 mg. 


alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


Many  patients  with  severe  hypertension  can  be  maintained 
on  Rauwiloid  alone  after  desired  blood  pressure  levels  are 
reached  with  combination  medication. 


NorfhffVge,  California 
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Lowers  blood  pressure  — maintains  mental  alertness 

calms  the  patient  under  stress 


Rautensin  provides  a smooth,  gradual  and  sustained  reduction  of  blood 
pressure  without  sudden  rebounds  or  abrupt  declinesd  Rautensin’s  tran- 
quilizing  properties  calm  the  tense  and  anxious  hypertensive  without 
impairing  alertness,  without  producing  excessive  lethargy  or  drowsiness. 

The  risk  of  Rauwolfia-induced  depression  is  markedly  reduced  since  the 
alseroxylon  fraction  alone  is  used.^  Even  on  long-term  administration  side 
actions  . . are  either  completely  absent  or  so  mild  as  to  be  inconsequential.”^ 

Rautensin^ 

Each  tablet  contains  2 mg.  of  the  purified  alseroxylon 
complex  of  Rauwolfia  serpentina 

1.  Wright,  W.  T.,  Jr.;  Pokorny,  C.,  and  Foster,  T.  L.:  Kansas  M.  Soc.  57:410,  1956.  2.  Gilchrist, 

A.  R.:  Brit.  M.  J.  2:1011  (Nov.  3),  1956.  3.  Terman,  L.  A.:  Illinois  M.  J.  i:67,  1957. 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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What  he  needs  for  immediate  cough  control . . 


CITRA  FORTE 
SYRUP 


. . . Most  powerful  and  effective  cough  suppressant  available ! (5.0  mg.  dihydrocodeinone 
per  tsp.  plus  multiple  antihistamines  and  expectorant) . Prompt  — prolonged  — yet 
economical  cough  therapy. 

Dosage  —1  or  2 teaspoonfuls  every  3-U  hours. 

. For  relief  of  minor  coughs  (contains  1.67  mg. 

dihydrocodeinone/teaspoon )‘. 

Dosage  = 1 or  2 teaspoonfuls  every  3-U  hours. 


EITRA  CAPSU 


0 Z ...  For  immediate  relief  from  most  cold 
symptoms.  Most  powerful,  orally  effective  Decongestant . . . plus  three  Antihistamines . . . 
helps  bring  immediate  relief  from  cold  symptoms  with  minimum  side  effects. 


Dosage  — 2 capsules  stat,  1 q.  U hrs. 


LOS  ANGELES  54,  CALIFORNIA  ■ V I .fri;  & COMPANY 


Exactly  how 

does  new  Halodrin*  restore  the 
"premenopausal  prime  ” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause— the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women, 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during  a 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2y2  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone)— the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years. 


I^folin 
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SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  SPONTIN® 

(Ristocetin,  Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections-. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis^. 

901066 
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Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported®, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a short  space  of  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  [)  o 
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STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 
—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.®” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.®” 

Spontin  In  Treating  Seven  Diflicult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.’^” 

Spontin  Blood  Levels  In  ChUdren  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fail  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.®” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.®” 

Spontin  In  Treating  ChUdren  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy.^®” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al..  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al..  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children.  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al..  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual,  1958-59. 
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Nott)  -All  cold  symptoms 
can  be  controlled 


Provides  Trianiinic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapy.t 

Provides  w'ell-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.:  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


first- the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  reiief 


then- the  inner  core 
reieases  its  ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESIC  tablet  provides: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 

pyrilamine  maleate  . . . 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer 
liquid  medication:  Tussagesic  suspension 


Dosage:  One  tablet  in  the  morning,  midafter- 
noon and  in  the  evening,  if  needed. 


Tussagesic* 


timed-release 

tablets 


^Contains  TRIAMINIC  to  MillJ  running  noses  and  open  stuffed  noses  orally 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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More  ejfective  clinically 
in 


the  first  true  tranquilaxant 


0.  p 

V 


C— Cl 


N— CH. 


Chlormethazanone 

2-(4-chlorophenyl)-3-methyl-4-metathiazanone-l-dioxide 


the  first  true 

TRANQUILAXANT^ 


MUSCLE  RELAXANT 
and  TRANQUILIZER 


clinical 
results  in 


ij(tran-qui-lax-ant  (tran'kwi-lak'sant) 
1 < L.  tranquillus,  quiet;  L.  laxare,  to 
loosen,  as  the  muscles! 


Clinical  Comments 


f# 


‘We  have  just 
started  using  it 
[Trancopal]  for 
relaxing  spastic 
musculature  and 
are  very  much 
encouraged.”^ 

Baker,  University  of 
Minnesota  Medical 
School 


“Chlormethazanone 
[Trancopal]  not  only 
relieved  painful  muscle 
spasm,  but  allowed  the 
patients  to  resume 
their  normal  activities 
with  no  interference 
in  performance  of 
either  manual  or 
intellectual  tasks.”^ 

Lichtman,  New  York 
Polyclinic  Medical  School 
and  Hospital 


“The  effect  of  this 
preparation  in  these 
cases  [skeletal  muscle 
spasm]  was  excellent 
and  prompt . . 

Mullin  and  Epifano,  Long 
Island  College  Hospital 


‘In  120  patients 
with  anxiety  or  tension 
states,  114  received 
satisfactory  control  of 
their  condition.  Severe 
dysmenorrhea  and 
premenstrual  tension 
in  65  patients  refractory 
to  the  usual  medications 
were  relieved 
satisfactorily 
in  56.”4 
Lichtman 


91^  Effective  in  Musculoskeletal  Disorders 


Indications 


Degree  of  Ejfectiveness^ 


ToftieeSlls  (sf^  ^ck) 


96% 


BorsHis  (mifscle  spasmf 


95% 


Kbeumatoiil  arthritis  (nittscte 


i O^liwartiiritis  Ciitusel^  sp 


89% 


89%  Effective  in  Psychogenic  Disorders 


Indications 


Degree  of  Effectiveness^ 


The  results  of  clinical  studies  of  over  4092  patients 
by  105  physicians  demonstrate  that  Trancopal  often  is 
effective  when  other  drugs  have  failed.  From  these 
studies  it  is  clear  that  Trancopal  probably  can  provide 
more  help  for  a greater  number  of  tense,  spastic, 
and/ or  emotionally  upset  patients  than  any  other 
pharmaceutical  agent  in  current  use. 


^Excellent,  good  and  fair 


Dosage : 

Usual  adult  dose,  1 Caplet 
( 100  mg.)  three  or  four  times 
daily.  Children  (from  5 to  12 
years) , % Caplet  (50  mg.) 
three  or  four  times  daily. 

Supplied : 

Trancopal  Caplets®  (peach 
colored,  scored)  100  mg., 
bottles  of  100  and  1000. 


the  first  true  tranquilaxant 


ADVANTAGES  OF  TRANCOPAL 

• Lower  incidence  of  side  effects 
than  with  zoxazolamine,  metho- 
carbamol or  meprobamate. 

• No  known  contraindications. 
Blood  pressure,  pulse  rate,  res- 
piration and  digestive  process- 
es unaffected  by  therapeutic 
dosage.  No  effects  on  hemato- 
poietic system  or  liver  and  kid- 
ney function. 

• Low  toxicity.  “As  safe  as  as- 
pirin." 

• No  gastric  irritation.  Can  be 
taken  before  meals. 

• No  clouding  of  consciousness, 
no  euphoria  or  depression. 

• No  perceptible  soporific  ef- 
fect, even  in  high  dosage. 


SUPPLIED 


in 

this  capsule 
lives  the 
most  widely 
used 


the  most 
widely  useful 
antibiotic 


in  the 
world 

® V 


SUPPLIED  IN  CAPSULES  OF  250  MG. 
WITH  250  MG.  CITRIC  ACID. 

AND  lOO  MG.  WITH  lOO  MG.  CITRIC  ACID. 


LEDERLE  LABORATORIES,  A DIVISION  OF  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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^fter 

MASTECTOMY 


IDENTICAL® 

FORM 


''Surprisingly  Simple'' 

breast  form 

Normal  Contour 
Natural  Alignment 
Life-like  Motion 
Self-Confidence 

through  balancing  weight  compensation 
and  natural  fluidity  of  motion 

adaptable  to  any  brassiere,  even  bathing  suit 

Recommended  by  leading  doctors  because  of  its  excellent 
cosmetic  results  and  its  ability  to  meet  the  patient’s  pre- 
viously overlooked  physiological  needs. 

Available  in  24  sizes  to  take  care  of  every  figure  type. 


Restored 


Camp-Ziemau 

LYMPHEDEMATOVS 

ARM  SLEEVE 

for 

Swelling  of  the  Arm 
After  Radical 
Mastectomy 


A needed  surgical  appliance 
that  provides  proven  relief, 
is  easy  for  patient  to  apply 
and  stays  in  place. 

Completely  adjustable  and 
comfortable  for  patient  to 
wear. 


Experienced  Lady  Fitter  In  Attendance 


Ceo.  Berbert  &Sons,  Inc. 

1717  Logan  Street,  Denver  3,  Colo.,  Telephone  ALpine  5-0408 


our 


56tli 


unniue 


Will  be  looking  forward  to  seeing  you  at  our  Booths  (Nos.  1,  2,  3)  during 

the  coming  Midwinter  Clinical  Session,  February  17th  through  the  20th 
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2 mg. 
0.225  Gm. 


CN-J.6H8 


0.12  Gm. 


30  mg 


0.03  Gm. 


‘ Each  teaspocmful  (5  cc.)  coi^airts: 

Dihydrocodeinone  Wtartrate  1,67  mg. 

Chlor-Trimeton®  Maleate 
(ehlorprophenpy ridaraine  maleate) 

Sodium  salicylate 
Sodium  citrate 
Caffeine 
Glyceryl  guaiacolate 

^ ©Exempt  narcotic, 

SCHEEIKG  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


s 


V-CILLIN  r... 

dependable,  fast,  effective  therapy 


V-Cillin  K produces  therapeutic  blood 
levels  in  aU  patients  within  five  to  fifteen 
minutes  after  administration — levels 
higher  than  those  attained  with  any 
other  oral  peniciUin.  Infections  resolve 
rapidly.  Dosage:  125  or  250  mg.  three 
times  daily.  Supplied:  In  scored  tablets 
of  125  and  250  mg.  (200,000  and  400,000 
units) . 


New:  V-CiUin  K®  Sulfa.  Each  tablet  com- 
bines 125  mg.  of  V-CiUin  K with  0.5  Gm. 
of  the  three  preferred  sulfonamides. 

New:  V-Cillin  K,  Pediatric,  a taste  treat 
for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides 
125  mg.  of  V-Cillin  K. 

V-Cillin  iC®  {penicillin  V potassium,  Lilly) 

V-Cillin  K®  Sulfa  {penicillin  V potassium  with 
triple  sulfas,  Lilly) 


ELI  LILLY  AND  COMPANY 
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Stamping  Out 
Disease 


.ERE  IS  A RECENT  NEWS  CAPSULE  printed  in 

the  A.M.A.  News; 

Stamp:  A.M.A.’s  House  of  Delegates  will  request 
the  Post  Office  Department  to  issue  a memorial 
stamp  commemorating  the  150th  anniversary  of 
the  first  successful  oophorectomy  on  record,  per- 
formed by  Dr.  Ephraim  McDowell  on  December 
25,  1809,  at  Danville,  Ky.,  on  Jane  Todd  Crawford. 

Ye  glands  and  little  fissures,  what  next? 
We  would  agree  that  stamps  honoring  spe- 
cific men  such  as  Lister 
and  Pasteur  in  Europe  or 
Osier  and  perhaps  some- 
day Salk  in  our  own 
country  are  in  order.  A 
specific  important  event  such  as  the  use  of 
the  first  surgical  anesthetic  is  certainly 
worthy  of  philatelic  recognition.  But  to  lay- 
men and  most  medical  men  alike  isn’t  the 
first  oophorectomy  less  than  sublime  in  im- 
portance? (The  very  name  of  the  operation 
sounds  ridiculous  enough  to  the  non-physi- 
cian!) 

We  could  as  well  depict  the  first  sub- 
mucus resection  for  our  ENT  colleagues. 
“U.  S.”  could  be  inscribed  on  one  turbinate, 
“POSTAGE”  on  another  and  a delicately 
looped  iodoform  pack  could  border  the  stamp. 
To  give  our  urologists  proper  recognition,  a 
beaut  of  a stamp  could  be  created  to  honor 
the  first  transurethral  prostatectomy.  Decency 
would  demand  a cystoscopic  view,  of  course. 
Perhaps — as  in  the  stamps  from  Lichsten- 
stein — a triangular  format  would  be  appro- 
priate with  “40”  in  each  corner  of  the  trigone. 

If  the  OB-GYN  specialists  should  agree  to 
choose  another  theme,  how  about  a cutaway 
drawing  of  a version  and  extraction  with  a 
red  and  blue  twisted  umbilical  cord  to  frame 
the  scene?  This  important  event  would  be 
better  honored  as  a “Special  Delivery”  in  our 
opinion.  And  true  philatelists  would  be  ec- 
static to  receive  a plate  block  of  four  stamps 
on  an  envelope  postmarked  “Loveland,  Colo- 
rado,” with  the  bold  cancellation  across  it, 
“First  Day  of  Issue.” 


The  J. A.M.A.  recently  published  comment 
upon  an  article  which  appeared  in  the  Trans- 
actions and  Studies  of  the  College  of  Physi- 
cians of  Philadelphia.  It  was  concerned  with 
the  death  at  nearly  93  years  of  Frederick  G. 

Novy,  one  of  the 

Once  Upon  a Time.  American  pioneers 

in  microbiology.  Dr. 
East  Came  IC est  Novy  was  an  in- 

structor in  hygiene 
in  the  University  of  Michigan  during  the 
latter  part  of  the  nineteenth  century.  He  had 
gone  to  Europe  to  learn  new  facts  and  meth- 
ods in  this  relatively  new  basic  science.  It 
was  not  until  1889  that  a course  in  bacteri- 
ology was  available,  and  few  students  took 
the  course.  Among  them  was  a physician 
who  came  west  to  Colorado  for  reasons  of 
health,  to  recover  and  become  a tower  of 
strength  in  the  early  history  of  medicine  in 
our  territory. 

Dr.  Henry  Sewall,  then  professor  of  physi- 
ology, took  one  of  the  first  three-month 
elective  courses  in  bacteriology  at  Ann  Arbor. 
He  appreciated  Novy’s  ability  and  foresight 
and  recognized  his  stature  as  a teacher  and 
investigator.  Those  of  us  who  remember 
Henry  Sewall  and  the  dignity  which  he  im- 
parted to  our  profession  in  the  early  part  of 
this  century  were  pleased  to  see  that  his 
name  has  not  been  forgotten.  It  obviously 
remains  secure  in  the  founding  and  the  ar- 
chives of  physiology  and  bacteriology. 

An  eastern  physician.  Dr.  Lowell  Cabot, 
was  the  author  of  a recent  article  in  Medical 
Economics  which  contended  that  practically 
everything  good  in  medicine  has  had  its  in- 
ception in  the  East.  He  defended  himself  with 
many  statistics,  but  we  do  not  know  how 
complete  and  how  colored  by  regional  preju- 
dice. He  was  ably  answered  in  a few  words 
by  Harold  Ellithorpe  in  The  Daily  Journal, 
a western  legal  newspaper.  Mr.  Ellithorpe’s 
article  was  concluded  with  this  sentence, 
“Our  greatest  freedom  is  from  snobbish  prej- 
udice.” He  incidentally  thought  that  Dr. 
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Lowell  Cabot  bears  an  appropriate  name! 
Without  going  too  far  afield  on  the  subject 
of  East  is  East  and  the  “barbarian  West  no 
longer  tars  and  feathers  its  critics,”  let  us 
doff  our  hats  to  the  memory  of  Henry  Sewall. 
We  are  glad  he  became  a westerner. 


w.  ARE  UNDERSTANDABLY  CONCERNED  with 

rising  hospital  costs  and  the  effect  of  increas- 
ing premium  rates  upon  pre-payment  plans. 
The  Executive  Director  of  the  Colorado  Hos- 
pital Association,  one  of  its  past-presidents, 

and  a mem- 

Abuse  of  Pre-Payment 

Denver  Hos- 

PLans  Must  Be  Minimized  pital  Council 

were  recent- 
ly requested  to  sit  with  the  Board  of  Trustees 
of  the  Colorado  State  Medical  Society  re- 
garding overutilization  of  Blue  Cross-Blue 
Shield  plans.  It  seems  that  one  or  more  such 
plans  must  soon  request  permission  to  in- 
crease subscription  rates.  During  the  confer- 
ence which  followed,  experiences  of  hospital- 
ization plans  elsewhere  in  the  U.  S.  were 
discussed.  The  waiting  period  of  patients  for 
hospitalization  had  been  reduced  and  length 
of  hospitalization  decreased  in  some  regions. 
A committee  from  the  staff  of  a hospital  in 
Allentown,  Pennsylvania,  had  been  created 
to  study  the  problem  and  hospitalization  sta- 
tistics in  that  area  were  favorably  influenced, 
almost  at  once.  Later,  when  Blue  Cross  ap- 
proached the  Insurance  Commissioner  of  one 
state  for  a rate  increase,  they  were  told  that 
it  would  not  be  granted  unless  the  hospitals 
in  question  and  their  physicians  made  similar 
efforts  to  reduce  patients’  waiting  period  and 
length  of  stay! 

Similar  projects  might  be  fruitful  in  our 
own  Rocky  Mountain  States.  When  Blue 
Cross  plans  seek  increases  in  rates,  the  Insur- 
ance Commissioners  will  of  course  scrutinize 
efforts  of  physicians  and  hospitals  to  keep 
hospital  costs  within  reason.  There  is  evi- 
dence of  feeling  generally  that  neither  group 
has  made  sufficient  effort  to  curb  abusive 
practices. 

The  responsibility  is  divided  between  pa- 
tients, hospitals,  and  the  physicians  who 


actually  have  control  over  hospital  admis- 
sions. A representative  committee  consisting 
perhaps  of  a radiologist,  a pathologist,  and 
other  staff  members  could  classify  medical 
and  surgical  conditions  in  relation  of  urgency 
of  hospitalization — emergency,  less  pressing, 
and  elective.  Tabulation  and  distribution  of 
such  information  to  medical  societies  and 
hospitals  might  or  might  not  be  beneficial. 
The  least  it  could  do  would  be  to  cause  staff 
members  to  be  more  thoughtful  regarding 
priority  of  their  cases. 

Knowing  something  of  human  personal- 
ity, we  believe  that  realistic  control  of  abuse 
will  not  prevail  until  some  sensible  financial 
penalty  for  hospital  admission  is  imposed 
upon  the  policyholder — explained,  of  course, 
in  full  size  print  in  the  contract  and  reflected 
in  premium  advantage  in  favor  of  the  payer. 
As  long  as  it  is  desirable  financially  for  pa- 
tients to  be  hospitalized  instead  of  being 
treated  at  home  or  in  the  doctor’s  office,  there 
will  be  a significant  showing  of  unnecessary 
admissions  and  reluctance  at  the  other  end 
to  depart  at  the  earliest  safe  and  feasible 
time.  There  is  a peculiar  dearth  of  “emer- 
gency” admissions  during  the  Christmas  and 
Easter  holiday  seasons.  We  wonder  why 
holders  of  Blue  Cross  contracts  appear  to  be 
particularly  prone  to  require  longer  than 
average  and  more  complicated  periods  of 
convalescence  following  festive  days  and 
nights! 

Insurance  carriers  will  probably  find  an- 
swers to  many  woes  as  they  write  more 
policies  with  deductible  clauses.  They  elim- 
inate a high  per  cent  of  “nuisance”  claims 
in  casualty  and  personal  floater  policies.  Why 
should  they  not  do  as  much,  and  perhaps 
more,  in  the  rapidly  growing  hospital,  health 
and  accident,  medical  and  surgical  expense 
policies? 


T'he  Midwinter  Clinical  Session  of  the 
Colorado  State  Medical  Society  will  be  an 
interesting  meeting  from  the  scientific  point 
of  view  and  from  the  business  side.  Plan  to 
attend  all  of  the  meetings  and  don’t  forget  to 
bring  your  wife  so  she  can  participate  in  the 
functions  arranged  for  her  by  the  Auxiliary. 
February  17-20,  Shirley-Savoy  Hotel,  Denver. 
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Benign  lesions 
of  the  vagina  and  cervix* 

Roy  G.  Holly,  M.D.,  Omaha,  Nel)raska 


A revietv  of  the  treatment  of  common 
office  conditions.  Explicit  outlines  for 
management  of  mondial  and  trichomonal 
vaginitis  and  cervicitis  are  included. 


The  frequency  with  which  the  physician  is 
called  upon  to  treat  various  vaginal  and 
cervical  disorders  emphasizes  the  need  for 
discussion  from  time  to  time  of  the  principles 
of  management.  To  my  knowledge  no  new 
or  drastic  alteration  of  our  approach  to  these 
problems  has  appeared  in  recent  years.  The 
number  of  methods  for  treatment,  particu- 
larly in  the  area  of  vaginal  and  cervical  in- 
fections attests  to  the  fact  that  several  meth- 
ods can  be  successful.  It  is  the  purpose  of 
this  discussion  to  review  briefly  the  anatomy 
and  physiology  of  these  two  organs  and  to 
discuss  the  management  of  various  benign 
lesions  by  means  which  have  proved  success- 
ful. It  is  hoped  that  those  who  must  practice 
office  gynecology  can  in  some  small  way 
profit  by  review  of  the  problem. 

The  vagina  is  lined  with  stratified  squa- 
mous epithelium  similar  to  the  epithelium 
of  the  cervix  and  vulva.  It  does  not  have  a 
keratinized  superficial  layer  of  cells.  The 
lower  third  of  the  vagina  is  derived  embryo- 
logically  from  the  urogenital  sinus.  The 
upper  two-thirds  is  formed  by  a fusion  of  the 
Mullerian  ducts  which  in  turn  is  “burrowed 
out”  by  the  urogenital  sinus  epithelium.  The 

*The  author  is  the  Chairman,  Department  of  Obstetrics  and 
Gynecology,  University  of  Nebraska  College  of  Medicine. 
Omaha,  Nebraska. 
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forerunner  of  the  Mullerian  ducts  in  this 
area  are  the  paired  Wolffian  ducts,  vestigial 
structures  in  the  female  but  remnants  of 
which  can  become  cystic  and  require  re- 
moval. In  childhood  and  in  the  post  meno- 
pausal woman  the  vaginal  squamous  mucosa 
is  a thinned  out  membrane  with  relatively 
few  layers  of  cells.  During  the  childbearing 
period  the  epithelium  is  greatly  thickened. 
The  vagina  normally  has  a flora  of  bacteria 
containing  diphtheroids,  Doderlein  bacilli, 
staphylococci  and  streptococci.  This  flora  is 
normally  absent  in  the  pre-pubertal  and  post 
menopausal  periods  of  life.  During  the  repro- 
ductive period  the  normal  pH  varies  from 
4.0  to  5.0  and  glycogen  is  present.  It  is  thought 
that  the  breakdown  of  glycogen  to  lactic  acid 
by  Doderlein  bacilli  maintains  the  acid  pH 
of  the  vagina.  Glycogen  is  absent  from  the 
pre-pubertal  and  post  menopausal  vagina  and 
here  the  pH  approaches  neutrality  of  7. 

The  cervix  is  a fibro-muscular  organ  cov- 
ered on  its  vaginal  surface  by  squamous 
epithelium.  The  cervical  canal  is  lined  by 
columnar  epithelium  of  Mullerian  duct  or- 
igin. Dipping  deeply  into  the  stroma  are 
racemose  glands  which  secrete  a mucous 
material  having  a pH  of  7.5.  This  so-called 
mucous  plug  liquifies  at  ovulation  and  many 
women  detect  a watery  discharge  at  this 
time  in  their  cycle.  The  interplay  at  the  ex- 
ternal os  of  the-  cervix  between  the  squamous 
and  columnar  epithelium  is  important  when 
considering  cervical  erosion,  cervicitis  and 
early  carcinoma  and  will  be  discussed  in  de- 
tail in  later  paragraphs. 

Quite  naturally  the  benign  lesions  fall 
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into  three  categories: 

1.  Traumatic. 

2.  Benign  tumors. 

3.  Inflammatory. 

1.  Traumatic  lesions  of  the  vagina 
and  cervix 

Traumatic  lesions  of  the  vagina  are  rela- 
tively rare  and  usually  result  from  the  intro- 
duction of  foreign  bodies  into  the  vagina. 
Bleeding  may  be  profuse.  Therapy  includes 
removal  of  the  offending  article  and  sutur- 
ing of  the  laceration.  In  Omaha  we  have  had 
a considerable  number  of  vaginal  hemor- 
rhages result  from  permanganate  burns.  The 
concentrated  permanganate  was  used  as  an 
abortifacient  with  resulting  punched  out  ul- 
cerative areas  high  in  the  vagina.  We  have 
found  that  sutures  are  required  here  to  con- 
trol bleeding. 

Traumatic  lesions  of  the  cervix  most  com- 
monly result  from  childbirth.  The  routine 
inspection  of  the  postpartum  cervix  is  the 
only  means  of  detecting  the  smaller  lacera- 
tions which  do  not  bleed.  These  lacerations 
are  easily  repaired  by  means  of  interrupted 
mattress  sutures  of  fine  catgut.  A standard 
of  present  obstetric  delivery  care  demands 
inspection  of  the  cervix  after  every  delivery, 
whether  traumatic  or  not. 

2.  Benign  tumors  of  the  vagina  and  cervix 

Benign  tumors  of  the  vagina  include: 

a.  Gartner  duct  cysts. 

b.  Inclusion  cysts. 

c.  Condylomata. 

d.  Solid  tumors  including  myomas,  fibromas, 
adenomyoma,  etc. 

The  gartner  duct  cysts  are  formed  from 
the  vestigial  Wolffian  apparatus  lying  lateral 
to  the  uterus,  cervix  and  upper  vagina.  They 
are  filled  with  clear  fluid  and  lined  by  a 
single  layer  of  cuboidal  epithelium.  These 
cysts  lie  anteriolateral  in  position.  Surgical 
removal  is  seldom  difficult  and  is  advocated 
because  the  benign  or  malignant  nature  of 
any  such  lesion  is  often  in  question.  Inclu- 
sion cysts  result  from  deposition  of  islands 
of  mucosa  beneath  the  surface  at  the  time 
of  episiotomy  or  perineorrhaphy  repair. 
These  are  benign  lesions  and  require  removal 
only  if  symptomatic.  Solid  tumors  of  the 


vagina  are  usually  sessile  or  pedunculated. 
Removal  in  the  office  is  made  easy  by  first 
tying  a loop  of  catgut  around  the  base  of  the 
pedicle.  Condylomata  of  the  vagina  are  most 
satisfactorily  managed  by  touching  each  veg- 
etative growth  with  50  per  cent  podophyllin 
solution. 

The  cervical  polyp  is  the  one  benign  le- 
sion of  the  cervix  worthy  of  mention.  They 
arise  from  the  endocervix,  are  rarely  malig- 
nant but  should  always  be  examined  micro- 
scopically. Smaller  polyps  can  usually  be  re- 
moved as  an  office  procedure  by  twisting 
the  pedicle  with  a hemostat  or  uterine  pack- 
ing forceps.  The  base  of  the  pedicle  can  be 
touched  with  a cautery  tip  to  control  bleed- 
ing. Larger  polyps  bleed  profusely  and  should 
be  removed  in  the  hospital  with  the  cervix 
dilated. 

3.  Inflammatory  lesions  of  the  vagina  and 
cervix 

The  common  inflammatory  lesions  of  the 
cervix  and  vagina  may  also  involve  the  vulva 
secondarily.  Specific  inflammatory  lesions  to 
be  discussed  include: 

a.  Trichomonas. 

b.  Moniliasis. 

c.  Non-specific  vaginitis. 

d.  Senile  vaginitis. 

There  is  some  question  as  to  whether  the 
protozoa  trichomonas  is  a true  pathogen  or 
a secondary  invader  in  the  vagina  with  al- 
tered physiology.  The  question  is  to  a large 
measure  academic  for  irrespective  of  the 
answer  our  management  consists  of  restoring 
normal  vaginal  physiology  and  irradicating 
all  trichomonads.  Diagnosis  can  be  readily 
made  by  microscopic  examination  of  a drop 
of  vaginal  secretion  to  which  is  added  a drop 
of  saline. 

The  most  troublesome  feature  of  tricho- 
monas infection  is  its  tendency  to  recur.  In 
my  experience  recurrence  most  often  occurs 
after  a menstrual  period  or  in  patients  with 
chronic  cervicitis.  Consequently  two  impor- 
tant features  of  all  treatment  for  trichomonas 
include: 

1.  Cure  of  chronic  cervicitis. 

2.  Treatment  through  a menstrual  period 
into  the  next  cycle. 

General  features  of  treatment  may  vary 
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somewhat  but  should  include: 

a.  Vaginal  cleansing  using  aqueous  zephi- 
rin  1 : 4,000  or  phisohex.  This  latter  has  helped 
us  effectively  handle  some  refractory  cases 
of  trichomonas  and  makes  a satisfactory 
cleansing  agent  for  the  vagina  under  all  cir- 
cumstances. 

b.  Vaginal  insufflation  with  a tricho- 
monocidal  powder  (Devegan,  Floraquin). 

c.  Daily  douche  of  warm  water  to  which 
has  been  added  two  tablespoons  of  vinegar 
per  quart  of  water. 

d.  Insertion  of  trichomonocidal  supposi- 
tory after  each  douche. 

e.  Continue  therapy  for  thirty  to  sixty 
days,  then  re-examine  for  trichomonads. 

f.  Prophylactic  acid  gel  instillation  for 
several  months. 

In  the  patient  with  troublesome  recur- 
rence it  may  be  necessary  to  cleanse  the 
vagina  and  instill  powder  more  frequently. 
The  male  should  be  examined  for  evidence 
of  trichomonal  parasites.  The  urine  of  the 
patient,  also,  should  be  carefully  examined 
as  a possible  cause  of  re-infection.  Acidifica- 
tion of  the  urine  will  usually  suffice  to  elim- 
inate urinary  trichomonads. 

Moniliasis  or  yeast  infection  is  less  com- 
mon than  trichomonas  vaginitis  but  equally 
annoying.  For  identification  20  per  cent 
NaOH  should  be  added  to  the  drop  of  vaginal 
secretion  or  the  fungus  can  be  cultured  on 
Sabaraud’s  medium.  Treatment  consists  of 
the  same  general  measures  listed  for  tricho- 
monal infections  except  gentian  violet — a 2 
per  cent  aqueous  solution — is  specific  and 
most  often  successful  management.  Applica- 
tions every  other  day  for  four  applications 
suffice  after  which  we  use  proprionic  gel 
instillations  for  a week  or  two. 

Non-specific  infections  are  usually  sec- 
ondary to  acute  or  chronic  cervicitis  and 
respond  well  to  treatment  only  if  the  cervical 
lesion  is  taken  care  of.  General  measures 
include: 

a.  Phisohex  or  zephirin  cleansing. 

b.  Daily  saline  douche. 

c.  Insertion  of  an  antibiotic  suppository — 
such  as  penicillin,  sulfonamide,  aureomycin 
or  terramycin.  Our  own  experience  with  ter- 
ramycin  suppositories  has  been  quite  satis- 
factory, better  than  with  sulfa  preparations. 


The  aging  vagina  is  less  able  to  resist  in- 
fection and  can  easily  become  the  seat  of  a 
non-specific  infection.  Bleeding  is  not  un- 
common from  the  fissured  vaginal  surface. 
Treatment  consists  of  daily  cleansing  douches 
of  warm  saline  and  the  introduction  of  an 
estrogen  suppository  or  dienestrol  cream  con- 
taining stilbestrol.  This  restores  normal  vag- 
inal epithelium  which  throws  off  the  infec- 
tion. 

Acute  and  chronic  cervicitis  are  perhaps 
the  most  important  of  the  lesions  to  be  dis- 
cussed because  numerically  they  are  most 
common,  because  they  produce  the  circum- 
stances under  which  trichomonas  and  non- 
specific vaginitis  can  occur  and  because  they 
must  clearly  be  differentiated  from  a malig- 
nant lesion.  It  is  difficult  to  separate  cervical 
erosion  from  cervicitis  since  the  eroded  cer- 
vix is  invariably  infected.  In  fact,  like  the 
tonsil,  it  is  difficult  to  find  a cervix  that  does 
not  show  some  histologic  evidence  of  infec- 
tion. 

Acute  cervicitis  occurs  commonly.  In  our 
experience  it  is  usually  gonorrheal  in  origin 
but  may  be  due  to  the  streptococcus  or 
staphylococcus.  The  cervix  is  fire  red, 
edematous  and  productive  of  a purulent  exu- 
date. The  adjacent  fornices,  upper  vagina 
and  parametrium  may  be  involved  in  a cellu- 
litis. Management  consists  of: 

a.  Pencillin  1 to  2,000,000  u.  per  day. 

b.  Warm  saline  douches. 

c.  Avoid  all  manipulation  or  instrumen- 
tation. 

It  is  a good  rule  to  follow  that  acute  cervi- 
citis, even  in  milder  cases,  not  be  cauterized. 
In  milder  examples  of  acute  cervicitis  intro- 
vaginal  suppositories  of  penicillin  or  one  of 
the  tetracyclines  has  proved  more  effective 
than  the  sulfa  creams.  Currently,  we  are 
using  aqueous  iodoform  solutions  in  a de- 
tergent base  for  our  pre-operative  vaginal 
prep  and  for  acute  cervicitis  with  excellent 
results  but  more  experience  is  necessary  be- 
fore these  results  can  be  fully  credited. 

Chronic  cervicitis  with  cervical  erosion 
presents  two  aspects  of  management.  First, 
malignant  disease  must  be  ruled  out  and 
secondly,  normal  regrowth  of  the  endocervi- 
cal  and  vaginal  epithelium  must  be  stimu- 
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lated.  Cytology  examination  should  suffice 
to  rule  out  malignant  changes  in  the  cervix. 
We  reserve  the  biopsy  for  areas  which  look 
more  suspicious  and  fail  to  heal  after  cautery. 
The  best  instrument  I know  of  for  office 
biopsy  is  a Jackson  laryngeal  forceps.  It  has 
a long  shaft  and  interchangable  heads  to 
fit  all  situations.  The  instrument  is  rigid 
enough  to  get  a good  piece  of  tissue  for  histo- 
logic examination.  It  is  also  a good  instru- 
ment for  snipping  off  small  endocervical 
polyps.  If  any  suspicion  of  malignancy  exists 
the  patient  should  be  hospitalized  and  a 
cold  knife  conization  performed. 

Small  areas  of  erosion  and  chronic  cervi- 
citis are  readily  handled  by  means  of  cautery 
extending  from  the  endocervix  to  the  pe- 
riphery of  the  eroded  area.  This  stimulates 
more  rapid  epithelialization.  The  first  phase 


of  erosion  healing  consists  of  the  overgrowth 
of  the  eroded  area  by  endocervical  epithe- 
lium. In  this  phase  the  cauterized  area  is 
red  and  glistening.  Later  it  is  replaced  by 
normal  vaginal  squamous  epithelium.  After 
cautery,  I advise  warm  saline  douches  and 
routinely  probe  the  endocervical  canal  to 
prevent  stenosis. 

Chronic  cervicitis  associated  with  cervical 
hypertrophy  and  Nabothian  cysts  requires 
more  extensive  treatment.  Surface  cautery 
and  antibiotics  can  not  reach  the  infected 
areas  deep  in  the  cervical  glands.  Under 
these  circumstances  a small  conization  is 
necessary  to  eradicate  the  infected  tissue. 
Trachelectomy  must  not  be  performed  if 
future  childbearing  is  anticipated.  Following 
conization  the  cervical  canal  should  be  re- 
peatedly probed  to  prevent  stenosis.  • 


Treatment  of  low  back  pain 

O.  Hugh  Fulcher,  M.D..  W ashington,  D.  C.* 


Rule  out  migraine  as  a cause  of 
backache,  do  not  operate  on  those 
who  are  improving  or  in 
remission,  be  reluctant  to 
undertake  surgery  in  poorly 
motivated  patients;  then 
satisfactory  surgical  results  should 
be  obtained  in  88  per  cent  of 
your  patients  with  one  back 
operation. 

The  treatment  of  patients  suffering  with 
low  back  pain  has  always  constituted  a chal- 
lenge. Now  the  physician  considers  the  desig- 
nation “backache”  as  equivalent  to  that  of 
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“bellyache.”  Both  of  these  words  are  merely 
descriptive  of  discomfort  in  the  respective 
regions  of  the  body.  Pains  in  the  low  back 
may  be  caused  by  the  following  conditions: 
Spinal  anamolies;  spinal  or  paraspinal  tumors, 
either  primary  or  metastatic;  inflammatory 
lesions  such  as  epidural  or  subdural  abscesses; 
meningitis,  either  septic  or  chemical;  arach- 
noiditis; osteoarthritis  of  spine;  spondylo- 
listhesis; facet  derangement;  bursitis  of 
greater  trochanter;  spinal  osteoporosis;  pe- 
ripheral neuritis  of  the  various  types,  namely 
diabetic,  toxic,  infectious,  or  causalgia;  acute 
porphyra;  primary  lesions  of  the  pelvic  or- 
gans of  the  female  or  of  the  prostate  and 
seminal  vesicles  of  the  male.  The  most  fre- 
quent cause  in  the  adult  is  the  ruptured 
intervertebral  disc  of  the  lower  lumbar  spine. 

Migraine  backache 

Another  frequent  cause  of  low  back  pain 
is  emotional  disturbance  associated  with 
nervous  fatigue.  During  the  past  year  I have 
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been  able  to  make  the  diagnosis  of  backache 
as  constituting  a migraine  equivalent  in  three 
or  four  patients.  This  individual  will  possess 
the  symptoms  of  migraine  including  nausea, 
vomiting,  and  scotomata,  but  instead  of  hav- 
ing the  usual  headache  he  will  have  back- 
ache. Careful  history  will  demonstrate  that 
this  patient  has  had  attacks  of  backache  only 
during  periods  of  fatigue  associated  with 
emotional  stress  and  strain.  Furthermore,  the 
pains  of  the  back  will  rarely  be  localized  to 
one  intervertebral  space,  will  rarely  be  later- 
alized.  The  patient  will  usually  complain  of 
severe  pains  and  pressures  in  the  low  back 
and  hips  which  will  frequently  radiate  up 
the  spine  to  back  of  the  neck.  The  basis  for 
the  symptoms  is  probably  vasodilation  of  the 
epidural  veins.  The  treatment  is  the  same  as 
that  for  migraine  which  consists  of  heavy 
sedation  and  rest  for  the  acute  attack,  and 
appropriate  instructions  regarding  the  pre- 
vention of  nervous  fatigue  and  emotional 
stress  and  strain. 

Treatment  of  low  back  pain  depends  upon 
the  accurate  diagnosis  of  its  cause.  The  prob- 
lem of  therapy  may  become  the  responsi- 
bility of  any  physician. 

A 10~year  program  of  clinical  research 
was  begun  on  January  1,  1947,  limited  to 
patients  suffering  with  low  back  pain.  This 
period  has  now  terminated  and  many  of  the 
accumulated  case  histories  have  been  ana- 
lyzed which  data  constitute  the  bases  for  this 
paper. 

Ruptured  disc  in  literature 

I shall  discuss  the  ruptured  lumbar  inter- 
vertebral disc  as  the  cause  of  low  back  pain. 
Since  the  basis  for  this  backache  is  a pinched 
nerve  root,  the  diagnosis  and  the  treatment 
are  thus  chiefly  the  responsibilities  of  the 
neurosurgeon.  Rational  therapy  for  these  pa- 
tients was  introduced  by  Mixter  and  Barr 
in  1934  who  described  the  syndrome  of  the 
ruptured  disc.  Prior  to  that  time  these  pa- 
tients were  diagnosed  and  treated  with 
meager  professional  sympathy  and  intelli- 
gence. One  can  now  understand  why  there 
evolved  irregular  sects  of  healers  who  em- 
phasized the  spinal  column  and  adjacent 
musculature.  It  appears  incredible  that  the 
scientific  mind  could  have  ignored  the  spinal 
column  with  the  enclosed  spinal  cord,  cauda 


equina,  and  emanating  nerve  roots  as  a cause 
of  backache  even  after  the  intervertebral  disc 
had  been  exhaustively  studied  by  Schmorl. 

The  classical  work  of  Bradford  and  Spur- 
ling  on  the  ruptured  intervertebral  disc  had 
emphasized  the  importance  of  a careful  neu- 
rologic examination.  They  had  thought  that 
myelogram  was  indicated  only  on  selected 
patients.  Barr,  in  1947,  recommended  routine 
myelographic  studies  on  all  patients  suspect- 
ed of  suffering  with  ruptured  intervertebral 
disc.  Caldwell  and  Sheppard  stated  that  the 
occurrence  of  a ruptured  intervertebral  disc 
in  an  individual  could  take  place  even  after 
successful  spinal  fusion.  They  emphasized 
the  high  percentage  of  failures  of  spinal 
fusion.  Grant  and  co-workers  thought  that 
a fusion  had  spontaneously  occurred  in  about 
15  per  cent  of  the  patients  following  simple 
removal  of  the  ruptured  lumbar  interverte- 
bral disc.  Lehman  stated  that  the  ruptured 
intervertebral  disc  was  a factor  in  95  per 
cent  of  all  patients  with  sciatic  problems. 
Troland  emphasized  the  importance  of  x-ray 
study  of  the  lumbar  spine  to  exclude  con- 
comitant bone  diseases  but  he  recommended 
myelography  rarely.  Love  reported  47  post- 
operative recurrences  of  ruptured  lumbar 
discs  in  1,217  patients.  He  thought  that  spinal 
fusion  failed  to  prevent  recurrences.  Mack 
had  demonstrated  the  occasional  severity  of 
denervation  in  the  postoperative  patient  by 
electromyelography;  the  re-innervation  re- 
quired up  to  230  days  during  which  time 
there  could  exist  postoperative  symptoms. 

This  short  review  of  the  literature  illus- 
trated that  there  existed  no  unanimity  of 
opinion  regarding  conservative  treatment  of 
patients  suffering  with  ruptured  lumbar  in- 
tervertebral discs,  regarding  whether  or  not 
myelography  should  be  done,  and  regarding 
the  persistence  of  symptoms  postoperatively. 

Protocol  for  study 

The  protocol  for  clinical  investigation  in- 
cluded a careful  history  and  physical  exam- 
ination, flat  x-ray  plates  of  the  lower  lumbar 
region.  Myelogram  was  performed  rarely  un- 
til 1952  when  I began  to  employ  it  routinely 
on  all  patients  on  whom  surgical  therapy  was 
anticipated. 

The  history  required  consisted  of  recur- 
rent attacks  of  back  pain  with  radiation; 
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during  an  acute  attack  symptoms  were  in- 
creased by  physical  activity  and  relieved 
somewhat  by  rest;  and  were  increased  by 
coughing,  sneezing,  or  straining.  I attempted 
to  learn  the  psychologic  and  legal  status  of 
patients.  Those  who  were  unemployed,  who 
had  lost  their  jobs,  who  were  depressed,  or 
who  had  impending  lawsuits  were  not  se- 
lected for  surgical  therapy  until  their  crises 
had  passed.  Neurologic  findings  required 
were  spasm  of  the  lumbosacral  groups  of 
muscles  with  resulting  limitation  of  motion 
of  the  lumbar  spine,  increased  pain  upon 
hyperextension  of  the  lumbar  spine,  positive 
straight  leg  raising  test,  and  diminished  or 
absent  Achilles  or  patellar  reflexes  on  the 
side  affected.  The  pinched  nerve  root  did 
usually  produce  segmental,  sensory,  and 
motor  disturbances  of  localizing  significance. 
Plain  x-ray  picture  of  the  lumbosacral  region 
was  always  obtained  to  exclude  concomitant 
diseases.  The  myelogram  was  used  routinely 
after  1952  to  confirm  the  clinical  diagnosis 
and  to  determine  the  existence  of  multiple 
ruptured  discs. 

Methods  of  treatment 

One  group  of  patients  required,  initially 
at  least,  non-surgical  therapy.  This  group  was 
made  up  of  patients  who  had  no  lateralization 
of  pain,  or  whose  symptoms  were  mild  or 
subsiding,  or  who  had  certain  concomitant 
diseases,  or  who  were  addicted  to  alcohol  or 
opiates,  or  who  exhibited  major  psychiatric 
disturbances.  The  various  referring  physi- 
cians supervised  this  regimen  which  con- 
sisted of  sedation,  rest  in  bed  in  jackknife 
position,  the  use  of  heat,  massage,  and  occa- 
sionally special  exercises. 

The  other  group  qualified  for  surgical 
therapy.  These  patients  had  suffered  pre- 
vious attacks  or  had  experienced  prolonged 
attacks  of  low  back  pain  and  they  had  de- 
veloped lateral  or  bilateral  symptoms  and 
signs.  Those  who  had  associated  bladder  and 
rectal  dysfunctions  did  occasionally  require 
emergency  surgical  therapy. 

I operated  on  all  patients  included  in  this 
study  with  the  exception  of  a few  operated 
upon  by  my  associate.  Dr.  Stacy  Rollins,  Jr. 
Spinal  fusion  was  performed  by  an  ortho- 
pedic surgeon  on  a few  patients  as  indicated 
The  operation  of  choice  consisted  of  excising 


the  ligamentum  flavum,  enlarging  the  expo- 
sure if  necessary  by  removing  adjacent  bone 
and  removing  completely  the  degenerated 
nucleus  pulposus.  The  annular  ligament  was 
left  intact  as  completely  as  possible.  The 
adjacent  intervertebral  foramen  was  ex- 
plored by  means  of  a probe.  The  resulting 
intercorporal  space  was  filled  with  auto- 
genous muscle  tissue  and  the  incision  closed 
without  drainage  after  effecting  complete 
hemostasis.  Variations  of  this  procedure  were 
used  as  stated  below. 

Postoperative  care 

Postoperative  care  proved  to  be  exceed- 
ingly important.  Phenobarbital  was  pre- 
scribed routinely  to  elevate  the  threshold  for 
pain.  The  patient  required  an  opiate  during 
the  first  few  days  postoperatively.  He  was 
encouraged  to  move  the  extremities  immedi- 
ately after  operation  and  to  lie  in  any  posi- 
tion desired  and  to  take  deep  breaths  at  fre- 
quent intervals.  He  was  out  of  bed  on  the 
second  postoperative  day  and  he  was  usually 
discharged  from  the  hospital  by  the  seventh 
day.  Exercises  for  rehabilitation  were  insti- 
tuted on  the  fourteenth  postoperative  day. 
All  braces  were  avoided  except  for  the  occa- 
sional toe  drop.  A return  to  duty  proved  to 
be  the  best  type  of  therapy  after  the  acute 
stage  of  the  convalescence.  The  patient  was 
examined  every  two  weeks  for  the  first  two 
months;  then  every  month  for  one  year  or 
longer.  The  basis  for  the  postoperative  mus- 
cular cramps  and  paresthesias  were  repeat- 
edly explained  to  each  patient,  who  in  turn 
assisted  in  the  program  by  relating  his  symp- 
toms. 

Five  hundred  sixty-nine  patients  were 
treated  conservatively.  On  these  71  myelo- 
grams were  performed.  Thirty-three  myelo- 
grams revealed  evidences  of  ruptured  discs 
and  38  appeared  normal.  The  low  incidence 
of  myelography  was  due  to  the  policy  of  per- 
forming this  procedure  only  on  those  for 
whom  surgical  therapy  had  been  anticipated. 
Four  hundred  thirty  patients  in  this  series 
were  treated  surgically  of  whom  274  or  63.7 
per  cent  were  males  and  156  or  36.3  per  cent 
were  females.  These  patients  when  classified 
according  to  financial  responsibility  revealed 
that  146  or  34  per  cent  were  compensation 
cases  and  276  or  64.2  per  cent  were  private 
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and  eight  or  1.8  per  cent  had  impending  liti- 
gation. 

When  these  430  patients  were  classi- 
fied according  to  occupation  there  were  80 
or  18.6  per  cent  who  were  housewives;  111 
or  25.8  per  cent  who  were  office  workers; 
110  or  25.7  per  cent  who  performed  light 
work;  92  or  21.4  per  cent  who  were  laborers; 
nine  or  2.1  per  cent  who  were  retired;  two  or 
.4  per  cent  who  were  unemployed,  and  26  or 
6 per  cent  whose  occupations  were  not  re- 
corded. Two  hundred  twenty-eight  or  53  per 
cent  of  the  patients  have  histories  of  injuries 
and  185  or  43  per  cent  did  not.  There  were 
17  patients  or  4 per  cent  whose  histories  re- 
garding injuries  were  not  recorded.  Injuries 
had  occurred  from  eight  days  to  40  years  pre- 
viously. 

The  fifth  lumbar  disc  was  ruptured  in  189 
or  44  per  cent  of  the  patients;  the  fourth 
lumbar  disc  was  ruptured  in  125  or  29  per 
cent;  and  the  fourth  and  fifth  lumbar  discs 
were  both  ruptured  in  64  or  14.9  per  cent. 
The  third  lumbar  disc  was  ruptured  in  13  or 
3 per  cent;  the  third  and  fourth  lumbar  discs 
were  ruptured  in  10  or  2.4  per  cent;  and  the 
first  lumbar  disc  was  ruptured  in  five  or  1.2 
per  cent;  there  were  midline  ruptures  of 
various  discs  in  13  or  3 per  cent;  there  was  a 
miscellaneous  group  of  11  or  2.5  per  cent.  In 
this  series  the  intervertebral  discs  were  rup- 
tured on  the  right  side  slightly  more  fre- 
quently than  the  left. 

Results  of  surgical  therapy 

The  end  results  of  surgical  therapy  have 
been  divided  into  excellent,  good,  and  poor. 
The  patient  who  obtained  complete  recovery 
with  perhaps  slight  hypoesthesia  of  the  big 
toe  or  dorsum  of  foot  was  designated  as  ob- 
taining an  excellent  result.  He  who  returned 
to  the  same  job  but  who  experienced  perhaps 
some  weakness  of  plantar  or  dorsiflexion  of 
the  foot  together  with  hypoesthesia  of  dor- 
sum of  foot  and  who  had  occasional  attacks 
of  stiffness  of  the  back  was  classified  as 
experiencing  a good  result.  The  individual 
who  for  the  most  part  returned  to  the  same 
job  but  who  had  persistent  foot  drop,  or 
atrophy  of  calf  groups  of  muscles,  or  low 
back  discomfort  was  considered  to  have  a 
poor  result.  Some  members  of  this  group  had 
symptoms  only;  other  suffered  with  concom- 


itant or  resultant  psychiatric  disturbances. 

Three  hundred  eighteen  or  74  per  cent  of 
this  group  obtained  excellent  results;  60  or 
14  per  cent  had  good  results;  and  52  or  12 
per  cent  experienced  poor  results  after  the 
first  operation.  One  patient,  61  years  of  age, 
died  suddenly  on  the  eleventh  postoperative 
day.  Thirty-five  of  these  patients  were  oper- 
ated twice  and  revealed  the  following  find- 
ings at  the  second  operation: 

Seventeen  or  48.6  per  cent  had  recurrent 
discs  at  the  same  level.  Twelve  or  34.3  per 
cent  had  a ruptured  disc  at  another  level, 
and  six  or  17.1  per  cent  had  a ruptured  disc 
at  the  same  level  but  on  the  opposite  side, 
Of  this  group  16  or  45.7  per  cent  obtained 
excellent  results;  nine  or  25.7  per  cent  good 
results  and  10  or  28.6  per  cent  were  rated 
as  having  poor  results.  Four  or  about  1 per 
cent  of  these  patients  had  three  operations. 
In  this  group  none  obtained  excellent  results, 
one  obtained  good  results  after  a chordotomy 
and  three  were  classified  as  having  poor 
results. 

Twenty-eight  or  6.5  per  cent  of  the  430 
patients  had  the  ruptured  discs  removed  and 
spinal  fusions  performed  by  orthopedic  sur- 
geons as  combination  surgical  therapies. 
Nineteen  or  67.9  per  cent  of  them  obtained 
excellent  results,  seven  or  25  per  cent  had 
good  results,  and  two  or  7.1  per  cent  had  poor 
results. 

Eighteen  or  4.2  per  cent  of  the  430  patients 
had  been  previously  operated  by  other  sur- 
geons; there  had  been  one  incomplete  opera- 
tion, seven  surgical  procedures  for  removal 
of  ruptured  discs,  seven  spinal  fusions,  and 
two  who  had  had  two  operations  each  for 
ruptured  discs,  and  one  who  had  had  three 
separate  operations  for  a spinal  fusion.  Six 
or  33.3  per  cent  of  the  18  patients  obtained 
excellent  results;  eight  or  44.5  per  cent  ob- 
tained good  results;  and  four  or  22.2  per  cent 
had  poor  results. 

Discussion  of  results 

The  housewife  returned  to  work  in  the 
shortest  period  of  time,  usually  within  three 
weeks.  The  successful  man  in  any  capacity 
returned  to  work  facilely  whereas  the  unsuc- 
cessful employee  surrendered  his  symptoms 
grudgingly.  The  retired  and  unemployed  pa- 
tients were  the  most  boring.  Many  of  the 
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histories  of  injuries  were  probably  erroneous. 
Often  the  alleged  injury  consisted  of  sneez- 
ing, picking  up  a newspaper,  or  simply  sitting 
down.  In  each  instance  a degenerated  disc 
had  probably  existed  previously. 

Seventeen  and  three-tenths  per  cent  of 
patients  were  suffering  with  multiple  rup- 
tured intervertebral  discs  which  constituted 
sufficient  reason  for  performing  routine  my- 
elography. 

Satisfactory  results  were  obtained  in  88 
per  cent  of  patients  after  a single  operation. 
The  combination  operation  of  removing  the 
ruptured  disc  and  performing  a spinal  fusion 
procedure  done  on  28  patients  did  not  in- 
crease appreciably  the  percentage  of  satis- 
factory results  but  did  greatly  prolong  the 
periods  of  hospitalization  and  subsequent 
convalescences.  A second  operation  was  per- 
formed on  35  patients  which  produced  only 
71.4  per  cent  satisfactory  results  and  of  the 
four  patients  who  had  three  operations  only 
one  obtained  a good  result  and  that  was  by 
chordotomy.  Thus  the  percentages  of  satis- 
factory results  decreased  with  each  succeed- 
ing operation.  This  statement  applies  also  to 
that  group  of  18  patients  who  had  previously 
been  operated  by  other  surgeons  for  ruptured 
lumbar  intervertebral  discs. 

A few  of  the  second  operations  would 
have  been  avoided  by  early  use  of  routine 
myelography  which  could  have  demonstrated 
multiple  ruptured  discs.  Also  indicated  bi- 
lateral explorations  of  ruptured  interverte- 
bral discs  were  not  done  at  first  operations 
in  a few  instances.  Some  of  the  patients  did 
develop  a ruptured  disc  at  other  levels  after 
the  first  operations.  The  patient  who  had 
had  one  ruptured  disc  was  slightly  more 
prone  to  develop  another. 

The  best  treatment  of  the  patient  follow- 
ing acute  convalescence  consisted  of  his  re- 
turn to  full  duty.  He  tolerated  his  discomfort 
better,  slept  and  ate  better,  and  developed 
muscular  strength  faster.  A few  individuals 
had  muscular  cramps  and  paresthesias  post- 
operatively  for  as  long  as  three  years  which 
was  much  longer  than  had  been  expected  or 
previously  reported.  The  discomfort  post- 
operatively  predominated  in  the  lower  ex- 
tremity rather  than  in  the  back. 

Some  patients  did  not  get  well  because 
they  felt  insecure  socially  and  economically. 


The  success  of  any  operation  performed  foi 
the  relief  of  pain  cannot  exceed  the  percent- 
age of  well  adjusted  individuals  selected. 
These  maladjusted  patients  do  develop  rup- 
tured intervertebral  discs  and  do  require 
operations  though  the  prognoses  for  rehabili 
tation  are  discouraging. 

This  group  of  430  patients  had  469  opera- 
tions with  but  one  death.  This  man,  61  years 
of  age,  dropped  dead  on  the  eleventh  post- 
operative day  en  route  to  the  bathroom. 

Comments 

The  greatest  cause  of  low  back  pain  with 
radiation  was  the  posterolateral  ruptured 
lumbar  intervertebral  disc.  Myelography  did 
not  prove  to  be  a substitute  for  a careful  neu- 
rologic examination.  A positive  myelogram 
was  ignored  unless  it  corroborated  the  clin- 
ical findings.  Also  a normal  myelogram  was 
ignored  when  the  history  and  the  neurologic 
findings  indicated  a pinched  nerve  root.  Ac- 
curate diagnosis  of  a pinched  nerve  root  was 
mandatory.  Existence  of  backache  as  a mi- 
graine equivalent  should  always  be  consid- 
ered as  a differential  diagnosis. 

No  patient  was  operated  for  a ruptured 
intervertebral  disc  during  a period  of  re- 
mission of  pain.  The  optimum  period  to  oper- 
ate proved  to  be  at  the  beginning  of  an  attack 
when  the  pain  was  increasing  in  severity. 
Operation  was  usually  deferred  when  the 
pain  was  subsiding.  A degenerated  interver- 
tebral disc  per  se  was  not  an  indication  for 
surgical  therapy  unless  it  pinched  a nerve 
root.  Demonstration  of  a contused  nerve  root 
was  considered  the  criterion  for  localization. 

A spinal  fusion  should  be  performed  on  a 
patient  suffering  with  a ruptured  interverte- 
bral disc  only  if  there  exists  a concomitant 
condition  which  requires  such  therapy.  I rec- 
ognized no  indications  for  the  use  of  intercor- 
poral fixation  by  plastic,  by  blocks  of  bones, 
or  by  bone  chips.  The  risk  of  operation  for 
ruptured  intervertebral  disc  is  minimal. 

Conclusions 

Case  histories  of  430  patients  treated  sur- 
gically for  ruptured  lumbar  intervertebral 
discs  over  periods  from  one  to  10  years  have 
been  analyzed.  Satisfactory  results  were  ob- 
tained in  88  per  cent  of  these  patients  by  a 
single  operation.  Almost  twice  as  many  men 
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were  operated  as  women.  Two  hundred 
twenty-eight  or  53  per  cent  gave  histories  of 
injuries. 

The  fifth  lumbar  disc  was  ruptured  most 
frequently,  the  fourth  lumbar  disc  was  rup- 
tured next  in  frequency,  and  the  combina- 
tion of  ruptures  of  the  fourth  and  fifth  lum- 
bar intervertebral  discs  existed  third  in  fre- 
quency, namely  in  about  18  per  cent  of 
patients.  The  frequency  of  rupture  of  multiple 
lumbar  intervertebral  discs  constitutes  an  in- 
dication for  routine  myelography. 

The  percentage  of  satisfactory  results  de- 
creased with  each  additional  operation  for 
a ruptured  lumbar  intervertebral  disc.  The 
combination  operation  of  removing  a rup- 
tured disc  and  performing  a procedure  to 
effect  a spinal  fusion  did  not  increase  the 
percentage  of  satisfactory  results  but  did 
prolong  the  periods  of  hospitalization  and 
total  durations  of  convalescences. 

Thirty-five  or  8.1  per  cent  of  patients  were 
operated  a second  time;  48.6  per  cent  had 
recurrent  ruptured  discs;  34.3  per  cent  had 
ruptured  discs  at  other  levels;  17.1  per  cent 
had  ruptured  discs  at  the  same  levels  but  on 
opposite  sides.  Of  the  four  patients  who  were 
operated  three  times,  only  one  obtained  a 


satisfactory  result  and  that  was  by  a chordot- 
omy.  Successful  people  returned  to  work  fa- 
cilely,  maladjusted  patients  surrendered  their 
symptoms  grudgingly. 

Low  backache  as  representing  a migraine 
equivalent  is  a definite  clinical  entity.  If  a 
surgeon  should  operate  erroneously  on  a pa- 
tient suffering  with  backache  as  a migraine 
equivalent  he  will  be  stimulated  to  acquire 
wisdom  quickly.  • 
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for  rural  areas 

Samuel  P.  IVewman.  M.D.,  Denver* 


T owns  looking  for  physicians  will  do 
well  to  consult  the  Community  Medical 
Assistance  Plan  of  the  Sears  Roebuck 
F oundation  which  this  month  celebrates 
its  first  anniversary  of  helping 
people  to  help  themselves. 

‘Chairman.  Medical  Advisory  Board,  Sears-Roebuck  Founda- 
tion. 
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Returning  from  Shelby,  Iowa,  to  my  hotel 
in  Omaha  and  driving  along  I found  myself 
saying,  “It  just  isn’t  so!  It  just  isn’t  so!”  . . . 
but  I had  seen  it  with  my  own  eyes! 

I had  been  invited  to  Shelby  for  dedica- 
tion of  their  new  Medical  Center,  and  intro- 
duction of  their  new  doctor.  The  building 
was  not  as  yet  completed  but  that  did  not 
deter  the  townspeople  from  having  the  dedi- 
cation anyway.  Their  doctor  had  arrived  and 
that  was  the  main  thing.  It  required  a cele- 
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bration.  The  affair  was  a basket  social,  the 
kind  where  every  woman  tries  to  bring  more 
than  her  neighbor.  The  greater  part  of  the 
population  was  there,  plus  a representative 
from  the  Iowa  State  Medical  Society,  the 
A.M.A.,  and  me  representing  the  Medical 
Advisory  Board  of  the  Sears-Roebuck  Foun- 
dation. 

After  everyone  had  eaten  his  fill  there 
were  the  inevitable  speeches  congratulating 
the  community  for  building  the  Medical  Cen- 
ter, the  town  for  getting  the  doctor,  and  the 
doctor  for  deciding  to  locate  in  Shelby.  After 
this,  the  local  M.C.  asked  the  people  to  form 
in  line  to  meet  the  new  doctor  personally, 
and  the  entire  community  shook  hands  with 
him  and  his  attractive  wife. 

Yesterday  and  today 

How  different  this  was  from  the  orthodox 
way  of  starting  a practice — that  of  quietly 
renting  an  office,  hanging  up  your  shingle, 
and  then  sitting  down  anxiously  awaiting 
that  first  patient!  If  you  were  lucky  your 
income  might  meet  your  expenses  by  the 
end  of  the  year.  No,  that  young  doctor  in 
Shelby,  Iowa,  has  it  made;  he  will  never 
know  how  lucky  he  is.  He  probably  thinks 
that  is  the  way  every  doctor  starts  his  prac- 
tice. We  old-timers  know  better!  But  what 
happened  in  Shelby  to  bring  this  about? 

No  physician 

Shelby,  Iowa,  is  no  different  from  hun- 
dreds of  towns  in  the  Midwest.  It  is  located 
in  the  heart  of  a thriving  agricultural  area 
about  35  miles  east  of  Council  Bluffs  and 
Omaha.  Its  population  is  around  700  but  its 
trade  area  is  estimated  as  3,000.  Up  to  about 
a year  ago  the  town  had  its  doctor,  but  since 
the  last  one  moved  elsewhere  they  have  had 
to  depend  on  neighboring  cities  for  medical 
care.  To  get  a doctor  they  had  advertised, 
worked  with  the  placement  department  of 
the  State  Medical  Society,  and  even  inter- 
viewed personally  many  interns  and  resi- 
dents in  hospitals  in  the  not  too  far  cities. 
They  succeeded  in  getting  some  of  the  doctors 
to  visit  the  town  and  see  at  first  hand  what 
they  had  to  offer,  only  to  have  them  drive 
away  and  never  be  heard  from  again.  After 
several  months  of  such  futile  effort  they 
applied  to  the  Sears-Roebuci^  Foundation  for 
help. 
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...  To  help  themselves 

One  of  the  many  programs  of  this  Foun- 
dation is  its  “Community  Medical  Assistance 
Plan,”  the  purpose  of  which  is  to  get  better 
geographical  distribution  of  doctors.  The 
Foundation  is  not  a placement  agency.  It 
works  with  the  community,  first  to  deter- 
mine whether  the  community  can  support  a 
doctor  and,  if  so,  shows  it  how  to  attract  a 
doctor.  Since  1925  the  motto  of  the  Founda- 
tion has  been,  “Help  people  to  help  them- 
selves,” which  they  do  in  this  program.  The 
effort  of  the  Foundation  is  guided  along  med- 
ical lines  by  a Medical  Advisory  Board  ap- 
pointed by  the  American  Medical  Associa- 
tion. The  Board  consists  of  the  President, 
President-elect,  and  Chairman  of  the  Board 
of  the  A.M.A.  plus  ten  other  physicians  across 
the  country.  But  now  let  us  see  what  they 
did  in  Shelby,  Iowa. 

Medical  need 

The  first  job  was  to  determine  the  medical 
need  in  the  community.  Would  the  area 
support  a doctor?  This  is  different  than  could 
they  support  a doctor?  Both  must  be  deter- 
mined. To  find  this  out,  the  Foundation  ap- 
plies, probably  for  the  first  time,  scientific 
commercial  survey  methods  to  determine  the 
medical  need  in  the  community.  When  this 
person-to-person  survey  is  completed  and 
the  data  processed,  the  Foundation  can  tell 
the  community  such  things  as: 

1.  How  many  illnesses  occurred  in  the 
area  during  the  last  12  months. 

2.  How  many  of  these  required  profes- 
sional medical  care.  How  many  office  calls 
were  made;  what  for;  how  far  did  they  have 
to  travel  to  get  treatment;  and  approximately 
how  much  was  spent  for  such  treatment. 

3.  Approximately  how  many  were  hos- 
pitalized; where  did  they  go;  and  how  far 
did  they  go. 

4.  What  per  cent  of  the  population  carried 
health  insurance;  what  per  cent  carried  hos- 
pital insurance. 

5.  In  addition  the  Shelby  survey  showed 
that  78  per  cent  of  the  population  felt  a local 
doctor  was  necessary  and  would  support  him 
wholeheartedly;  10  per  cent  said  they  would 
rather  “wait  and  see”;  the  remaining  12  per 
cent  felt  their  current  doctor  was  excellent 
and  there  was  no  need  for  change  even 
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though  it  was  necessary  to  travel  several 
miles  to  see  him. 

In  addition  the  survey  showed  the  town 
how  much,  in  dollars,  they  were  losing  by 
not  having  a local  doctor.  Also,  how  much 
the  people  in  the  area  were  spending  in  sur- 
rounding towns  for  medical  care,  for  medi- 
cines, for  gas  and  oil  to  get  there  and  back, 
and  how  much  was  spent  in  these  other 
towns  for  household  supplies,  etc.,  at  the 
same  time  they  visited  these  outside  doctors. 

Foundation  aid 

A town  meeting  was  held,  at  which  time 
a representative  of  the  Foundation  outlined 
the  findings  of  the  survey.  The  people  were 
told  if  they  expected  to  get  a good  doctor 
they  had  to  provide  him  with  better  office 
facilities  than  the  decrepit  building  occupied 
by  the  former  doctor.  To  practice  modern 
medicine  requires  modern  facilities  and 
equipment.  If  the  community  would  be  will- 
ing to  raise  the  money  to  build  such  a build- 
ing, the  Foundation  would  furnish  free  of 
charge  plans,  specifications,  and  architect 
service  for  a building  especially  designed  for 
rural  practice.  In  addition  the  Foundation 
would  provide  them  with  plans  for  a com- 
munity fund  drive  which  have  proved  suc- 
cessful in  other  places;  also  show  them  how 
to  get  up  a non-profit  corporation  to  own, 
manage,  and  rent  the  building  to  the  doctor. 

The  Foundation  would  assist  in  every 
way  possible  the  State  Medical  Society  and 
the  placement  agency  of  the  A.M.A.  to  get  a 
doctor  for  the  community.  When  the  doctor 
is  secured,  the  Foundation  would  send  an 
expert  in  the  business  side  of  medicine  to 
assist  the  doctor  in  selecting  the  necessary 
equipment  and  help  him  secure  the  best  dis- 
counts and  terms  possible.  This  expert  also 
would  work  with  the  doctor  after  he  gets 
established  and  help  him  set  up  the  business 
side  of  his  practice. 

The  meeting  voted  to  go  ahead  with  the 
Foundation’s  plan.  They  raised  the  necessary 
money  for  the  building;  they  secured  an 
excellent  site  which  was  practically  donated 
to  them;  they  secured  an  excellent  young 
doctor;  and  the  building  is  almost  completed. 


A report  I have  received  from  the  young 
doctor  states  his  practice  is  already  so  big 
he  is  looking  around  for  another  doctor  to 
help  him.  And  this  is  even  before  he  has 
been  able  to  move  into  his  new  facilities! 

The  type  of  building  the  Sears-Roebuck 
Foundation  has  planned  is  superior  to  office 
facilities  found  in  most  cities.  In  most  of  the 
towns  in  which  it  has  been  built  it  is  the 
best  looking  building  in  town.  It  certainly 
will  be  in  Shelby,  Iowa.  It  is  designed  to 
provide  outpatient  care;  it  is  not  designed 
for  major  surgery.  However,  it  does  provide 
for  emergency  service  for  accidents  and 
emergency  obstetric  cases.  The  floor  plan, 
with  its  circular  corridor  around  the  central 
desk  shows  it  was  designed  to  save  steps  for 
the  doctor  and  for  his  office  assistant  as  well. 
Everything  has  been  built-in  that  can  be 
built-in.  Such  things  as  instrument  cabinets, 
supply  cabinets,  wash  basins,  etc.,  are  within 
arm’s  reach  of  the  doctor  when  he  wants 
them.  They  are  a part  of  the  soundproof 
dividing  walls.  The  building  incorporates  the 
latest  in  medical  architecture.  It  is  air  con- 
ditioned and  can  be  built  out  of  local  ma- 
terials with  local  labor.  If  the  community 
wishes  to  purchase  it  prefabricated,  they  can 
do  that  also. 

First  birthday 

This  program  is  a comparatively  recent 
venture  on  the  part  of  the  Sears-Roebuck 
Foundation  (it  was  started  last  February). 
The  Foundation  is  now  working  with  21 
communities  across  the  country.  Some  of 
these  have  completed  their  buildings  and  se- 
cured their  doctors,  some  are  in  the  building 
stage  while  still  others  are  busy  raising  the 
money.  In  addition  to  the  21  there  are  sev- 
eral communities  now  in  the  process  of  being 
surveyed. 

The  enthusiastic  welcome  this  program  is 
receiving  from  our  smaller  towns  and  the 
doctors  who  prefer  such  practice,  but  who 
heretofore  could  not  see  how  they  could 
finance  it,  is  most  encouraging.  Recently 
there  has  been  a migration  of  doctors  to  our 
cities.  This  may  change  the  flow.  I am  sure 
of  it  if  what  I saw  in  Shelby  is  any  cri- 
terion. • 
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The  many  sides  of  medicine* 

Gunner  Gundersen,  M.D.,  La  Crosse,  Wis. 


It  and er  drugs,  voluntary  health 
insurance,  increasing  interest  in  good 
health,  and  increasing  costs  (except  for 
the  $3.00  office  call ).  all  are  a part  of 
the  changing  picture  of  medicine. 

The  doctor-citizen  should  strive  to 
prever.se  individual  freedom. 


Our  high  standard  of  medical  care  would 
not  have  been  possible  without  our  realiza- 
tion that,  as  physicians,  we  must  minister  to 
both  mind  and  body.  The  dedicated  doctor 
knows  that  sympathy  and  understanding  for 
the  patient  are  just  as  important  as  scientific 
knowledge.  He  knows  that  he  must  be  both 
scientist  and  humanitarian. 

In  the  relationship  between  physician  and 
patient,  the  ideal  situation  calls  for  coopera- 
tion and  understanding  by  both  parties  of 
the  many  aspects  of  medicine.  Since  it  is  the 
doctor  who  has  the  main  responsibility  of 
establishing  a warm,  friendly  relationship, 
I would  like  to  try  now  to  establish  an  under- 
standing of  a vexing  problem  . . . medical 
costs. 

Many  of  us  are  genuinely  concerned  about 
the  constantly  rising  cost  of  living  — the 
creeping  inflation  which  shows  no  signs  of 
stopping.  Both  the  doctor  and  the  patient  are 
caught  in  this  nation-wide  economic  squeeze, 
as  are  the  lawyer,  the  farmer,  and  the 
merchant.  Whoever  buys  or  sells  a product 
or  a service  is  the  victim  of  this  endless  up- 

“Speech  by  Gunnar  Gundersen,  M.D.,  President-Elect,  Ameri- 
can Medical  Association,  given  before  the  Utah  State  Medical 
Association,  Salt  Lake  City,  Utah,  September  5,  19.'57. 


ward  spiral  of  prices.  While  I can  diagnose 
this  national  illness,  I wish  I could  prescribe 
an  effective  remedy.  But  I cannot.  I am  a 
doctor  and  not  an  economist.  Like  you,  I 
can  only  watch,  and  do  the  best  I can  person- 
ally to  hold  down  to  a reasonable  level  the 
costs  in  my  own  small  sphere. 

Spiraling  medical  costs 

Medical  costs  in  general — the  combined 
costs  of  doctors’  fees,  hospitals,  and  prescrip- 
tions— have  been  cited  in  public  print  for 
their  sharp  increase.  Medical  costs,  like  the 
cost  of  food,  of  clothing,  of  housing,  have 
increased  in  recent  years.  But  in  fairness, 
we  must  determine  just  where  in  the  field 
of  general  medical  care  this  increase  has  oc- 
curred, and  why. 

The  cost  of  a hospital  stay,  for  example, 
has  increased  in  some  instances  as  much  as 
200  per  cent.  Just  as  the  housewife  running 
her  home,  and  the  businessman  running  his 
business  must  face  the  fact  that  a dollar  buys 
only  half  of  what  it  once  bought,  hospitals 
are  faced  with  increased  cost  of  their  sup- 
plies, their  overhead,  and  their  help.  Hospital 
equipment  and  maintenance  cost  more  to- 
day. So  do  wages  paid  to  nurses,  technicians, 
and  orderlies.  Since  hospitals,  for  the  most 
part,  are  non-profit  operations,  money  to 
meet  these  increased  costs,  if  high  standards 
are  to  be  maintained,  must  come  from  the 
patient,  or  from  donations. 

The  prices  we  pay  for  prescriptions  have 
climbed  for  many  of  the  same  reasons.  The 
price  the  manufacturer  pays  for  labor,  raw 
materials,  and  expensive  research  must  all 
be  included  in  the  price  we  pay  for  prescrip- 
tions. It  has  taken  millions  of  dollars,  for 
instance,  to  produce  the  Salk  polio  vaccine. 
It  has  taken  millions  of  dollars  to  produce 
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the  wonder  drugs  which  have  played  such 
a dramatic  part  in  the  last  ten  years  in  mak- 
ing the  cure  of  formerly  dangerous  diseases 
a near  certainty.  However,  as  the  use  of 
these  drugs  is  becoming  more  widespread, 
and  shortcuts  are  devised  in  producing  them, 
prices  which  the  patient  pays  for  these  in 
prescriptions  are  actually  coming  down. 
When  some  of  these  wonder  drugs  were  first 
put  into  use,  a prescription  for  them  could 
have  cost  from  $50  to  $100.  Now,  the  same 
prescriptions  can  be  obtained  for  from  $5 
to  $10. 

If  we  had  had  penicillin  then 

Let  me  explain  it  this  way.  United  States 
President  Warren  G.  Harding  died  of  pneu- 
monia. If  penicillin  or  other  antibiotics  had 
been  available  back  in  1923,  it  undoubtedly 
would  have  saved  his  life.  Then  there  was 
Calvin  Coolidge,  Jr.,  a president’s  son  who 
died  from  the  infection  and  septicemia  of  a 
blistered  heel  which  he  acquired  on  a tennis 
court.  Five  to  $10  worth  of  sulfonamide  or 
broad  spectrum  antibiotic  tablets  would  prob- 
ably have  saved  his  life.  William  McKinley, 
our  twenty-fifth  President,  was  struck  down 
by  an  assassin’s  bullet.  He  lived  nine  days. 
The  wound  itself  would  have  been  considered 
trifling  today,  but  the  President  died  of  peri- 
tonitis that  followed. 

This  means  that  the  humblest  patient  to- 
day is  far  better  off  than  were  the  most 
powerful  in  the  world  just  a few  years  ago. 
For  only  a part  of  a day’s  pay,  the  worker 
of  today  can  buy  these  precious  medicines 
which  even  Presidents  of  yesteryear  could 
not  obtain  at  any  price. 

The  American  people  are  now  buying 
more  prescriptions  and  getting  more  for 
their  money  than  at  any  other  time  in  the 
history  of  medicine.  Suppose  we  pay  $10  or 
$20  or  even  $50  for  a drug , that  will  cure 
pneumonia.  Once  we  would  have  expected 
to  pay  several  hundred  dollars  for  a not-so- 
certain  cure  in  the  hospital.  In  many  ways, 
our  increased  use  of  these  new  drugs  in  pre- 
scription form  are  saving  us  money  that 
would  in  the  past  have  been  spent  in  the  hos- 
pital. 

Of  all  the  increases  in  medical  costs,  the 
doctors’  fees  have  gone  up  the  least.  It  is  a 


generally  overlooked  fact  that  a doctor  is 
also  a businessman  in  so  far  as  his  need  for 
an  office,  an  assistant,  and  a car  is  concerned. 
As  you  well  know,  office  rent,  assistants’ 
wages,  and  the  cost  and  operation  of  an  auto- 
mobile have  gone  up.  In  order  to  maintain 
these  necessities  for  his  efficient  practice  of 
medicine,  the  doctor  must  somehow  divide 
their  additional  cost  among  the  persons  he 
serves  by  adding  a fair  amount  to  the  price  of 
an  office  call,  or  a house  call. 

The  same  old  $3  office  call 

A chart  published  in  a recent  issue  of  a 
national  news  magazine  shows  that  the  $3 
office  visit  charge  still  holds  true  in  cities 
like  Philadelphia,  Kansas  City,  Boston,  Min- 
neapolis. In,  Seattle,  the  charge  is  $4,  and  in 
San  Francisco,  the  charge  is  the  highest — 
$5.  Doctors’  fees  in  general  have  increased 
less  than  has  the  cost  of  living. 

Many  of  us  can  remember  the  time  when 
a loaf  of  bread  cost  only  12  cents,  a quart  of 
milk  12  cents,  a dozen  eggs  29  cents.  You 
could  go  to  a movie  for  30  cents,  buy  a pack 
of  cigarettes  for  only  15  cents,  or  buy  a sub- 
stantial house  on  a good  street  for  $6,000. 
Back  in  those  days,  a private  hospital  room 
cost  only  $6  a day;  a visit  to  the  doctor  only 
$3.  But  what  about  increases  caused  by  in- 
flation? When  I left  LaCrosse,  Wisconsin, 
Mrs.  Gundersen  was  paying  25  cents  for  a 
loaf  of  bread,  25  cents  for  a quart  of  milk,  53 
cents  for  a dozen  eggs.  You  yourselves  must 
be  paying  up  to  $1  to  see  a movie,  25  to  30 
cents  for  a pack  of  cigarettes.  That  $6,000 
house  on  a good  street  is  now  costing  from 
$15,000  to  $20,000,  and  that  $6-a-day  private 
hospital  room  is  now  costing  from  $12  to  $15 
per  day.  Yet,  a visit  to  the  family  doctor  is 
still  costing  from  the  old-fashioned  $3  to  a 
moderate  $5,  depending  upon  the  part  of  the 
country  in  which  you  live.  Medical  costs 
have  been  the  followers  in  the  inflationary 
spiral,  pressed  into  such  a position  by  price 
rises  elsewhere  in  our  national  economy. 

Increased  interest  in  good  health 

We  are  undoubtedly  more  conscious  to- 
day of  the  cost  of  medical  care  because  more 
and  more  of  us  are  taking  advantage  of 
medical  services  for  ailments  which  in  the 
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past  we  endured  without  treatment,  or  took 
care  of  at  home.  Because  of  this  increase  in 
patients,  hospitals  are  finding  it  necessary 
to  increase  their  bed  capacity.  Because  of 
increased  interest  in  good  health,  waiting 
rooms  in  doctors’  offices  are  frequently  filled. 
Immediate  appointments  with  a doctor  are 
sometimes  difficult  to  make.  This  is  especial- 
ly true  in  the  large  population  areas,  and  in 
the  new  suburban  areas  that  are  growing  up 
so  rapidly  all  over  the  country.  Demands  for 
medical  care  in  such  areas  are,  of  course, 
greater  than  ever  and  are  placing  greater 
pressures  on  hospitals,  on  doctors,  and  on 
their  facilities.  To  keep  up  with  these  de- 
mands and  still  maintain  our  high  standards 
of  medical  care  in  view  of  the  general  rise 
in  the  cost  of  living,  some  adjustment  in  rates 
was  unavoidable.  But,  as  pointed  out  in  a 
Division  of  Program  Research  Note  of  the 
Social  Security  Administration,  out-of-pocket 
expenditures  from  1948  through  1955  for 
physicians’  services  have  risen  very  little. 

A survey  made  by  the  Health  Information 
Foundation  has  shown  that  8 per  cent  of 
American  families  had  no  medical  expenses 
in  that  sample  year  of  1953.  Almost  60  per 
cent  had  medical  expenses  under  $200.  Less 
than  11  per  cent  of  the  families  had  ex- 
penses of  $500  or  more,  and  that  11  per  cent 
accounted  for  almost  half  of  all  the  total 
medical  costs  in  the  country.  You’ll  see  from 
this  that  the  vast  majority  of  Americans  in 
any  year  incur  only  moderate  medical  ex- 
penses, but  the  distribution  is  uncertain.  A 
small  portion  of  individuals  or  families,  either 
through  one  long,  severe  illness,  or  because 
of  a succession  of  illnesses,  may  encounter 
financial  hardship — especially  if  they  have 
been  unwilling  or  unable  to  protect  them- 
selves by  budgeting  or  by  insurance. 

Voluntary  health  insurance 

To  meet  this  problem  of  not  knowing 
where  or  when  an  illness  will  strike,  the 
American  people,  as  free  agents  in  a free 
society,  have  adopted  voluntary  health  in- 
surance. Its  growth  and  development  over 
the  past  twenty-five  years,  and  especially 
during  the  post-war  years,  have  provided  one 
of  the  brightest  chapters  in  our  economic 
history.  The  latest  figures  I have  seen  were 


given  by  President  Eisenhower  in  his  Janu- 
ary economic  message  to  Congress,  and  he 
was  quoting  from  reports  of  the  Health  In- 
surance Council.  Those  reports  revealed  that 
at  the  end  of  1956,  112  million  people  had 
hospital  insurance;  96  million  were  protected 
on  surgical  fees,  and  63  million  had  medical 
fee  coverage.  Most  remarkable  of  all  was  the 
fact  that  in  just  the  past  five  years,  the 
number  of  people  who  have  protected  them- 
selves with  major  medical  expense  coverage 
has  increased  100  times  over.  These  people 
have  recognized  the  uncertainty  of  illness 
and  the  need  to  take  care  of  themselves 
should  that  illness  occur.  They  have  begun 
to  understand  that  medical  care  is  as  much 
a part  of  their  budgeting  as  is  food  and  shel- 
ter. They  have  taken  the  wisest  course  . . . 
that  of  providing  for  themselves  through 
their  own  efforts. 

No  true  doctor  shortage 

Along  with  the  widespread  publicity  on 
rising  medical  costs,  we  have  read  articles 
mentioning  a shortage  of  doctors.  But  if  we 
live  in  a locality  which  does  not  have  a doctor 
readily  available,  we  certainly  must  agree 
that  for  us  there  is  a shortage  of  doctors. 
Actually,  the  number  of  physicians  gradu- 
ated from  approved  medical  schools  since 
1910  has  far  outstripped  the  growth  of  the 
over-all  population  of  the  United  States.  We 
now  have  one  doctor  for  every  730  persons, 
a proportion  exceeded  in  the  world  only  by 
Israel,  which  has  an  abnormal  number  of 
refugee  physicians.  Today  we  not  only  have 
more  doctors,  but  far  better  care  than  a gen- 
eration or  two  ago.  Now  a doctor  treats  a 
great  many  more  patients  because  of  modern 
transportation  and  communication.  He  treats 
them  more  efficiently,  too,  because  of  the 
tremendous  strides  in  medical  progress.  He 
gets  a patient  up  on  his  feet  and  back  on  the 
job  in  a fraction  of  the  time,  and  at  a fraction 
of  the  expense,  that  grandfather  needed  to 
recuperate  from  the  same  illness. 

The  American  Medical  Association  is  vi- 
tally concerned  in  the  matter  of  keeping  the 
supply  of  American  doctors  sufficient  to  best 
serve  our  growing  population.  The  A.M.A., 
through  its  American  Medical  Education 
Foundation,  is  helping  to  supply  badly  need- 
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ed  funds  to  expand  our  nation’s  medical 
schools.  Through  its  Accreditation  Program, 
the  A.M.A.  is  insuring  the  quality  of  our 
schools  and  the  competence  of  their  gradu- 
ates to  practice  medicine. 

Attracting  the  physician 

For  several  years,  changes  in  America’s 
living  habits  have  been  altering  the  lives  of 
many  of  our  doctors.  City  doctors  found  their 
patients  moving  to  the  suburbs.  Country  doc- 
tors found  their  patients  leaving  the  farms 
for  the  cities.  Doctors,  themselves,  have 
moved  about  trying  to  adjust  to  these  new 
circumstances  and  to  the  needs  of  a growing 
population.  The  well-located  doctors  will 
agree  that  the  chief  problem  facing  a com- 
munity that  wishes  to  attract  a doctor,  is  to 
make  the  prospective  doctor  feel  wanted  . . . 
in  addition  to  being  needed.  A doctor  joining 
a community  comes  as  more  than  just  an- 
other resident.  He  comes  as  a respected  and 
trusted  friend  who  in  time  will  be  a vital 
part  of  that  community.  A community  that 
wants  a doctor  should  ask  itself  if  a doctor 
would  want  this  community. 

A particularly  good  example  of  this  situ- 
ation is  the  story  of  Dr.  Charles  Bush  and 
the  doctorless  Indiana  town  of  Kirklin,  with 
a population  of  only  115  people.  Wanting  a 
doctor,  and  inspired  by  the  Kirklin  Lions 
Club,  the  115  townspeople  raised  a trust 
fund  among  themselves.  They  bought  a resi- 
dence and  had  it  converted  into  a modern 
clinic.  Legal  and  banking  services  were  made 
available  without  cost.  This  inviting  prop- 
erty was  sold  to  Dr.  Bush  at  a fair  rate  of 
interest  over  a ten  year  period.  The  people 
not  only  got  their  doctor,  but  they  got  their 
money  back  plus  a profit  of  the  interest  on 
their  investment. 

Dr.  Bush  himself  said;  “I  was  sold  on  my 
practice  in  Kirklin  when  the  people  in  the 
community  and  surrounding  area  held  a 
basket  supper  for  me  and  my  family.  It  was 
then  that  we  truly  recognized  the  warmth 
and  friendship  of  the  many  fine,  hardwork- 
ing people.  I knew  then  that  Kirklin  was  an 
ideal  spot  for  a satisfying  and  successful 
practice.”  There  is  no  shortage  of  doctors  for 
communities  with  the  foresight  and  the  de- 
termination which  Kirklin  had. 


The  doctor-citizen 

Medicine  today,  more  than  ever,  involves 
the  physician  and  the  patient,  or  the  pros- 
pective patient,  as  individual  human  beings. 
Today’s  doctor  is  more  than  just  a doctor. 
He  is  a neighbor,  family  man,  member  of  the 
community,  American  citizen.  When  he  fully 
recognizes  his  obligations,  both  as  a physi- 
cian and  citizen,  he  takes  an  active  interest 
in  community  affairs  and  public  issues.  He 
realizes  that  citizenship  is  a two-way  street, 
carrying  not  only  benefits  but  also  responsi- 
bilities. He  knows  that  it  is  his  duty  to  con- 
tribute his  share  of  actions  and  opinions, 
especially  on  issues  involving  health  and 
medical  care. 

The  doctor’s  wife  contributes  her  share  to 
community  activity  through  the  Auxiliary 
organizations  of  our  state  and  county  medi- 
cal societies.  Many  of  our  local  organizations 
have  discovered  that  their  Auxiliary  leaders 
welcome  training  and  supervision,  and  pro- 
vide able  and  enthusiastic  assistance.  When 
Auxiliary  members  are  included  at  meetings 
where  they  can  learn  the  facts  behind  the 
workings  of  the  local  societies  and  the  Amer- 
ican Medical  Association,  these  members  gain 
the  background  suitable  for  carrying  on 
community  service  activities  and  projects  im- 
portant to  the  medical  profession.  Give  every 
support  possible  to  your  own  Women’s  Aux- 
iliary, and  they  will  return  your  confidence 
many  times  in  assistance  to  your  State  or- 
ganization. 

Self-reliance 

Yes,  there  are  indeed  many  sides  to  medi- 
cine. In  the  budgeting  of  future  medical  costs, 
in  the  community’s  task  in  attracting  a doc- 
tor, in  a doctor’s  activities  in  his  community, 
you’ll  notice  that  I advocate  people  solving 
their  own  problems  to  suit  their  circum- 
stances. Self-reliance  has  long  been  the  back- 
bone of  American  development,  and  taking 
care  of  individual  problems  the  responsibility 
of  the  individual.  I am  much  impressed  with 
the  Mormon  Storehouse  Plan  approach  for 
solving  the  problem  of  taking  care  of  the 
needy.  Here  is  a working  example  of  doing 
for  one’s  own  without  destroying  either  self- 
respect  or  initiative. 

The  Storehouse  Plan  Coordinator,  Arben 


for  February,  1959 


53 


O.  Clark,  summed  up  self-reliance  when  he 
said:  “We  encourage  people  to  conduct  their 
homes  on  a business-like  basis,  to  avoid  debt, 
to  save  money,  to  have  enough  food,  clothing, 
and  fuel  on  hand  to  meet  long  term  emer- 
gencies— up  to  a year.” 

Government  hand-outs 

How  different  this  independent  system  is 
from  the  governmental  hand-out  program 
which  has  become  so  popular.  It  is  disturbing 
that  some  physicians  are  willing  to  trade 
their  fundamental  self-reliance  and  freedom 
of  choice  for  inclusion  in  the  Social  Security 
program  which  would  provide  an  endless  and 
uncontrolled  series  of  benefits  that  will  have 
to  be  paid  for  by  an  endless  increase  in  taxes. 
If  we  are  to  maintain  our  philosophy  of  free- 
dom, we  doctors  should  not  ask  for  inclusion 
under  Social  Security.  We  cannot  compro- 
mise our  philosophy  of  freedom  . . . just  a 
little  bit  . . . without  the  danger  of  losing 
it  all.  While  the  world  today  is  full  of  ex- 
amples of  what  can  happen  when  people 
give  up  just  a little  bit  of  their  freedom,  here 
within  the  church  of  the  Latter  Day  Saints 
is  an  inspiring  example  of  a group  taking 
care  of  its  own,  in  its  own  way,  on  a volun- 
tary basis. 

When  the  physician  ventures  into  public 
affairs,  he  is  frequently  accused  of  being  too 
conservative.  All  of  his  education  and  train- 
ing . . . his  experience  in  practice,  his  ex- 
posure to  human  nature  have  given  him  a 
profound  respect  for  certain  time-proved 


fundamental  principles  which  should  be  con- 
served, in  medicine  and  in  all  human  life. 

In  medicine,  for  example,  he  knows  that 
first-rate  medical  care,  together  with  hu- 
mane consideration  for  the  problems  of  the 
individual,  cannot  survive  if  patients  and 
physicians  are  shackled  by  regulations,  con- 
trols, and  assembly-line  procedures.  In  pub- 
lic affairs,  likewise,  he  sees  through  the  de- 
lusion of  pie-in-the-sky  promises  which  far 
too  frequently  are  based  not  on  American 
traditions  and  realities,  but  on  vote-gather- 
ing potentialities.  He  knows  also  that  people’s 
minds,  hearts  and  souls  cannot  find  true  ex- 
pression if  they  are  oppressed  by  systems 
which  bury  the  individual  in  the  mass. 

Individual  freedom  essential 

Over  the  years,  the  physiican  has  come 
to  realize  the  vital,  undeniable  importance 
of  the  individual,  and  of  other  basic  values 
in  medicine  such  as  ethics,  the  patient’s  free- 
dom to  choose  his  own  doctor,  and  the  physi- 
cian’s freedom  to  employ  his  knowledge  in 
the  best  interest  of  each  patient.  Although 
these  basic  values  present  themselves  more 
intensely  in  the  many  sides  of  medicine,  they 
are  but  reflections  of  the  best  that  must  be 
preserved  in  all  phases  of  human  life.  It  is 
the  physician’s  dedicated  wish  that  he  may 
have  the  individual  and  the  united  strength 
to  continue  to  preserve  these  basic  values 
for  the  well-being  of  our  people  today,  and 
for  mankind’s  generations  of  tomorrow.  • 


The  Creighton  University  School  of 
Medicine  Postgraduate  Conference 

The  Creighton  University  School  of  Medicine 
will  present  a Postgraduate  Conference  at  the 
Creighton  Memorial-St.  Joseph’s  Hospital  on  April 
14,  15,  and  16,  1959.  April  14  will  be  devoted  ex- 
clusively to  surgery,  April  15  to  obstetrics  and 
gynecology,  and  both  specialties  will  be  repre- 
sented on  April  16.  Guest  speakers  in  surgery  will 
be  Edwin  H.  Ellison,  M.D.,  Professor  and  Director 
of  the  Department  of  Surgery,  Marquette  Uni- 


versity School  of  Medicine;  Merle  M.  Musselman, 
M.D.,  Professor  and  Chairman  of  the  Department 
of  Surgery,  University  of  Nebraska  College  of 
Medicine;  and  James  M.  Sullivan,  M.D.,  Associate 
Professor  of  the  Department  of  Surgery,  Mar- 
quette University  School  of  Medicine.  Guest  speak- 
ers in  obstetrics  and  gynecology  will  be  C.  Paul 
Hodgkinson,  M.D.,  Gynecologist  - Obstetrician  in 
Chief,  Henry  Ford  Hospital;  and  R.  G.  Holly,  M.D., 
Professor  of  Obstetrics  and  Gynecology  and  Chair- 
man of  the  Department,  University  of  Nebraska, 
College  of  Medicine. 
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A 61-yeae-old  white  male  office  worker  was 
admitted  with  a history  of  low  pack  pain  for  three 
months  which  had  developed  rapidly  and  was 
aggravated  by  lifting  but  not  by  coughing.  It  was 
constant  and  aching,  located  in  the  middle  of  the 
back;  with  twisting  it  radiated  around  the  right 
costal  margin.  Pain  had  not  increased  in  severity 
since  onset.  There  was  no  known  trauma  at  the 
time  pain  began.  The  patient  was  a diabetic  of 
25  years’  duration,  controlled  fairly  well  on  a 2300 
calorie  diet  and  50  units  of  NPH  plus  20  units  of 
regular  insulin  each  morning.  For  several  months 
he  had  noted  increasingly  frequent  insulin  re- 
actions. Six  months  before  admission,  he  began 
to  have  nausea  and  vomited  once  every  two  to 
ten  days.  He  lost  eight  pounds  in  weight  and  noted 
decreased  strength.  For  two  years  he  had  some 
decrease  in  urine  stream  and  rare  nocturia.  Ten 
years  ago  he  had  a right  inguinal  herniorrhaphy. 
There  was  no  other  history  of  gastrointestinal  or 
urinary  disease.  Except  for  40  years  of  smoking 
one  to  one  and  a half  packs  of  cigarettes  daily, 
medical  history  was  not  remarkable. 

Examination 

On  physical  examination  he  was  a well  devel- 
oped and  well  nourished  white  male  in  no  acute 
distress.  Blood  pressure  was  160/88,  pulse  70,  res- 
pirations 18,  temperature  97.8°,  and  weight  141 
pounds.  Examination  of  the  head  and  neck  re- 
vealed a healed  perforation  of  the  left  tympanic 
membrane.  Eyes  were  normal.  There  was  a slight 
increase  in  the  AP  diameter  of  the  chest.  Lungs 
were  clear  and  the  heart  was  normal.  There  was 
a healed  right  lower  quadrant  scar.  The  abdomen 


•From  the  University  of  Colorado  Medical  Center.  Denver. 
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Pennsylvania.  Dr.  Berthrong  is  Assistant  Professor  of  Pathol- 
ogy, University  of  Colorado  School  of  Medicine,  Denver,  and 
Pathologist,  Glockner-Penrose  Hospital,  Colorado  Springs, 
Colorado.  Dr.  Keyting  is  Clinical  Instructor  in  Radiology,  Uni- 
versity of  Colorado  School  of  Medicine,  and  Assistant  Chief 
of  Radiology,  Veterans  Administration  Hospital,  Denver. 


was  not  tender  and  no  organs  or  masses  were 
palpable.  The  prostate  was  small  and  non-tender. 
There  was  tenderness  over  the  lower  dorsal  and 
upper  lumbar  spine  but  no  deformity  was  noted. 
Extremities  were  normal  and  the  deep  tendon 
reflexes  active  and  symmetrical.  Laboratory 
studies  revealed  a.  hemoglobin  of  14.9  gm.,  WBC 
9,300  with  80  neutrophils,  16  lymphocytes,  and 
four  monocytes.  Sedimentation  rate  was  22  mm. 
per  hour.  Urinalysis  showed  a specific  gravity  of 
1.023,  no  sugar  or  albumin  and  normal  sediment. 
Serology  was  negative.  The  blood  sugar  was  52 
mg.  per  cent,  BUN  19  mg.  per  cent,  total  protein 
8.1  gm.  per  cent  with  albumin  4.95  and  globulin 
3.15.  Cholesterol  was  200  mg.  per  cent  with  52  per 
cent  esters.  The  uric  acid  was  4.9  mg.  per  cent, 
alkaline  phosphatase  20  Bodanski  units,  acid  phos- 
phatase 0.1  Bodanski  units,  calcium  13  mg.  per 
cent,  and  phosphorus  2.2  mg.  per  cent.  The  PSP 
excretion  was  50  per  cent  in  one  hour.  X-ray 
examinations  revealed  a compression  fracture  of 
T-11  and  demineralization  of  the  rest  of  the  spine. 
Skull  films  revealed  two  radiolucent  areas  that 
were  thought  to  be  either  venous  lakes  or  the 
lesions  of  multiple  myeloma.  Examinations  of  the 
other  bones  were  normal.  The  lamina  dura  was 
present.  The  IV  pyelogram  was  normal  except 
for  ptosis  of  the  right  kidney.  No  calcification  was 
noted.  Barium  swallow  was  normal.  Chest  x-ray 
supplemented  by  oblique  and  stereoscopic  views 
plus  laminograms  demonstrated  a coin  lesion  in 
the  right  lung  anteriorly. 

Pain  persists 

In  the  hospital  his  diabetes  remained  under 
control  with  blood  sugars  ranging  mostly  between 
120  and  160  mg.  per  cent.  A gradual  20-pound 
weight  loss  occurred  in  the  first  six  weeks  of  his 
stay  but  thereafter  some  gain  was  noted.  Vomiting 
was  not  present  but  back  pain  persisted.  Repeat 
laboratory  studies  revealed  serum  calcium  of  15, 
13,  and  11  and  phosphorus  of  2.6  mg.  per  cent. 
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The  alkaline  phosphatase  ranged  between  13  and 
20.  Repeated  urine  Sulkowich  tests  were  2 to  4 
plus.  Twenty-four  hour  urine  calcium  determina- 
tions while  he  was  on  a 350  mg.  calcium  intake 
were  330  and  318  mg.  On  a 125  mg.  calcium  intake 
he  excreted  190  mg.  of  calcium  in  24  hours.  Urine 
was  negative  for  Bence  Jones  protein.  Repeat 
x-ray  examinations  revealed  increase  in  size  of 
the  spine  and  lung  lesions.  Bone  marrow  examina- 
tion was  normal.  In  his  eighth  week  of  hospitaliza- 
tion an  operation  was  performed. 

Discussion 

DR.  MYERS:  I am  not  at  all  sure  I know  what 
is  wrong  with  this  61 -year-old  man  who  developed 
back  pain  and  gastrointestinal  symptoms.  A com- 
pression fracture  of  the  eleventh  thoracic  verte- 
bral body  was  found  by  x-ray.  From  the  radiation 
around  the  right  costal  margin,  I would  have 
expected  that  the  compression  fracture  would 
have  been  a bit  higher. 

In  association  with  these  disturbances  in  the 
spine,  we  have  an  elevated  calcium  which  was 
first  13  mg.  per  cent  and  later  ranged  as  high  as 
15  mg.  per  cent.  The  phosphorus  was  low  at  2.2 
and  later  at  2.6.  Alkaline  phosphatase  was  in- 
creased on  more  than  one  occasion,  whereas  the 
acid  phosphatase  was  within  normal  limits.  Fur- 
thermore, studies  were  made  of  calcium  excretion, 
showing  that  the  individual  was  in  negative  cal- 
cium balance  because  he  was  excreting  large 
amounts  in  the  urine,  which  confirmed  the  con- 
sistently 2 to  4 Sulkowich  test. 

When  one  takes  the  demineralization  of  the 
spine  together  with  the  high  calcium,  low  phos- 
phorus, increased  phosphatase  and  calciuria,  one 
should  first  think  of  hyperparathyroidism.  Along 
with  hypercalcemia,  he  had  the  expected  symp- 
toms of  weakness,  nausea,  vomiting,  anorexia, 
and  with  this,  some  weight  loss.  Could  this  be  a 
case  of  primary  hyperparathyroidism?  Yes,  it 
could  be.  However,  in  this  day  and  age,  we  have 
to  look  farther,  as  did  the  clinicians  who  took 
care  of  this  patient.  Skull  films  were  taken  and 
there  were  two  lucent  areas  which  might  be 
demineralization  or  something  else.  From  the  de- 
scription, I judge  these  were  not  important.  The 
lamina  dura  was  present.  It  is  often  absent  in 
primary  hyperparathyroidism,  but  by  no  means 
always,  as  its  absence  depends  on  the  duration 
and  severity  of  the  process. 

There  is  increasing  evidence  that  individuals 
who  have  neoplastic  diseases  sometimes  have  the 
clinical  picture  of  hyperparathyroidism.  Some 
years  ago  it  was  observed  that  a number  of  indi- 
viduals with  carcinoma  of  the  breast  had  hyper- 
calcemia, hypercalciuria,  and  the  expected  symp- 
toms of  hypercalcemia.  This  seemed  easily  ex- 
plainable. Many  of  these  individuals  had  bony 
metastases  and  it  was  thought  that  the  metastases 
released  calcium  faster  than  the  kidneys  could 


excrete  it.  However  there  was  poor  correlation 
between  the  number  of  bony  metastases  and  the 
hypercalcemia.  Many  patients,  riddled  with  bony 
metastases,  had  no  hypercalcemia.  Others,  with 
few  bony  metastases,  had  marked  hypercalcemia. 
The  plot  thickened  when  it  was  reported  that 
other  neoplasms  may  be  associated  with  hyper- 
calcemia. Carcinoma  of  the  bronchus  is  one,  and 
here  again,  the  degree  of  bony  metastasis  does 
not  explain  the  hypercalcemia.  Probably  the  hyper- 
calcemia that  one  gets  with  some  neoplasms  is  a 
metabolic  effect  of  the  neoplasm  and  not  just 
mechanical.  In  other  words,  certain  neoplasms 
seem  to  be  capable  of  producing  a material  (which 
has  not  been  isolated  to  my  knowledge)  which 
acts  like  parathormone.  This  does  not  seem  to 
be  an  unreasonable  concept,  because  as  we  study 
neoplastic  disease,  we  realize  that  neoplasms  are 
not  foreign  bodies  producing  destruction  of  im- 
portant physiologic  structures,  but  that  they  are 
important  pathophysiologic  structures  themselves. 
We  could  make  an  imposing  list  of  phenomena 
which  neoplasms  are  capable  of  producing  which 
have  nothing  to  do  with  the  size  or  location  of 
the  neoplasm.  These  effects  must  be  mediated  by 
materials  either  produced  in  excess  or  removed  in 
excess  from  the  body  by  the  neoplasm.  You  know 
that  certain  neoplasms  produce  an  intravascular 
coagulation  syndrome  without  the  presence  of  neo- 
plastic cells  in  the  various  vessels.  This  may 
involve  capillaries  or  it  may  involve  veins,  and 
is  seen  most  often  with  mucin-producing  neo- 
plasms. This  illustrates  the  type  of  thinking  we 
must  have  about  how  neoplasms  may  affect  total 
body  economy.  If  certain  neoplasms  produce  a 
parathormone-like  material,  we  will  see  a clinical 
picture  which  mimics  hyperparathyroidism. 

Neoplastic  process 

Is  there  anything  about  this  patient  which 
makes  us  think  that  this  is  likely?  Our  attention 
is  immediately  drawn  to  the  coin  lesion  in  the 
right  lung.  We  are  told  that  it  increased  in  size 
during  this  patient’s  illness.  This  might  be  evi- 
dence that  the  coin  lesion,  like  many,  was  a neo- 
plastic process,  either  a primary  tumor,  probably 
arising  from  a bronchus,  or  conceivably,  a metas- 
tatic tumor.  There  was  also  some  increase  in  the 
size  of  the  spine  lesions.  This  patient  has  evidence, 
then,  pointing  toward  a neoplastic  disease  and  it 
is  possible  that  it  is  responsible  for  the  demineral- 
ization of  the  bones  and  the  changes  in  calcium 
and  phosphorus  metabolism.  If  the  neoplasm  could 
produce  changes  like  those  in  hyperparathyroidism 
with  a rise  in  calcium  and  a fall  in  phosphorous, 
and  if  the  patient  is  not  on  a high  calcium  intake 
(unlikely  because  of  anorexia  and  nausea),  there 
would  be  overactivity  of  osteoblastic  tissue  and, 
as  in  certain  cases  of  hyperparathyroidism,  the 
alkaline  phosphatase  would  rise. 

There  are  suggestions  that  this  patient  might 
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have  other  neoplastic  disease.  Ptosis  of  the  right 
kidney  is  described.  He  had  decrease  in  his  urinary 
stream,  but  the  prostate  is  described  as  being 
small  and  non-tender.  I suppose  this  isn’t  much 
of  a lead  in  a 61-year-old  man.  Individuals  like 
this  can  have  median  bar  enlargement  without 
over-all  enlargement  of  the  prostate,  so  I suppose 
this  is  a red  herring.  The  acid  phosphatase  is 
normal.  Carcinoma  of  the  prostate  seems  unlikely. 
This  would  be  a good  time  to  look  at  the  x-rays. 

DR.  KEYTING:  In  June,  the  coin  lesion  in 
the  right  apex  was  not  seen.  On  August  13,  a 
definite  lesion  was  present  and  possibly  there 
were  scattered  lesions  elsewhere.  The  density  of 
the  left  mid  lung  field  was  shown  to  be  the  nipple. 
With  the  retrospectoscope  it  was  possible  to  see 
the  right  apical  lesion  in  the  films  taken  in  June. 

In  contrast  to  other  vertebral  bodies,  T-11  has 
lost  60  per  cent  of  its  vertical  diameter  anteriorly. 
The  intervertebral  discs  are  probably  intact.  The 
lesion  enlarged  between  June  and  August,  but 
did  not  invade  the  discs  or  appear  in  other  verte- 
brae. 

DR.  MYERS:  You  favor  an  infiltrative  disease 
of  the  vertebral  body,  then? 

DR.  KEYTING:  Infection  tends  to  involve  the 
discs;  osteoporosis  and  demineralization  usually 
give  lesser  compression  of  other  segments.  The 
increase  of  sclerotic  debris  and  loss  of  substance 
between  June  and  August  make  me  think  there  is 
real  destruction  here.  The  patient  was  61.  In  the 
other  vertebrae  and  in  the  complete  bone  survey, 
the  trabecular  lines  are  sharp. 

DR.  MYERS:  So  you  would  be  more  in  favor 
of  osteoporosis  than  osteitis  fibrosa? 

DR.  KEYTING:  Yes,  sir.  Osteitis  fibrosa  results 
from  withdrawal  of  calcium,  destroying  the  fine 
trabecular  pattern  and  in  extreme  cases  leading 
to  cyst  formation.  Osteoporosis  comes  from  failure 
of  bone  formation  rather  than  destruction.  Osteo- 
porosis tends  to  affect  the  skull  less  than  either 
primary  or  secondary  hyperparathyroidism.  In 
this  case,  the  trabecular  pattern  of  the  skull  looks 
normal. 

DR.  MYERS:  The  skull  films  show  more  than 
the  two  radiolucencies  described  in  the  protocol. 

DR.  KEYTING:  Stereoscopic  skull  films  lead 
us  to  think  that  most  were  diploic  vessels.  Two 
in  the  frontal  bone  could  either  be  venous  lakes 
or  metastatic  lesions. 

DR.  MYERS:  What  about  the  right  kidney? 

DR.  KEYTING:  The  I.V.P.’s  showed  that  the 
right  kidney  was  hypermobile  and  therefore  ptotic 
in  the  upright  position.  Otherwise  they  were  en- 
tirely normal.  No  evidence  of  tumor  either  in  or 
displacing  the  kidneys  was  seen. 

DR.  MYERS:  I think  that  we  can  dismiss  any 
further  attention  to  the  right  kidney.  I am  more 
impressed  by  observing  the  skull  films  than  I was 
by  reading  about  them  in  the  protocol.  It  is  diffi- 
cult in  a man  of  this  age  to  know  whether  one  is 


dealing  only  with  more  or  less  physiologic  senile 
osteoporosis  or  with  other  causes  of  demineraliza- 
tion of  the  bone.  It  is  well  and  good  to  say  from 
the  x-ray  standpoint  that  this  looks  like  osteo- 
porosis but  this  won’t  help  us  a bit  in  explaining 
the  high  calcium,  low  phosphorus  and  elevation 
of  phosphatase,  all  of  which  are  beyond  that  seen 
in  osteoporosis.  How  can  we  explain  the  compres- 
sion fracture  of  T-11?  This  is  one  of  the  problems 
we  will  have  to  decide. 

Diabetes 

The  next  point  of  interest  here  is  the  man’s 
diabetes.  He  had  diabetes  of  long  duration  and 
had  been  taking  sizable  doses  of  insulin.  As  the 
illness  progressed,  he  had  increasingly  frequent 
insulin  reactions  and  on  admission  he  had  a blood 
sugar  which  was  low,  52  mg./lOO  ml.  However,  in 
the  hospital  (and  we  were  not  told  what  happened 
to  his  insulin  dosage),  his  blood  sugars  were  on 
the  high  side.  What  have  these  observations  got 
to  do  with  our  previous  thoughts?  When  a patient 
has  hyperparathyroidism  and  hypoglycemia,  we 
think  of  an  unusual  disease  which  has  gone  under 
many  names.  Probably  the  best  of  them  is  multiple 
endocrine  adenomas,  a situation  in  which  people 
have  adenomas  involving  the  pituitary,  parathy- 
roids, islets  of  Langerhans  with  insulin  production, 
and  at  times,  the  thyroid  and  even  the  adrenal 
cortex. 

We  don’t  know  what  this  disease  is  funda- 
mentally, but  the  clinical  picture  is  usually  dom- 
inated by  manifestations  of  hyperparathyroidism. 
The  second  most  common  manifestations  are  re- 
lated to  intractable  peptic  ulceration  of  the  upper 
GI  tract.  That  part  of  the  picture  is  not  so  strong 
here.  He  had  gastrointestinal  symptoms,  but  these 
can  be  explained  by  hypercalcemia  alone.  On  the 
other  hand,  not  every  patient  with  multiple  endo- 
crine adenomas  has  peptic  ulceration.  This  has 
become  clear  as  our  knowledge  about  this  particu- 
lar syndrome  accumulates. 

Endocrine  manifestations 

It  is  an  old  syndrome,  first  described  back 
about  the  turn  of  the  century,  but  the  two  best 
descriptions  come  from  the  Mayo  Clinic  and  Ohio 
State  University.  The  description  from  the  Mayo 
Clinic  comes  from  the  Department  of  Endocrin- 
ology where  they  were  interested  in  the  endocrine 
manifestations  of  the  illness.  Little  attention  was 
given  to  the  peptic  ulcers  that  these  individuals 
had.  At  Ohio  State,  on  the  other  hand,  Zollinger 
and  his  colleagues  were  deeply  interested  in  peptic 
ulcers  and  incidentally  observed  the  endocrine 
manifestations.  The  incidence  of  the  various  mani- 
festations of  this  syndrome  varies  widely  in  the 
two  series  of  cases,  demonstrating  that  we  see 
and  describe  what  we  are  prepared  to  see  and 
want  to  describe.  I think  we  can  say  that  the 
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picture  is  highly  variable. 

The  trouble  in  saying  that  this  patient  had 
multiple  endocrine  adenomas  is  that  we  cannot 
really  say  that  he  had  spontaneous  hypoglycemia. 
He  was  a diabetic,  taking  large  doses  of  insulin. 
He  got  sick,  lost  weight  and  probably  reduced  his 
caloric  intake.  We  would  expect  him  to  develop 
hypoglycemia.  Then  he  came  into  the  hospital  and 
I judge  that  his  diabetic  regulation  was  somewhat 
refined  and  hypoglycemia  disappeared.  We  must 
consider,  and  certainly  cannot  rule  out,  the  possi- 
bility that  he  had  multiple  endocrine  adenomas, 
but  we  have  several  points  against  that  diagnosis. 

Sometimes  tumors  of  the  Islets  of  Langerhans 
have  been  malignant.  We  are  all  aware  of  the 
old  observation  that  in  known  diabetics,  when 
the  pancreas  was  destroyed,  the  diabetes  amelio- 
rated. If  this  patient  had  diabetes  and  multiple 
endocrine  adenomas,  some  might  wonder  whether 
hypoglycemia  should  be  expected.  However,  I 
think  we  know  now  that  this  is  not  the  way  it 
happens.  As  the  pancreas  is  destroyed,  the  dia- 
betic eats  less,  fails  in  general  and  his  diabetes 
is  thereby  ameliorated.  It  is  not  a specific  effect 
of  pancreatic  destruction.  We  can  mention  in 
passing  that  he  had  the  arteriosclerosis  that  we 
would  expect  in  a diabetic  of  25  years’  duration. 
This  is  best  illustrated  by  the  blood  pressure  of 
160/88. 

Neoplasm  involved  lung? 

These  seem  to  me  to  be  the  main  considera- 
tions. What  should  we  finally  conclude?  I think 
that  the  evidence  favors  a neoplasm  which  in- 
volved lung,  may  have  involved  skull,  and  that 
it  produced  the  picture  of  hyperparathyroidism 
without  any  parathyroid  disease.  Where  is  the 
neoplasm?  We  don’t  have  enough  evidence  to  say. 
As  I pointed  out,  this  picture  occurs  with  a variety 
of  neoplasms.  Carcinoma  of  the  bronchus  is  high 
on  the  list  and  in  fact,  we  now  have  on  our  service 
a patient  with  carcinoma  of  the  bronchus  who 
has  this  exact  picture.  However,  this  is  not  an 
impressive  lung  lesion  for  carcinoma  of  the  bron- 
chus. I don’t  know  of  a carcinoma  of  a bronchus 
so  small  which  has  produced  this  picture  of  hyper- 
parathyroidism. Therefore,  it  is  more  reasonable 
to  think  that  the  lesion  in  the  lung  is  metastatic 
(as  are  the  lesions  in  the  skull  if  they  prove  to 
be  neoplastic).  Where  is  the  primary  neoplasm? 
I frankly  don’t  know. 

The  other  explanation  would  be  that  he  had 
one  or  more  adenomas  of  the  parathyroid  with 
a true  picture  of  hyperparathyroidism.  I have 
nothing  more  to  say  about  the  possibility  of  there 
being  other  endocrine  adenomas.  I would  suppose 
that  this  patient’s  operation  was  on  the  neck  or  in 
the  upper  thorax,  exploring  for  adenomas  of  the 
parathyroid.  But  if  my  first  choice  is  correct,  these 
were  not  found  and  the  process  proved  to  be  a 
neoplastic  one  instead. 


DR.  BERTHRONG:  Dr.  Myers,  may  I ask  a 
majority  of  tumors  which  metastasize  and  produce 
question  or  two?  It  is  my  recollection  that  the 
hypercalcemia  ordinarily  are  associated  with 
normal  or  increased  blood  levels  of  phosphorus. 
Would  you  comment  on  that?  Second,  is  it  not 
true  that  the  majority  of  tumors  that  have  pro- 
duced hypercalcemia  have  had  widespread  evi- 
dence of  metastases  by  x-ray? 

DR.  MYERS:  The  first  cases  had  widespread 
metastases,  but  we  are  seeing  more  and  more 
patients  in  whom  the  metastatic  disease  is  not 
proportionate  to  the  hypercalcemia.  Some  of  these 
patients  do  have  a low  phosphorus  and  therefore 
I compared  this  disease  to  hyperparathyroidism 
in  which  the  chemical  picture  is  the  same.  The 
patient  now  on  our  service,  for  example,  has  a 
low  phosphorus.  He  has  x-ray  evidences  of  me- 
tastases, but  not  extensive  ones. 

1 am  sure  you  are  aware  that  a certain  number 
of  people  with  sarcoidosis  have  hypercalcemia.  We 
are  not  talking  about  protein-bound  calcium  now, 
we’re  talking  about  free  calcium  with  all  the 
manifestations  clinically  of  hypercalcemia,  neph- 
rocalcinosis  and  the  rest.  These  people,  to  my 
knowledge,  do  not  have  a low  phosphorus.  Instead 
they  have  a picture  like  vitamin  D intoxication. 
It  has  been  postulated  that  in  sarcoid  there  is 
somehow  over-activity  of  a vitamin  D-like  sub- 
stance. The  more  carefully  one  looks  for  hyper- 
calcemia in  sarcoid,  the  more  one  finds  it.  Neo- 
plastic diseases  are  not  the  only  ones  that  can 
seriously  affect  calcium  and  phosphorus  metabo- 
lism through  a “hormonal”  effect. 

QUESTION  FROM  THE  AUDIENCE:  Multiple 
myeloma  was  mentioned  many  times  in  the  chart. 
Do  you  care  to  comment? 

DR.  MYERS:  Multiple  myeloma  can  usually 
either  be  ruled  in  or  out  by  an  adequate  bone 
marrow  sample.  In  this  case,  bone  marrow  is 
reported  as  normal.  It  also  can  produce  hyper- 
calcemia. Most  of  the  blood  calcium  is  protein- 
bound  because  of  the  marked  hyperglobulinemia 
that  these  patients  have.  This  patient  did  not  have 
hyperglobulinemia.  For  these  and  other  reasons 
I thought  that  the  possibility  of  multiple  myeloma 
was  not  great. 

DR.  CHAPMAN*:  Diagnoses  have  been  sub- 
mitted by  the  interns  and  residents  before  the 
discussion  without  seeing  the  x-rays.  A third  of 
those  commenting  felt  that  multiple  adenomas  of 
endocrine  glands  was  the  leading  possibility.  An- 
other third  felt  hyperparathyroidism  with  or 
without  carcinoma  of  the  parathyroids  was  likely. 
The  last  third  were  scattered,  some  were  obviously 
influenced  by  the  artificial  nature  of  a clinical 
pathological  conference.  Multiple  myeloma,  Fan- 
coni’s  Syndrome,  and  carcinomas  of  lung,  kidney, 
and  prostate  were  suggested. 


‘Robert  G.  Chapman,  M.D.,  Chief  Resident.  Medicine,  Moder- 
ator of  session. 
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Discussion  of  pathology 

DR.  BERTHRONG:  Post-mortem  examination 
grossly  revealed  multiple  sub-pleural  nodules  in 
the  lungs.  These  were  small  and  hardly  palpable. 
There  was  an  encapsulated  granuloma  between 
one-half  and  one  cm.  in  diameter  where  you  saw 
it  by  x-ray.  In  both  lungs,  small  nodules  were 
palpable  with  the  finger,  some  of  which  were 
pigmented  and  scarred.  They  could  not  be  grossly 
identified  as  tumors  but  were  compatible  with 
inflammatory  lesions.  The  fact  was  withheld.  Dr. 
Myers,  that  the  liver  became  palpable.  The  opera- 
tion was  an  abdominal  exploration  where  car- 
cinoma of  the  liver,  metastatic  or  primary,  was 
discovered.  It  was  an  adenocarcinoma,  suggesting 
pancreas,  but  it  could  have  come  from  anywhere. 
The  patient  did  poorly  postoperatively  and  died 
weeks  later  after  gradual  deterioration. 

The  liver  was  twice  normal  size  and  had  a 12 
cm.  mass  in  the  left  lobe.  The  left  hepatic  duct 
disappeared  into  it.  Grossly,  it  was  compatible 
with  hepatic  duct  carcinoma.  The  bones  were 
riddled  with  visible  metastases.  There  were  other 
smaller  nodules  visible  in  the  liver. 

Not  diagnostic 

Carcinoma  infiltrating  a hepatic  duct  from  out; 
side  can  certainly  look  like  a primary.  I cannot 
say  definitely  that  this  is  a left  hepatic  duct  car- 
cinoma, but  that  possibility  is  certainly  strong. 
The  histologic  pattern  of  the  carcinoma  is  not 
diagnostic.  In  some  areas  it  is  poorly  differentiated 
and  such  a tumor  forming  nodules  in  the  liver 
certainly  suggests  that  the  pancreas  might  be  the 
primary  site.  In  other  areas  of  the  liver,  the 
metastases  are  better  differentiated  into  an  adeno- 
carcinoma form.  This  would  be  perfectly  com- 
patible with  adenocarcinoma  of  the  bronchus,  the 
gall  bladder,  bile  ducts,  pancreas  and  so  on.  From 
the  microscopic  appearance  of  this  tumor,  there 
is  no  possible  way  to  be  certain  of  its  site  of  origin. 

The  small  granuloma  in  the  lung  is  of  great 
interest.  We  know  that  occasionally  a carcinoma 
arises  surrounding  a small  granuloma  of  the  lung. 
This  is  recognized  as  a rare  variant  of  carcinoma 
of  the  lung.  The  granuloma  had  been  present  for 
a long  time.  It  has  anthracotic  pigment  in  it.  Like 
all  granulomatous  nodules,  its  etiology  cannot  be 
determined  from  a single  H and  E section.  The 
rim  of  tissue  about  this  granuloma,  however,  is 
completely  cancerous  but  the  lung  tissue  distant 
is  free.  It  is  odd  that  the  cancer  should  completely 
encircle  this  small  granuloma  and  intriguing  to 
think  that  possibly  we  had  a small  occult  adeno- 
carcinoma arising  in  the  periphery  of  a granuloma 
of  the  lung  which  has  led  to  the  metastases  that 
have  been  described.  The  cancer  is  in  no  way 
different  from  that  seen  in  the  huge  tumor  in  the 
liver.  Of  course,  if  there  was  increased  vascularity 
around  the  little  granuloma,  metastases  might  be 
more  apt  to  locate  there.  In  the  remainder  of 


the  lung,  there  are  . small  infiltration^  of  cancer, 
one  of  which  actually  lies  within  a bronchus.  I 
could  claim  that  it  is  the  site  of  origin,  ;but  it  is 
a microscopic  focus  and  it  seems  more  reasonable 
to  consider  it  a metastasis. 

Bones  showed  widespread  metastases  with  bone 
destruction.  We  think  of  the  mechanism;  for  the 
destruction  of  bone  as  simple  pressure  upon  bone 
or  some  change  in  vascularity.  There  is  a moth- 
eaten  appearance  of  the  bone  edges  around  the 
metastasis;  finally  the  bony  spicule  becomes  a 
little  shell  and  disappears.  The  reason  for  its  dis- 
solution is  unknown.  Howship’s  laciinae  of  multi- 
nucleated  giant  cells  of  the  type  that  are  seen  in 
osteitis  fibrosa  are  supposed  to  “eat”  up  the  bone, 
possibly  by  producing  phosphatase.  In  these  me- 
tastases we  have  an  example  of  the  moth-eaten 
appearance  without  any  Howship’s  lacunae.  One 
parathyroid  was  found.  It  was  not  enlarged  and 
I think  it  has  to  be  considered  as  perfectly  normal. 

Pancreas  examined 

The  pancreas  was  examined  carefuly  and  no 
nodules  or  cancer  were  found.  We  do  not  know 
why  the  diabetes  appeared  to  have  been  amelio- 
rated. I like  Dr.  Myers’  concept  that  this  man  just 
ate  less  during  his  last  six  months  of  life.  It  is  of 
interest  perhaps  to  mention  that  infarcts  of  the 
hypophysis  are  not  rare.  Most  of  the  time,  one 
assumes  that  small  infarcts  or  necroses  of  the 
hypophysis  are  vascular  lesions  due  to  arterioscle- 
rotic disease,  but  there  is  a high  incidence  of  these 
lesions  in  patients  dying  with  cancer.  One  could 
postulate  here  that  infarcts  of  the  hypophysis 
ameliorated  his  diabetes  but  we  do  not  have  his 
hypophysis  for  study. 

Massive  replacement  of  the  liver  by  tumor 
could  ameliorate  diabetes.  In  this  case,  the  liver 
was  not  so  massively  involved  that  its  function 
in  carbohydrate  metabolism  would  be  significantly 
altered.  The  strategic  location  of  the  tumor  in  the 
hilum  of  the  liver  led  to  bile  duct  dilation  through- 
out the  liver. 

Hypophos  phatem  ia 

Some  observers  think  that  patients  with  the 
most  massive  osteolytic  metastases  and  the  tumors 
which  appear  to  have  grown  most  rapidly  are 
those  that  most  often  have  hypercalcemia.  Such 
patients  tend  also  to  have  an  elevated  or  normal 
phosphate.  Tumors  producing  hypercalcemia  with- 
out much  x-ray  evidence  of  bony  metastasis  tend 
to  be  associated  with  hypophosphatemia'.  The 
first  cases  which  were  described  in  this  regard  by 
Conner  were  perhaps  the  most  interesting  of  all 
in  that  when  the  primary  tumor  was  removed, 
the  hypercalcemia  and  hypophosphatemia  returned 
to  normal,  only  to  become  abnormal  again  as 
metastases  increased  in  size^  That  seems  to  me  to 
be  the  most  important  evidence  that  some  of  these 
tumors  do  produce  something  or  destroy  some- 
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thing  which  results  in  this  metabolic  abnormality 
in  calcium  and  phosphorus  rather  than  a simple 
direct  effect  on  bone  by  the  metastases. 

DR.  MYERS:  I think  we  should  also  mention 
that  steroid  treatment  of  these  people  will  also 
result  in  a fall  of  the  calcium  and  a rise  in  the 
phosphorus.  Apparently  steroids  can  also  do  some- 
thing to  influence  the  effect  of  tumors  on  calcium 
and  phosphorous  metabolism.  Removal  of  the 
primary  alone  can  certainly  affect  the  hypercal- 
cemia. Because  of  this  and  because  the  chemical 
pattern  is  similar,  I think  we  are  reasonably  sound 
in  speculating  that  the  tumor  does  produce  some- 
thing like  parathormone. 

It  is  particularly  intriguing  to  believe  that  this 
old  granuloma  did  precipitate  a carcinoma  of  the 
bronchus  which  metastasized  widely  from  a small 
primary.  In  the  male,  the  bronchus  is  the  typical 
primary  site  for  carcinomas  producing  hypercal- 
cemia. 

DR.  BERTHRONG:  I have  been  unable  to  find 
a case  of  tumor  arising  in  the  liver  or  in  the  bile 
ducts  that  has  produced  this  syndrome,  although 
hepatic  cancer  may  metastasize  to  bone  exten- 
sively. 

DR.  MYERS:  You  noticed  I glossed  over  one 
finding  which  we  don’t  generally  see  in  hyper- 
parathyroidism and  that  is  elevation  of  the  alka- 


line phosphatase.  Patients  with  classical  hyper- 
parathyroidism or  with  neoplasia  and  a picture 
like  hyperparathyroidism  have  little  if  any  ele- 
vation of  alkaline  phosphatase.  I explained  the 
increased  alkaline  phosphatase  in  this  case  by  the 
fact  that  the  man  did  not  have  a good  calcium 
intake  and  that  he  had  a fair  amount  of  osteo- 
blastic activity;  therefore,  a high  alkaline  phos- 
phatase. But  Dr.  Berthrong  didn’t  find  much  osteo- 
blastic activity  and,  in  restrospect,  we  should  have 
predicted  that  he  had  extensive  hepatic  metastases. 
The  elevation  of  the  alkaline  phosphatase  was 
due  to  localized  obstruction  of  hepatic  ducts,  under 
which  circumstance  it  can  often  be  elevated  with- 
out any  increase  of  bilirubin.  I think  this  should 
have  been  a tip-off  that  he  had  hepatic  metas- 
tases. • 
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Allergists  schedule  meetings 

American  College  of  Allergists  Graduate  In- 
structional Course  and  Annual  Congress,  March 
15-20,  1959,  Mark  Hopkins  Hotel,  San  Francisco, 
California.  Contact,  John  D.  Gillaspie,  M.D.,  Treas- 
urer, 2049  Broadway,  Boulder,  Colorado. 


Medicine — and  Blue  Shield — 
accept  the  challenge 

Seldom — if  ever  before — has  medicine  earned 
such  a “friendly  press”  as  greeted  the  action  of 
the  A.M.A.  House  of  Delegates  at  its  Minneapolis 
meeting  in  December,  when  it  resolved  that  “the 
A.M.A.,  the  constituent  and  component  medical 
societies,  as  well  as  physicians  everywhere,  expe- 
dite the  development  of  an  effective  voluntary 
health  insurance  or  prepayment  program  for  the 
group  over  65  with  modest  resources  or  low  family 
income”  . . . 

To  make  such  a program  possible,  the  A.M.A. 
delegates  realistically  urged  “that  physicians  agree 


to  accept  a level  of  compensation  for  medical  serv- 
ices rendered  to  this  group  which  will  permit  the 
development  of  such  insurance  and  prepayment 
plans  at  a reduced  premium  rate.” 

Thus,  American  medicine  has  forthrightly  ac- 
cepted the  challenge  of  the  Forand  Bill  and  ac- 
knowledged the  special  needs  of  our  older  citizens, 
many  of  whom  are  getting  along  on  extremely 
modest  retirement  incomes. 

The  national  association  of  Blue  Shield  Plans 
has  responded  promptly  to  the  A.M.A.  action.  Its 
staff,  under  the  direction  of  a special  committee,  is 
developing  a pattern  of  coverage,  payments  and 
subscription  rates  that  can  be  used  by  local  Blue 
Shield  Plans  in  developing  their  local  programs 
for  senior  citizens. 

Each  of  us  will  soon  have  an  opportunity  to 
take  part  in  this  great  professional  enterprise.  For 
it  will  be  up  to  us,  as  individual  physicians,  to 
make  good  this  A.M.A.  pledge.  We  will  be  called 
on  for  a new  and  crucial  demonstration  of  the 
ability  of  our  free  profession  to  meet  its  collective 
responsibilities  by  voluntary  action  in  a free  so- 
ciety. 
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when  psychic 
symptoms 
distort  the  picture 


Partal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Partal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Partal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Partal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 

for  the  management  of  both  major  and 
minor  emotional  disturbances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


SEP 


•A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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Tetracycline  with  Citric  Acid  L£D^RLE 


LDERUE  laboratories,  a Division  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 
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Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

It  may  not  be  the  method  that  is  imperfect,  but 
only  our  way  of  utilizing  it. 

Clinical  data 

An  overweight,  47-year-old  housewife  had 
suffered  from  intermittent,  moderately  severe 
right  upper  quadrant  and  epigrastric  pain  for 
three  years.  There  was  no  relationship  of  the  pain 
to  eating,  but  the  patient  thought  the  pain  was 
worse  after  eating  apples  and  pork.  A cervical 
polyp  had  been  removed  in  the  past;  otherwise 
the  history  contributed  no  further  features  of 
interest.  The  physical  examination  and  laboratory 
reports  were  also  unrevealing.  Previous  roent- 
genograms of  the  gastrointestinal  tract  and  gall- 
bladder were  stated  to  have  been  normal. 

Radiographic  studies 

A barium  study  of  the  gastrointestinal  tract 
was  unenlightening.  The  routine  projections  of 
the  gallbladder  made  after  administering  Tele- 
paque  also  appeared  normal;  these  showed  a well 
concentrating  gall  bladder  without  any  defects 
(Fig.,  left).  However,  in  the  upright  position,  a 
slender,  radiolucent  stratification  was  seen  near 


the  gallbadder  neck.  (Fig.,  right),  characteristic 
of  the  layering  phenomenon  caused  by  small, 
lightweight  calculi  of  a specific  gravity  less  than 
the  bile  fluid  that  float  in  the  vertical  position. 
In  the  horizontal  position,  these  stones  might  be 
obscured  by  the  contrast  material  (unless  a lateral 
decubitus  film  was  obtained).  It  seems  probable 
that  the  addition  of  the  gallbladder  dye  is  suffi- 
cient to  increase  the  specific  gravity  of  the  bile 
fluid  above  1.040,  which  is  the  specific  gravity  of 
the  smallest  and  lightest  cholesterin  stones,  and  is 
the  highest  specific  gravity  of  native  bile.  When 
this  figure  is  exceeded,  the  stones  can  float.'  For 
some  years  now,  we  have  added  an  upright  film 
of  the  gallbladder  to  our  routine  study,  and  it 
has,  on  occasion,  been  rewarding. 

Epilogue 

A diagnosis  of  cholelithiasis  was  made;  chole- 
cystectomy was  curative.  A gallbladder  with  nu- 
merous tiny  calculi  was  removed. 
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^IDeprol^ 


Clinically  confirmed 
in  over  2,500 
documented 
case  histories^'^ 


CONFIRMED  EFFICACY 

Deprol  ► acts  promptly  to  control  depression 
without  stimulation 

► restores  natural  sleep 

► reduces  depressive  rumination  and  crying 


DOCUMENTED  SAFETY 


Deprol  is  unlike  amine-oxidase  inhibitor^ 

► does  not  adversely  affect  blood  pressure 

or  sexual  function  _ 

o 

► causes  no  excessive  elation 

► produces  no  liver  toxicity 

► does  not  interfere  with  other  drug  therapies 

Deprol  is  unlike  central  nervous  stimulants 

► does  not  cause  insomnia 

► produces  no  amphetamine-like  jitteriness 

► does  not  depress  appetite 

► has  no  depression-producing  aftereffects 

► can  be  used  freely  in  hypertension  and 
in  unstable  personalities 


Dosage:  Usual  start- 
ing dose  is  1 tablet 
q.i.d.  When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 

Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl  benzilate  hydro- 
chloride (benactyzine 
HCl). 

Supplied:  Bottles  of 
50  scored  tablets. 


Ttraoc-mark 

C0-746d 


1.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  1,  1958.  2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

Literature  and  samples  on  request  ^^®WALLACE  LABORATORIES,  New  Brunswick,  N . J . 
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CERTAINTY 


after  millions  of  prescriptions 
...an  unparalleled  safety  record 


provides' fast,  high  blood  and  tissue 
concentrations 

Because  Erythrocin  Stearate  is  rapidly  ab- 
sorbed, patients  get  therapeutic  blood  and  tissue 
levels  within  30  minutes.  High,  peak  levels  occur 
between  one  and  two  hours— -and  effective  con- 
centrations are  maintained  for  at  least  six  hours. 
Always  at  hand,  then,  against  more  critical  in- 
fections is  EEYTHROClN-I.M.~-the  only  intra- 
muscular form  of  erythromycin  available. 

backed  by  years  of  clinical  effectiveness 
Actually,  every  prescription  you  write  for 
Erythrocin  is  backed  by  more  than  six  years 
of  clinical  effectiveness  against  coecal  infections. 
And,  with  the  problem  of  antibiotic  resistance 
becoming  more  important  daily,  the  value  of 
Erythrocin  as  a day-to-day  anticoccal  agent  is 
dramatically  underlined. 

supported  by  an  unparalleled  safety  record 
During  all  the  years  Erythrocin  has  been  pre- 
scribed, serious  reactions  have  been  practically 
nonexistent.  Unlike  penicillin,  allergy  is  no 
problem.  And,  in  contrast  to  “broad-spectrum” 
action,  the  normal  flora  of  the. intestinal  tract  is 
virtually  unaltered  with  Erythrocin  therapy, 
offers  bactericidal  activity 
Unlike  broad-spectrum  antibiotics,  Erythrocin 
is  classed  as  a bactericidal  antibiotic.  It  offers 
lethal  action  against  common  coccic  invaders— 
resulting  in  prompt  clinical  response, 
provides  convenient  dosage  forms 
Usual  adult  dose  is  250  mg.  four  times  daily. 


Children’s  dosage  is  reduced  in  proportion  to 
body  weight.  Erythrocin  comes  in  Filmtabs® 
(100  and  250  mg.), bottles  of  25  and  100.  Also  in 
oral  suspension  and  for  intramuscular  use.  Won’t 
you  prescribe  Erythrocin  doctor? 

if  you’re  concerned  with  biood  levels . . . 

Dotted  line  shows  actual  inhibitory  concentrations 
against  most  organisms.  Note  the  high  ranges  and 
medians  of  ERYTHROCIN  Stearate  at  one,  two,  four 
and  six  hours.  Data  represents  three  studies  with 
adults.  Each  was  given  one  250-mg.  Fiimtab. 


hours  0 12  4 6 

And  where  you  need  a consistent  uniform  response 
that  only  an  injectable  form  can  provide,  remember— 
ERYTHROCIN-I.M. (Erythromycin  Ethyl  Succinate, 
Abbott)  and  ERYTHROCIN  Lactobionate. 

®Filmtab — Film-sealed  iableiSi  Abbott;  pat.  applied  for. 


and  the  immediate  start  on  at  least  14  new  medical 
schools. 

Secretary  Flemming  of  Health,  Education,  and 
Welfare  let  it  be  known  soon  after  taking  office 
last  summer  that  he  was  not  going  to  allow  the 
report  to  be  “put  on  the  shelf  to  gather  dust.” 

In  an  address  to  the  American  College  of  Sur- 
geons, Surgeon  General  Leroy  Burney  sketched 
briefly  a plan  for  another  consultants’  group  not 
unlike  the  Bayne- Jones  Committee.  It  is  now  look- 
ing into  the  question  of  need  for  more  physicians 
in  the  next  decade.  No  date  has  been  set  for  the 
final  report.  At  its  first  meeting  in  December,  the 
committee  authorized  two  staff  studies  to  get 
under  way:  on  construction  costs  of  newer  schools 
and  on  the  financing  of  present-day  medical  school 
operations. 

Chairman  of  the  group  is  Frank  Bane,  former 
Executive  Secretary  of  the  Council  of  State  Gov- 
ernments and  active  in  public  affairs  for  more 
than  30  years.  Other  members  include  Dr.  Edward 
L.  Turner,  American  Medical  Association’s  Coun- 
cil on  Medical  Education  and  Hospitals;  Dr.  Ward 
Darley,  Association  of  American  Medical  Colleges; 
Dr.  Julian  Price,  A.M.A.  Trustee;  Dr.  Edwin  L. 
Crosby,  American  Hospital  Association;  Dr.  Ver- 
non Lippard,  Yale  Medical  School  Dean;  John 
McK.  Mitchell,  Pennsylvania  Medical  School  Dean; 
Dr.  Isador  S.  Ravdin,  Pennsylvania  Medical  Af- 
fairs Vice  President;  Dr.  Clayton  G.  Loosli,  South- 


^P|RF|CT! 

,..in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure... milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighfan,  Colorado 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Since  the  release  last  summer  of  the  much- 
discussed  Bayne- Jones  report  on  medical  educa- 
tion and  research,  the  administration  has  been 
reviewing  the  situation  and  the  possible  need  for 
Congressional  action  on  federal  aid  to  the  coun- 
try’s medical  schools. 

Just  how  strong  is  its  case  is  likely  to  be  deter- 
mined in  the  session  of  the  86th  Congress  now 
under  way.  In  the  closing  phases  of  the  85th  Con- 
gress, a health  subcommittee  of  the  House  took  up 
the  subject  amid  a feeling  at  that  time  that  pro- 
ponents had  failed  to  achieve  a sense  of  urgency. 

Another  year  has  rolled  around,  and  the  cli- 
mate may  be  different.  The  Bayne- Jones  report 
revived  the  Medical  School  Aid  issue.  Not  since 
the  six-year-old  report  from  the  Magnuson  Com- 
mission has  a medical  report  been  quoted  so  ex- 
tensively. The  Bayne-Jones  report  calls  for  a 
doubling  of  medical  research  spending  by  1970 
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A workhorse 
“mycin 
for 

common 

infections 


ft 


respiratory  infections 


With  well -tolerated  Cyclamycin,  you  will  find 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  js  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN® 


Conforms  to  Code  for  Advertising 


Triacetyloleandomycin,  Wyeth 


® 

Philadelphia  1,  Pa. 
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LETTERS 

TO  THE  MEDICAL  DIRECTOR 


Dear  Doctor: 

Rauvera*  was  used  on  five  patients  with  essen- 
sential  hypertension  varying  from  moderate  to 
severe.  The  highest  blood  pressure  was  220  130 
and  the  lowest  180/105. 

All  patients  have  shown  a consistent  response 
to  the  drug  and  the  continuation  therapy  has 
effected  a good  control  so  far  . . . approximately 
two  to  three  months.  In  four  patients  systolic 
blood  pressure  was  reduced  from  20  to  50  mm. 
Hg  and  the  diastolic  from  10  to  15  mm.  One 
patient,  who  had  a pressure  of  220/130  has 
had  a phenomenal  response,  and  I brought  the 
systolic  down  to  165  and  the  diastolic  to  95. 

M.  D.,  Wisconsin 


Dear  Doctor: 

Rauvera  has  produced  satisfactory  reductions  of 
blood  pressure  in  every  hypertensive  case  in 
which  I have  used  it. 

M.  D.,  Colorado 


Dear  Doctor: 

Rauvera  tabs  are  my  choice  for  hypertension 
over  170  . . . they  give  me  the  best  results. 

M.  D.,  Texas 


Comment:  It  is  interesting  to  note  that  no 
adverse  side  effects  ivere  reported  in  connec- 
tion u'ith  Rauvera’ s effective  antihyper- 
tensive action. 

*Rauvera  contains  1 mg.  alseroxylon  (purified  Rauwolfia 
serpentina  alkaloid),  3 mg.  alkavervir  (Veratrum  viride 
fraction)  in  each  scored  tablet. 

SMITH-DORSEY  • Lincoln,  Nebraska 


ern  California  Medical  School  Dean;  Dr.  Charles 
E.  Smith,  University  of  California  Public  Health 
School  Dean;  Morris  Thompson,  President,  Kirks- 
ville  College  of  Osteopathy  and  Surgery;  Harold 
Hillenbrand,  D.D.S.,  American  Dental  Association; 
Miss  Marion  Sheahan,  National  League  for  Nurs- 
ing; Dr.  Harold  L.  Enarson,  Western  Interstate 
Commission  for  Higher  Education;  Emory  Morris, 
D.D.S.,  President,  Kellogg  Foundation;  Douglas  E. 
H.  Williams,  Dunbar  Community  Association;  Fred 
C.  Cole,  Ph.D.,  Tulane;  Robert  C.  Anderson,  Ph.D., 
Director,  Southern  Regional  Education  Board; 
Alvin  C.  Eurich,  Ph.D.,  Vice  President,  Fund  for 
Advancement  of  Education;  John  G.  Searle,  Presi- 
dent, G.  D.  Searle  & Co.,  and  the  Very  Rev.  Robert 
J.  Slavin,  President,  Providence  College. 

Its  final  report  in  all  likelihood  will  have  a 
strong  influence  on  the  course  of  legislation. 


Notes 

The  Office  for  Dependents  Medical  Care  has 
decided  that  this  year’s  contracts  for  Medicare 
between  the  Defense  Department  and  State  Medi- 
cal Societies  and  other  groups  will  be  negotiated 
by  mail.  ODMC  felt  that  the  whole  field  had  been 
pretty  thoroughly  gone  over  last  year  and  further- 
more that  administrative  costs  are  no  longer  an 
issue.  States  will  be  supplied  copies  of  proposed 
department  changes  in  contracts  45  to  60  days 
prior  to  expiration  dates,  according  to  Brig.  Gen. 
Floyd  L.  Wergeland,  head  of  Medicare. 

The  National  Air  Pollution  Conference  held  in 
Washington  is  beginning  to  produce  results.  HEW 
and  the  auto  industry  have  worked  out  an  agree- 
ment on  research  into  devices  for  controlling  auto 
exhausts.  Exhaust  experiments  are  under  way  at 
the  Robert  A.  Taft  Sanitary  Engineering  Center 
on  animals,  plants  and  bacteria. 

Federal  workers  contributory  health  insurance 
proposal  has  taken  a new  lease  on  life.  The  AFL- 
CIO  Government  Employees  Council,  which  speaks 
for  half  a million  civilian  employees,  is  suggesting 
the  following:  (1)  the  U.  S.  would  pay  for  two- 
thirds  of  basic  insurance  up  to  a maximum  contri- 
bution of  $14  a month;  the  worker  would  pay  the 
balance  and  could  also  broaden  coverage  for  him- 
self and  family  by  paying  the  extra  cost  himself; 
(2)  there  would  be  a choice  of  basic  insurance 
such  as  commercial  Blue  Cross,  Blue  Shield,  em- 
ployee union  plans;  (3)  the  government  would  pay 
the  full  cost  of  major  medical  insurance  but  the 
worker  would  have  to  have  basic  coverage;  catas- 
trophic coverage  would  meet  75  per  cent  of  costs. 

Congress  has  failed  in  past  years  to  enact  legis- 
lation. Among  the  reasons  has  been  failure  of  the 
various  interested  groups  to  get  together  on  a 
single  bill. 
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1..TA  edicine’s  priceless  past  is  but 
prologue  to  its  brilliant  present 
and  future. To  help  provide  a better 
public  understanding  and  aware- 
ness of  Medicine’s  proud  traditions, 
Parke-Davis  will  launch  a unique 
and  informative  new  institutional 
advertising  campaign  this  month. 
GREAT  MOMENTS  IN  MEDICINE 
will  depict  historically  accurate 
scenes  of  advancements  in  Medi- 
cine through  the  centuries.  This 
very  colorful  and  interesting 


Parke-Davis  campaign  ^\Tll  appear 
regularly  during  1959  in  life, 
SATURDAY  EVENING  POST,  TIME, 

reader’s  digest,  and  today’s 
HEALTH.  As  a preview  to  the  med- 
ical profession,  the  first  ad  in  this 
series  is  reprinted  above.  Within 
a few  weeks  millions  of  people 
throughout  the  United  States  — 
and  the  world  — "ivill  also  see  it. 


PARKE-DAVIS 


. . . Pioneers  in  better  medicines 


for  February,  1959 
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On  the  contrary,  the  problem  here  in  Kabul  is  not 
enough  food ! 

Fighting  hunger  in  places  like  Kabul  is  just  one 
task  of  the  UN’s  19  Specialized  agencies  and  inter- 
national organizations.  Elsewhere,  UN  teams  com- 
bat floods,  wage  war  against  disease,  fight  illiteracy. 

In  these  practical  ways,  the  UN  brings  new  hope 
and  happiness  into  the  lives  of  peoples  less  for- 
tunate than  we  are —at  the  same  time  cuts  down  the 
discontent  that  could  easily  erupt  into  another  war. 
By  narrowing  this  gap  in  education,  health  and 


IN 

KABUL 

VERY 

FEW 


nutrition  between  the  world’s  “haves”  and  “have 
nots”...as  well  as  providing  a forum  for  political 
discussion... the  UN  has  become  mankind’s  last 
great  instrument  of  peace. 

Be  an  ambassador  of  the  UN  in  your  community. 
The  world’s  leaders  actively  support  the  UN . . .but 
your  good  will,  understanding  and  support  are  the 
best  guarantees  of  its  success.  For  the  informative 
free  pamphlet  “The  UN  in  Action,”  address: 
United  States  Committee  for  the  United  Nations, 
Box  1958,  Washington  13,  D.  C. 


WE  BELIEVE 


UNITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D.C. 
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DIURIL^WITH  RESERPINE 


more  hypertensives  can  be  better  controiled 
with  DID  PRES  than  with  any  other  agent 
. . . with  greater  simpiicity  and  convenience 


a logical  alliance  of  two  antihypertensives 

you  know  and  trust  provides 

increased  effectiveness,  decreased  side  effects 


potentiated  effect 

DiuPRES  produces  an  effect  greater  than  either  diuril  or  reserpine  alone.  It  is  effective 
in  many  patients  who  respond  inadequately  or  not  at  all  to  either  diuril  or  reserpine. 


Average  antihypertensive  effect 
of  rauwolfia  and  rauwolfia+ DIURIL 
in  25  patients’ 


after 

6 months 
rauwolfia 
therapy 


Wr 


3 weeks 
after 
adding 
DIURIL 


155 


I ^ 
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Average  antihypertensive  effect 
of  reserpine  and  DlURiL+ reserpine 
7 patients’^ 


in 


DIURIL  WITH  RESERPINE 


effective  therapy  for  most  patients 

DiuPRES  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed.) 

fewer  and  less  severe  side  effects 

DIUPRES  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
tensive therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

DIUPRES  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients). 

virtually  eliminates  fluid  retention 

DIUPRES  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia®  and  hydralazine,®  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.®) 

diet  more  palatable 

With  DIUPRES,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

"It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships.”^ 

subjective  and  objective  improvement 

DIUPRES  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
DIUPRES  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription . . . the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

"patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  1 do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.”^ 

economical 

DIUPRES  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


Indications: 

DiuPRES  is  indicated  in  hypertension  of  all  degrees  of 
severity.  It  can  be  used  in  the  following  ways: 

• as  total  therapy 

• as  primary  therapy,  adding  other  drugs  if  necessary 

• as  replacement  or  adjunctive  therapy  in  patients 
now  treated  with  other  agents 

Precautions: 

The  precautions  normally  observed  with  diuril  or  reserpine 
apply  to  DIUPRES.  Additional  information  on  diupres  is 
available  to  physicians  on  request. 

Recommended  dosage  range: 

diupres-500— one  tablet  one  to  three  times  a day. 
diupres-250— one  tablet  one  to  four  times  a day. 

If  necessary,  other  agents  may  be  added. 

If  the  patient  is  receiving  ganglion  blocking  agents 
or  hydralazine,  their  dosage  should  be  cut 
by  50  per  cent  when  diupres  is  added. 


If 


DIUPRES-500 

500  mg.  DIURIL  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 

DIUPRES-250 

250  mg.  DIURIL  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 


the  first  “wide  range”  antihypertensive 
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ciation, Nov.  13,  1957.)  4.  Moyer,  J.  H.,  Dennis,  E.,  and  Ford,  R.:  Drug  therapy  (Rauwolfia)  of  hyper- 
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maintenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides.'''®’^- 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoic  acid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
25  7:278  (Aug.)  1957. 


Buffered  Pabirik  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 
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Abstract  of  Minutes 
House  of  Delegates 
New  Mexico  Medical  Society* 

First  Interim  Meeting 
November  22,  1958 
Artesia,  New  Mexico 

FIRST  MEETING 
November  22,  1958 — 9:00  a.m. 

President-Elect  Lewis  M.  Overton,  M.D.,  called 
the  House  to  order  at  9:00  a.m.,  in  the  Veterans 
Building,  Artesia.  Dr.  Overton  announced  to  the 
House  that  our  President,  James  C.  Sedgwick, 
M.D.,  was  ill  in  a hospital  at  El  Paso  and  would 
not  be  present. 

The  Secretary-Treasurer,  Omar  Legant,  M.D., 
called  the  roll  of  the  Delegates;  and  vouched  for 
the  credentials  of  Delegates  present,  declaring  that 
a quorum  was  present. 

The  minutes  of  the  last  House  of  Delegates  were 
approved  as  published  in  the  Rocky  Mountain 
Medical  Journal. 


•Condensed  from  the  shorthand  record  of  Mrs.  Ralph  R. 
Marshall,  reporter.  Records  referred  to  but  not  reproduced 
herein  were  distributed  to  all  members  of  the  House  of  Dele- 
gates, at  the  Interim  Meeting,  in  the  mimeographed  Handbook, 
or  were  distributed  to  all  members  of  the  House,  in  mimeo- 
graphed form,  at  the  opening  session.  Copies  of  such  reports 
are  on  file  in  the  executive  offices  of  the  Society;  and  are 
available  for  study  by  any  member  of  the  Society. 


Reference  Committee  appointments 

' The  President-Elect  announced  the  following 

appointments  to  the  reference  committees: 

Committee  on  Published  Reports 
Samuel  R.  Ziegler,  M.D.,  Chairman 
Allan  Haynes,  M.D. 

Sol  Heinemann,  M.D. 

Louis  Levin,  M.D. 

Warren  Hall,  M.D. 

Committee  on  Miscellaneous  Business 
William  Oakes,  M.D.,  Chairman 
Leland  S.  Evans,  M.D. 

R.  V.  Seligman,  M.D. 

Wendell  Peacock,  M.D. 

Ray  Coding,  M.D. 

Committee  on  Reports  of  Officers 
Omar  Legant,  M.D.,  Chairman 
C.  P.  Bunch,  M.D. 

R.  C.  Derbyshire,  M.D. 

Charles  Montgomery,  M.D. 

William  Minton,  M.D. 

Having  announced  the  members  of  the  various 
reference  committees,  the  President-Elect  officially 
referred  the  business  before  the  House  to  the 
proper  committee. 

Remarks  of  Welfare  Director 

Mr.  Pritchett  was  concerned  as  to  how  far  the 
state  can  go  in  caring  for  the  indigent.  Pointing  up 
that  New  Mexico  is  an  industrial  state,  and  is  the 
ninth  fastest  growing  state  in  the  nation,  he  stated 
that  apparently  the  Welfare  Department  is  doing 
a good  job  in  getting  the  people  off  the  welfare 
rolls,  since  the  average  client  is  on  the  payroll  for 
an  average  of  two  and  one-half  years.  The  depart- 
ment cares  for  1,500  cases  a month.  He  stated  that 
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All  this  for 
one  monthly  fee 

/ Enjoy  the  most  modern  x-ray  facilities  . . . 
avoid  obsolescence  losses 

/ No  surprise  "extras”  — covers  periodic  in- 
spection, maintenance,  replacement  tubes, 
parts 

4 Freedom  to  add  or  replace  equipment  as 
improvements  appear 

/ G.E.  pays  for  insurance  . . . assumes  prob- 
lem of  collecting  for  equipment  damage 

^ G.E.  pays  local  property  taxes 
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Here’s  the  perfect  answer  for  a cost-saving 
x-ray  installation,  easy  to  keep  abreast  of  im- 
portant new  developments.  G-E  Maxiservice 
ties  up  none  of  your  capital  . . . eliminates 
trade-in  losses  — progress  determines  your 
time  for  exchange,  not  finances.  In  effect,  you 
contract  for  utility,  convenience,  flexibility 
and  service,  not  for  just  equipment. 

For  complete  details,  contact  your  G.E. 
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some  “brakes”  were  going  to  have  to  be  put  on 
the  welfare’s  program. 

Mr.  Pritchett  was  thanked  for  appearing  before 
the  House  and  asked  to  appear  before  the  refer- 
ence committee. 

Supplemental  committee  reports 

The  Chair  called  for  supplemental  reports  of 
committee  chairmen. 

Dr.  Derbyshire,  Chairman,  Legislative  Com- 
mittee, stated  that  the  Board  of  Medical  Examiners 
had  discussed  the  issue  of  licensing  foreign  gradu- 
ates and  recommends  to  the  House  that  all  foreign 
medical  graduates  must  be  required  to  take  an 
examination  given  by  the  New  Mexico  Board  of 
Medical  Examiners,  and  that  the  Board  be  given 
the  discretion  to  determine  whether  the  examina- 
tion of  the  Council  for  Foreign  Medical  Graduates 
will  be  used.  This  provision  would  also  apply  to 
American  graduates  who  have  attended  foreign 
medical  schools. 

Dr.  Overton,  Chairman,  Liaison  Committee  to 
the  Rehabilitation  Center,  stated  that  his  commit- 
tee had  repeatedly  emphasized  that  all  clients  of 
the  state  remain  patients  of  the  individual  physi- 
cian. The  Center  must  obtain  the  approval  of  the 
physician  who  refers  the  patient  to  the  Center  be- 
fore treatment  can  begin.  The  Center  must  keep 
him  regularly  informed  as  to  the  progress  of  the 
patient  and  of  any  changes  in  the  type  of  therapy 


and  must  return  this  patient  to  the  attending  physi- 
cian with  the  report  that  the  maximum  rehabilita- 
tion coverage  has  been  attained. 

C.  P.  Bunch,  M.D.,  Parliamentarian,  pointed  up 
that  according  to  the  present  Constitution  and  By- 
Laws,  amendments  to  the  Constitution  and  By- 
Laws  can  only  be  made  at  an  annual  session  and 
that  this  should  be  changed. 

He  further  pointed  up  that  David  Post,  M.D., 
will  have  to  be  replaced  on  the  Grievance  Com- 
mittee since  he  has  moved  to  Albuquerque,  and 
the  Constitution  provides  that  only  one  member 
from  a County  Society  may  serve  on  this  com- 
mittee. 

He  further  pointed  up  that  the  Council  has 
recommended  that  instead  of  reducing  the  dues 
for  new  doctors  for  two  years,  that  only  the  first 
year’s  dues  be  reduced  one-half.  He  stated  that 
this  is  a House  policy  established  in  1952  and  can 
be  changed  at  any  time  by  action  of  the  House. 

New  business 

The  President-Elect  referred  these  supple- 
mental reports  to  the  proper  reference  committees 
and  called  for  new  business. 

R.  V.  Seligman,  M.D.,  Albuquerque,  introduced 
a resolution  concerning  the  Bernalillo  County- 
Indian  Hospital. 

T.  L.  Carr,  M.D.,  Chairman,  Special  Committee 
on  Adoption  Laws,  reported  that  the  bill  before 
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PATIENT  EXPRESSES  CONFIDENCE 
IN  DOCTOR’S  COUGH  MEDICINE 


AN  EXPRESSION  OF  CONFIDENCE  in  your  therapeutic  ability  may  be  expected  when  you 
prescribe  Pyribenzamine  Expectorant  for  cough  in  children.  A combination  of  3 active  agents, 
Pyribenzamine  Expectorant  with  Ephedrine  relieves  congestion,  makes  breathing  easier,  pro- 
motes productive  expectoration.  And  the  cherry  flavor  is  usually  quite  acceptable  to  pediatric 
tastes. 

DOSAGE:  V2  to  1 teaspoon  every  3 or  4 hours. 

SUPPLIED:  Expectorant  with  Ephedrine,  containing  30  mg.  Pyribenzamine  citrate  10  mg.  ephedrine  sul- 
fate and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon. 

ALSO  AVAILABLE:  Pyribenzamine  Expectorant  with  Codeine  and  Ephedrine,  same  formula  plus  8 mg. 
codeine  phosphate  (exempt  narcotic). 

PYRIBENZAMINE®  citrate  (tripelennamine  citrate  CIBA)  z-zszchb 


Pyribenzamine^ENpecioranl  with  EPHEDRINE 


CIBA 

SUMMIT,  N.  J. 


for  February,  1959 


81 


the  House  was  prepared  by  the  Welfare  Depart- 
ment at  the  request  of  the  State  Society.  He  dis- 
cussed the  good  and  bad  points  pertaining  to  the 
bill  and  suggested  that  there  were  more  good  than 
bad  points. 

Earl  L.  Malone,  M.D.,  introduced  a resolution 
calling  for  the  State  Society  to  send  a congratula- 
tory telegram  to  our  new  Governor,  John  F.  Bur- 
roughs. Resolution  was  referred  to  a reference 
committee. 

William  Oakes,  M.D.,  introduced  a resolution 
from  Los  Alamos  County  Medical  Society,  calling 
for  a study  of  insurance  coverage  that  would  pro- 
vide comparable  coverage  to  that  of  the  Old  Age 
Survivors  Program  by  the  Federal  Government 
for  our  membership. 

Bernalillo  County  Delegates  introduced  a reso- 
lution calling  for  each  affiliated  medical  organiza- 
tion in  the  state  to  clear  their  meeting  dates  with 
the  State  Society  office  to  avoid  conflicts  in  meet- 
ing dates. 

There  being  no  further  new  business,  the 
President-Elect  declared  a recess  at  10:30  a.m., 
and  requested  the  Delegates  to  appear  before  one 
of  the  reference  committees. 


SECOND  SESSION 

November  22,  1958 — 3:00  p.m. 

Lewis  M.  Overton,  M.D.,  President-Elect,  called 
the  House  of  Delegates  to  order  and  the  Secretary- 
Treasurer  declared  a quorum  present. 

Report  oj  Reference  Committee  on 
Reports  of  Officers 

Omar  Legant,  M.D.,  Chairman,  Reference  Com- 
mittee on  Reports  of  Officers,  reported  that  the 
committee  has  reviewed  the  interim  report  of  the 
Delegate  to  the  American  Medical  Association  as 
published  in  the  Handbook  and  moved  that  this 
portion  of  the  report  be  accepted.  Motion  carried. 

With  regard  to  the  Medical  Student  Loan  Fund 


there  is  one  area  of  disagreement  between  the 
interim  committee’s  report  and  the  resolution 
adopted  by  the  House  of  Delegates  last  May  and 
that  is:  In  the  original  meeting  last  May  authoriz- 
ing the  Loan  Fund,  the  time  between  graduation 
and  replacement  of  the  loan  was  stated  as  two 
years.  This  interim  report  recommends  that  no 
payment  be  made  until  three  years  following  grad- 
uation. Your  reference  committee  is  of  the  opinion 
that  the  interim  committee’s  report  should  be 
changed  to  read  “two  years.”  Dr.  Legant  moved 
that  this  portion  of  his  report  be  approved.  Motion 
carried. 

Your  reference  committee  recommends  that 
the  Legislative  Committee’s  report  be  amended  as 
follows:  delete  paragraph  3,  page  29  of  the  Hand- 
book and  substitute  in  lieu  thereof,  “That  the 
Council  instruct  the  Legislative  Committee  that 
if  legislation  involving  Workmen’s  Compensation 
Act  is  introduced  in  the  next  Legislature,  that  the 
provision  for  free  choice  of  physician  be  incorpo- 
rated in  the  legislation,  and  that  the  Legislative 
Committee  be  instructed  to  appear  before  the 
Legislature  in  support  of  this  provision.”  Dr.  Le- 
gant moved  that  this  portion  of  his  report  be 
accepted.  Motion  was  carried. 

Concerning  the  Adoption  Law  that  was  dis- 
cussed in  the  morning  session,  your  committee 
recommends  that  the  House  of  Delegates  endorse 
this  bill,  and  Dr.  Legant  moved  that  this  portion 
of  his  report  be  approved.  Motion  carried. 

Maternal  and  infant  mortality 

Your  committee  has  reviewed  with  care  the 
Legislative  Committee’s  report  dealing  with  the 
reporting  of  maternal  and  infant  deaths  and  the 
following  recommended  change  in  the  report  is 
made:  “Such  a bill  has  been  prepared  and  will  be 
introduced  in  the  Legislature  and  this  reference 
committee  endorses  it.”  This  bill  provides  for  the 
confidential  character  of  the  research  studies  con- 
ducted by  the  State  Department  of  Health  and 
other  agencies  in  the  matters  concerning  infant 
and  maternal  mortality.  Dr.  Legant  moved  that 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Gelgy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 
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this  section  of  his  report  be  approved.  Motion 
carried. 

Dr.  Legant  informed  the  House  that  the  refer- 
ence committee  recommends  that  the  discussion 
in  the  Legislative  Committee’s  report  concerning 
Medical  Practice  Law,  page  32  of  the  Handbook, 
be  changed  as  follows:  “The  Legislative  Commit- 
tee recommends  that  all  foreign  medical  graduates 
must  be  required  to  pass  the  examination  of  the 
New  Mexico  Board  of  Medical  Examiners.”  The 
committee  also  recommends  that  the  Board  of 
Medical  Examiners  in  its  discretion  also  require 
that  all  graduates  of  foreign  medical  schools  possess 
a certificate  from  the  Educational  Council  for 
Foreign  Graduates.  The  purpose  is  to  permit  in 
certain  exceptional  instances  the  Board  of  Medical 
Examiners  to  waive  the  requirement  that  gradu- 
ates of  foreign  medical  schools  be  examined  by 
the  Educational  Council  for  Foreign  Graduates.  In 
no  instances  will  the  examination  by  the  State 
Board  of  Medical  Examiners  or  the  Basic  Science 
Examination  be  waived.  Dr.  Legant  moved  that 
this  section  of  his  report  be  approved.  Motion 
carried. 

Your  committee  recommends  the  following 
change  on  page  32  of  the  Handbook:  “That  the 
proposed  legislation  concerning  compulsory  inocu- 
lations against  poliomyelitis  be  disapproved.”  Dr. 
Legant  moved  the  adoption  of  this  section  of  his 
report.  Motion  carried. 

Your  reference  committee  considered  the  reso- 
lution, page  33  of  the  Handbook,  from  Dona  Ana 
County  Medical  Society  and  recommends  that  the 
resolved  portion  be  deleted  and  the  following  be 
added  in  lieu  thereof:  “THEREFORE,  BE  IT  RE- 
SOLVED, that  the  program  for  the  establishment 
of  a School  of  Medical  Technology  at  the  New 
Mexico  College  of  Agricultural  and  Mechanic  Arts 
be  approved  wholeheartedly,  provided  the  project 
will  meet  with  the  approval  of  and  fulfill  the 
requirements  set  up  by  the  American  Society  of 
Clinical  Pathology.”  Dr.  Legant  moved  that  this 
section  of  his  report  be  approved.  Motion  carried. 

Minutes  of  Council 

Dr.  Legant  reported  that  his  committee  had 
studied  the  minutes  of  the  Council  meeting  on 
July  12,  1958,  and  moved  that  these  minutes  be 
approved.  Motion  carried. 

With  regard  to  the  minutes  of  the  Council’s 
meeting  on  October  4,  1958,  page  39,  paragraph  4, 
a letter  was  presented  from  the  New  Mexico  Chap- 
ter, American  College  of  Chest  Physicians,  re- 
questing that  the  1959  Interim  House  of  Delegates’ 
meeting  be  held  at  the  time  of  the  College’s  25th 
Anniversary  Meeting,  in  Albuquerque,  October 
13-18,  1959.  Under  the  Supplemental  Report  of 
the  Council,  an  invitation  was  extended  from 
Chaves  County  for  the  1959  Interim  House  of  Dele- 
gates Meeting  to  be  held  in  Roswell  at  the  time 
of  the  Southwestern  Medical  Meeting,  November 
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7-9,  1959.  Your  reference  committee  recommends 
that  the  1959  Interim  Meeting  of  the  House  be 
held  in  Roswell  November  7-9,  1959.  Dr.  Legant 
moved  that  this  section  of  his  report  be  approved. 
Motion  carried. 

Dr.  Legant  moved  that  the  Council  Minutes 
of  October  4,  1958,  as  amended,  be  approved. 
Motion  carried. 

As  a supplement  to  the  Council  Minutes  of 
November  21,  your  reference  committee  intro- 
duces the  following  resolution: 

“WHEREAS,  Tobias  Espinosa,  M.D.,  has  served 
as  a member  of  the  New  Mexico  Board  of  Medical 
Examiners  for  some  29  years  and  has  served  as 
President  of  the  Board  for  several  years;  and, 

“WHEREAS,  Dr.  Espinosa,  during  his  tenure 
has  at  all  times  discharged  his  duties  with  dili- 
gence and  fairness,  and 

“WHEREAS,  Dr.  Espinosa  has  indicated  that 
he  is  now  disposed  to  relinquish  his  position  to  a 
younger  man;  be  it 

“RESOLVED,  That  the  House  of  Delegates  of 
the  New  Mexico  Medical  Society,  assembled  in 
Artesia,  New  Mexico,  on  November  22,  1958,  com- 
mend Dr.  Espinosa  for  his  faithful  service  to  the 
people  of  New  Mexico,  the  New  Mexico  Board  of 
Medical  Examiners,  and  the  New  Mexico  Medical 
Society,  and  that  the  Council  of  this  Society  be 
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instructed  to  present  Dr.  Espinosa  with  a suitable 
certificate  of  appreciation.”  Dr.  Legant  moved  that 
this  section  of  his  report  be  approved.  Motion 
carried. 

Your  Reference  Committee  on  Officers  Reports 
disapproves  of  the  Council’s  recommendation  of 
an  amendment  to  the  By-Laws  to  make  more 
than  one  County  Society  in  a county  permissible 
for  the  following  reasons: 

1.  Chapter  IX,  Section  8,  of  the  By-Laws,  pro- 
vides that  “a  physician  living  on  or  near  a county 
line  may  hold  membership  in  that  county  society 
most  convenient  for  him,  on  permission  of  the 
Society  in  whose  jurisdiction  he  resides.” 

2.  Your  committee  consulted  with  physicians 
from  Valencia  County  and  find  that  the  three 
Belen  physicians  are  willing  to  hold  membership 
in  the  remaining  portion  of  the  Tri-County  Society 
after  the  eight  physicians  at  Grants  obtain  Coun- 
cil approval  to  organize  as  the  Valencia  County 
Medical  Society.  Dr.  Legant  moved  the  approval 
of  this  section  of  the  report.  Motion  carried. 

Your  reference  committee  recommends  that  the 
Council’s  action  in  approving  the  essay  contest 
of  the  American  Association  of  Physicians  and 
Surgeons  be  disapproved  and  the  Chairman  moved 
the  acceptance  of  this  section  of  the  report.  Motion 
carried. 

Dr.  Legant  moved  that  the  supplemental  Coun- 
cil Minutes,  as  amended,  be  approved.  Motion 
carried. 

Dr.  Legant  moved  that  the  reference  commit- 
tee’s report  as  a whole  be  approved.  Motion 
carried. 

Reference  Committee  on 
Published  Reports 

Samuel  R.  Ziegler,  M.D.,  Chairman,  Reference 
Committee  on  Published  Reports,  informed  the 
House  that  there  was  not  a published  report  from 
the  Constitution  and  By-Laws  Committee;  how- 
ever, it  would  be  necessary  to  elect  someone  to 
take  the  place  of  David  Post,  M.D.,  on  the  Griev- 
ance Committee  at  this  session  of  the  House. 

The  Chairman  reported  that  his  committee  re- 
viewed the  Medicare  Adjudication  Committee  and 
approves  the  report  of  this  committee.  The  com- 
mittee would  like  to  recommend  that  the  Execu- 
tive Secretary  be  instructed  to  work  with  the 
Adjudication  Committee  in  light  of  recent  mis- 
understandings in  changes  that  have  taken  place 
in  Medicare  and  that  he  should  disseminate  further 
information  to  members  of  the  Society  concerning 
these  changes  and  the  current  status  of  Medicare, 
and  moved  that  this  portion  of  the  report  be  ap- 
proved. Motion  carried. 

Public  relations 

The  reference  committee  recognizes  that  the 
Public  Relations  Committee  is  an  alert,  hard- 
working committee,  with  an  experienced  Chair- 
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man,  which  has  outlined  an  ambitious  program. 
The  text  of  the  Public  Relations  Committee’s  re- 
port is  excellent,  far-reaching  and  something  that 
can  be  used  as  a continuing  program  by  the  Public 
Relations  Committee,  and  moved  that  this  portion 
of  the  report  be  approved.  Motion  carried. 

The  Reference  Committee  on  Published  Re- 
ports made  additional  recommendations  to  the 
Public  Relations  Committee  report.  One  of  the 
projects  of  this  committee  is  that  it  will  place 
poison  control  kits  in  all  State  Police  cars.  The 
reference  committee  points  up  that  all  State  Po- 
lice are  thoroughly  trained  in  first-aid  and  all 
police  cars  contain  a universal  antidote.  In  the 
P.R.  Committee  report,  which  was  adopted  by  the 
previous  action,  the  reference  committee  would 
like  to  recommend  a committee  be  appointed  to 
study  the  merits  and  demerits  of  a Relative  Value 
Schedule  for  New  Mexico  and  that  a report  to  the 
House  of  Delegates  at  its  Annual  Meeting  be  made 
on  this  subject.  The  reference  committee  would 
like  to  recommend  that  courses  in  first  aid  for 
ambulance  personnel  be  instituted  by  the  Public 
Relations  Committee  and  included  in  its  program. 
Dr.  Ziegler  then  moved  the  acceptance  of  this 
portion  of  his  report.  Motion  carried. 

New  Mexico  Physicians’  Service 

The  Reference  Committee  on  Published  Re- 
ports reviewed  the  interim  report  of  New  Mexico 
Physicians’  Service  and  approves  it;  the  committee 
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would  like  to  encourage  the  use  of  the  very  fine 
health  insurance  guide,  which  is  being  distributed 
to  all  members.  Dr.  Ziegler  moved  acceptance  of 
this  portion  of  his  report.  Motion  carried. 

The  Reference  Committee  on  Published  Reports 
approves  the  report  of  the  Infant  and  Maternal 
Mortality  Committee  and  moves  the  acceptance  of 
this  portion  of  the  report.  Motion  carried. 

Dr.  Ziegler  reported  that  his  committee  had 
studied  the  reports  of  the  Advisory  Committee  to 
the  Tuberculosis  Association  and  Liaison  Commit- 
tee to  the  New  Mexico  Rehabilitation  Center  and 
moved  that  these  reports  be  accepted  and  that  this 
portion  of  the  report  be  accepted.  Motion  carried. 

The  reference  committee  has  studied  the  report 
of  the  Grievance  Committee  and  moves  that  this 
portion  of  the  report  be  accepted.  Motion  carried. 

Dr.  Ziegler  reported  that  the  Liaison  Commit- 
tee to  Allied  Professions  has  been  a negative  com- 
mittee until  the  present  time.  The  reference  com- 
mitte  would  like  to  commend  the  Chairman  of 
this  liaison  committee  and  his  group  for  the  work 
which  they  have  started  and  expressed  the  hope 
that  this  interest  and  liaison  will  continue,  as  the 
committee  feels  from  the  outline  as  presented, 
that  this  is  extremely  valuable  so  far  as  our  public 
and  professional  relations  are  concerned.  Dr.  Zieg- 
ler moved  that  this  portion  of  the  report  be  ap- 
proved. Motion  carried. 

Public  Health  Committee 

Dr.  Ziegler  reported  that  his  committee  had 
reviewed  the  interim  report  of  the  Public  Health 
Committee  and  approved  the  report,  but  had  the 
following  recommendations:  That  all  material  of 
interest  to  the  public  which  should  be  disseminated 
through  the  newspapers  which  are  directly  or 
indirectly  associated  with  this  committee’s  work 
be  passed  on  to  the  Public  Relations  Committee 
for  press  release.  In  view  of  the  fact  that  within 
recent  years  the  State  Society  has  been  asked  to 
appoint  numerous  advisory  committees  to  volun- 
tary health  agencies,  this  committee  recommends 
that  the  liaison  committee  to  voluntary  health 
agencies  be  reactivated  and  that  upon  request  from 
any  voluntary  health  agency,  that  this  committee 
should  be  referred  to  that  requesting  agency,  and 
no  new  committee  be  appointed.  It  will  be  the 
function  of  such  committee  not  to  wait  for  volun- 
tary health  agencies  to  come  to  the  committee,  but 
to  investigate  the  activities  of  the  voluntary  health 
agencies,  including  future  plans  of  such  agencies, 
and  be  prepared  to  help  with  problems  pertaining 
to  local  public  health  programs,  which  many  of 
these  agencies  would  like  to  sponsor.  Dr.  Ziegler 
moved  that  this  portion  of  his  report  be  approved. 
Motion  carried. 

The  Chairman  of  the  reference  committee  elab- 
orated on  the  above  action  by  stating  that  the 
above  action  would  do  away  with  all  existing 
advisory  committees  to  health  agencies. 
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A.M.E.F. 

The  Reference  Committee  on  Published  Reports 
approves  of  the  report  on  American  Medical  Edu- 
cation Foundation  and  moves  the  acceptance  of 
this  portion  of  the  report.  Motion  carried. 

The  Chairman  of  the  reference  committee  re- 
ported that  his  committee  had  approved  the  report 
of  the  Advisory  Committee  to  the  Department  of 
Public  Welfare,  with  the  following  recommenda- 
tions: In  view  of  the  program  for  professional 
management  study  of  the  Department  of  Public 
Welfare,  as  related  by  Mr.  Pritchett,  the  Director, 
and  in  view  of  the  Department’s  proposed  legisla- 
tive request  for  a realistic  budget  which  should 
supply  funds  for  an  adequate  medical  care  pro- 
gram for  the  Department  of  Public  Welfare,  the 
committee  recommends  that  the  Society  continue 
with  recent  Council  decisions  under  the  present 
fee  schedule  and  limitations  of  the  program.  The 
committee  further  recommends  that  the  Liaison 
Committee  to  the  Department  of  Public  Welfare 
be  instructed  to  maintain  close  liaison  with  the 
Department  and  that  full  resources  of  the  Society 
be  placed  at  the  disposal  of  the  Department  of 
Public  Welfare  in  preparing  its  legislative  pro- 
gram. Dr.  Ziegler  moved  the  acceptance  of  the 
report.  Motion  carried. 


The  Chairman  of  the  Reference  Committee  on 
Published  Reports  moved  that  his  committee’s 
report  as  a whole  be  approved.  Motion  carried. 

Reports  of  the  Reference  Committee 
on  Miscellaneous  Business 

William  Oakes,  M.D.,  Chairman,  Reference 
Committee  on  Miscellaneous  Business,  reported 
that  his  committee  had  amended  the  congratula- 
tory telegram  to  the  new  Governor  and  presented 
the  following  amended  telegram: 

“BE  IT  RESOLVED:  That  the  House  of  Delegates  of  the 
New  Mexico  Medical  Society,  assembled  in  regular  session  at 
Artesia,  N.  M.,  on  November  22,  1958,  does  herewith  extend 
its  congratulations  and  good  wishes  to  the  Governor  Elect  of 
our  State,  the  Honorable  John  Burroughs,  and  further  ex- 
presses the  sincere  hope  that  under  his  administration,  sound 
government  will  be  the  order  and  great  progress  will  result. 

“The  Doctors  of  Medicine  further  respectfully  solicit 
thoughtful  consideration  by  the  next  Governor  of  those  pro- 
grams within  the  official  structure  of  the  State  in  which 
physicians  participate  and  have  an  abiding  interest.  It  is  our 
hope  that  medical  progress  serving  citizens  of  our  State  be 
maintained  at  the  most  efficient  level  possible  consistent  with 
recognized  and  accepted  standards  of  care.  It  is  our  hoi>e  that 
the  best  interests  of  patients,  wards  or  clients  of  the  State 
will  dictate  administrative  policy  for  departmental  or  institu- 
tional care  of  these  individuals.  It  is  our  hope  that  state  insti- 
tutions will  be  permitted  to  function  efficiently  and  with 
minimal  break  in  continuity  of  professional  care  and  services 
being  given,  except  where  assurance  can  be  given  that  better 
care  can  be  secured. 

“It  is  our  hope  that  programs  in  which  the  State  Medical 
Society  has  publicly  indicated  its  interest  and  in  which  im- 
provement is  being  sought  receive  serious  and  thoughtful 
consideration  from  the  next  Governor.  These  Include; 

“1.  Continuation  of  the  recently  created  program  for  care 
of  patients  with  tuberculosis  at  Fort  Stanton. 

■'2.  Initiation  of  an  atmosphere  which  will  provide  for  the 
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92 


Rocky  Mountain  Medical  Journal 


running  noses 


and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 


• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


flrst^th©  outer  layer 
dIssoSvas  within  minutes 
to  produce  3 to  4 hours 
of  relief 


th®n_th®  Inner  cor© 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Eeich  TRIAMINIC  Tabiet  provides: 


Phenylpropanolamine  HCl  . . . 50  mg. 

Pheniramine  maleate 25  mg, 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  Is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon  and  in  the  evening,  if  needed. 


Triaminic 


Also  avmilahle:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication;  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 
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elimination  of  political  interference  with  efficient  operation  of 
certain  State  hospitals. 

“3.  Creation  of  an  over-all  mental  health  authority  to  help 
establish  more  efficient  care  for  all  citizens  of  the  State  who 
suffer  from  mental  illness. 

“4.  Expand  public  health  services  so  that  all  needy  citi- 
zens of  the  State  will  have  optimal  attention  to  their  public 
health  needs. 

“5.  Expansion  of  facilities  at  Los  Lunas  Hospital  and 
Training  School. 

“Further,  that  the  New  Mexico  Medical  Society  respect- 
fully urges  the  next  Governor  to  turn  to  the  members  of  this 
professional  organization  of  Doctors  of  Medicine  for  counsel 
and  advice  whenever  and  wherever  the  same  can  be  helpful 
to  the  State  administration. 

Lewis  M.  Overton,  M.D.,  President  Elect, 
New  Mexico  Medical  Society.” 

Dr.  Oakes  moved  that  this  portion  of  his  re- 
port be  accepted.  Motion  carried. 

The  reference  committee  considered  the  fol- 
lowing resolution  from  the  Bernalillo  County 
Medical  Association: 

“WHEREAS,  The  citizens  of  Bernalillo  County  expect  full 
and  adequate  hospital  care  for  patients  in  the  Bernalillo 
County-Indian  Hospital;  and 

“WHEREAS,  Insufficient  funds  for  operation  of  the  hos- 
pital would  not  only  mean  a serious  financial  deficit  but  much 
worse  would  mean  a curtailment  of  some  services  and  less 
than  first  class  patient  care;  and 

“WHEREAS,  Opening  of  the  Psychiatric  Unit  has  placed 
further  strain  on  an  already  restricted  hospital  budget,  and 
increased  use  of  the  Out-patient  Department,  and  full  services 
of  the  Emergency  Room  requires  expenditures  of  money  of 
such  magnitude  that  the  present  three  and  one-quarter  mill 
levy  is  inadequate;  and 

“WHEREAS,  The  necessity  of  referring  to  the  voters  of 
Bernalillo  County  the  matter  of  approval  of  the  mill  levy 
every  two  years  places  the  administration  of  the  Bernalillo 
County-Indian  Hospital  in  a tenuous  position;  now  therefore 
be  it 

“RESOLVED,  That  the  New  Mexico  Medical  Society  exert 
its  influence  with  the  New  Mexico  Legislature  to  obtain 
necessary  legislation  to  increase  the  levy  for  the  operation  of 
this  hospital;  and  be  it  further 

“RESOLVED,  That  the  New  Mexico  Medical  Society  lend 
its  influence  for  such  legislation  as  would  make  the  levy 
permanent,  unless  changed  by  legislative  enactment; 

“WHEREAS,  The  Board  of  Trustees  of  the  Bernalillo 
County-Indian  Hospital  feels  that  the  support  of  the  Medical 
Society  will  be  of  great  assistance  in  obtaining  the  desired 
legislation.” 

Dr.  Oakes  moved  that  this  resolution  be  ac- 
cepted. Motion  carried. 

The  Reference  Committee  on  Miscellaneous 
Business  considered  the  following  resolution  from 
the  Bernalillo  County  Medical  Association: 

"WHEREAS,  There  are  aoproximatelj'  12  specialtv  groups 
and  our  Auxiliary  who  hold  meetings  throughout  the  year; 


and 

“WHEREAS,  Several  conflicting  meetings  have  occurred 
which  work  to  the  disadvantage  of  all  groups  concerned,  be- 
cause of  not  clearing  the  meeting  dates  through  a centrally- 
located  office;  and 

“WHEREAS,  A centrally-located  office  can  assist  each  or- 
ganization with  clearing  their  meeting  dates  by  keeping  an 
agenda  of  meeting  dates;  therefore,  be  it 

“RESOLVED,  That  the  headquarters  of  the  New  Mexico 
Medical  Society  be  designated  as  the  clearing  house  for  all 
meeting  schedules  of  all  allied  groups;  and,  be  it  further 

“RESOLVED,  That  the  Secretary  of  each  specialty  group 
shall  clear  all  meeting  dates  with  the  State  Office,  and  shall 
notify  the  State  Society  Office  at  the  time  of  the  group’s  an- 
nual meeting  as  to  who  the  new  officers  of  the  organization 
are.” 

This  portion  of  the  report  was  accepted. 

Dr.  Oakes  pointed  up  that  his  committee  had 
considered  the  resolution  from  Los  Alamos  County 
Medical  Society  and  has  amended  it  to  read  as 
follows: 

“RESOLVED,  That  the  Medical-Legal  Committee  be  in- 
structed to  look  into  feasibility  and  cost  of  providing  an  in- 
surance policy  comparable  to  Old  Age  Survivors’  insurance 
as  provided  by  the  United  States  Government,  and  report 
back  at  Annual  Meeting.” 

Dr.  Oakes  moved  that  this  portion  of  his  report 
be  approved.  Motion  carried. 

The  Chairman  of  the  Reference  Committee  on 
Miscellaneous  Business  moved  that  his  report  as 
a whole  be  approved.  Motion  carried. 

New  business 

The  President-Elect  called  for  new  business  of 
an  emergency  nature. 

C.  P.  Bunch,  M.D.,  Parliamentarian,  moved 
that  the  New  Mexico  Medical  Society  amend  its 
policy  regarding  reduced  annual  dues  to  new 
members  to  allow  for  a payment  of  50  per  cent 
of  the  full  dues  for  the  first  year  that  a doctor  is 
a member  of  the  State  Society.  Motion  'w’^as  duly 
seconded  and  carried. 

Grievance  Committee 

C.  P.  Bunch,  M.D.,  Chairman,  Nominating  Com- 
mittee, reported  that  Dr.  David  B.  Post  has  moved 
from  Los  Alamos  County  to  Bernalillo  County, 
and  our  Constitution  required  that  there  be  no 
more  than  one  doctor  on  the  Grievance  Committee 
from  any  one  county;  therefore,  the  Nominating 
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the  under  par 
child . . . 


Improve  appetite  and  energy 

With  ample  amounts  of  vitamins  — B,,  Be,  Bia 


strengthen  bodies  vi/ith  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate.. .plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B,2. 
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Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 
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there’s  pain  and 
inflammation  here, 
it  coidd  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

. . , additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate*”''  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 

of  treatment-interrupting 
side  effects'”® 

. . . simple,  flexible 

dosage  schedule  j 
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Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After 
desired  response  is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions: 
Initially  as  above.  When  satisfactory 
control  is  obtained,  gradually  reduce 
the  daily  dosage  to  minimum 
effective  maintenance  level.  For  best 
results  administer  after  meals  and 
at  bedtime. 

Precautions:  Because  sigmagen 
contains  prednisone,  the 
same  precautions  and 
contraindications  observed 
with  this  steroid  apply  also 
to  the  use  of  sigmagen. 


in  any  case 
it  calls  for 


^corticoid-salicylale  compound"^^^^^^  t3bI©tS 

Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra.  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.;  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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Committee  recommends  that  the  House  of  Dele- 
gates nominate  and  elect  a replacement  who  has 
no  office  in  the  New  Mexico  Medical  Society  to 
complete  Dr.  Post’s  term,  ending  May,  1961.  The 
Nominating  Committee  recommends  that  this  rep- 
resentative come  from  either  District  IV  (Quay, 
Curry-Roosevelt  Counties)  or  from  District  I 
(Colfax,  Union  and  San  Miguel  Counties),  since 
there  is  no  member  of  the  nine-member  Grievance 
Committee  from  either  of  these  districts. 

The  President-Elect  called  for  nomination  to 
replace  Dr.  Post  on  the  Grievance  Committee. 

On  motions  duly  made  and  seconded,  Robert 
Coleman,  M.D.,  Portales,  was  elected  to  complete 
the  term  of  David  Post,  M.D.,  on  the  Grievance 
Committee. 

Stuart  W.  Adler,  M.D.,  was  recognized  for  the 
purpose  of  presenting  the  following  resolution: 

“RESOLVED,  That  the  members  of  the  House  of  Dele- 
gates of  the  New  Mexico  Medical  Society,  meeting  in  Artesia, 
November  22,  1953,  express  their  sincere  appreciation  to  the 
Eddy  County  Medical  Society  for  arranging  the  splendid  meet- 
ings we  are  here  enjoying.  A very  real  service  has  been 
rendered  the  State  Society  by  the  local  committee  planning 
for  Council  and  House  of  Delegates’  meetings.  The  Clinical 
Program  projected  for  tomorrow  should  prove  very  valuable 
and  interesting.  To  those  individual  members  of  the  Eddy 
County  Medical  Society  who  have  given  freely  of  their  time 
and  effort,  and  others  in  the  community  who  may  remain 
unnamed  and  who  have  likewise  contributed  to  making  our 
stay  in  Artesia  enjoyable  and  profitable,  we  extend  a very 
personal  ‘thank  you.’  ’’ 

Dr.  Adler  moved  the  acceptance  of  the  resolu- 
tion which  was  duly  seconded  and  carried  by  a 
rising  vote.  Omar  Legant,  M.D., 

Secretary-Treasurer. 
ATTEST:  Ralph  M.  Marshall, 

Executive  Secretary. 

Obituaries 

MICHAEL  D.  MORAN 

Michael  Daniel  Moran,  M.D.,  65,  Farmington, 
New  Mexico,  died  of  a heart  attack  on  December 
19,  1958. 

Dr.  Moran  moved  to  Farmington  in  1926  from 
Castle  Point,  New  York. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the'  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  haye.  In  busi- 
ness since  1 906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Dr.  Moran  was  graduated  from  Washington 
University  Medical  School,  St.  Louis,  in  1917.  He 
was  a member  of  the  San  Juan  County  Medical 
Society,  New  Mexico  Medical  Society  and  the 
American  Medical  Association. 

DWIGHT  W.  RIFE 

Dwight  W.  Rife,  M.D.,  62,  Farmington,  New 
Mexico,  died  of  a heart  attack  on  December  21, 
1958. 

Dr.  Rife  moved  to  Santa  Fe,  New  Mexico,  in 
1932,  from  Chicago.  He  moved  from  Santa  Fe  to 
Farmington  in  1948. 

Dr.  Rife  was  graduated  from  University  of 
Illinois,  College  of  Medicine,  in  1931.  He  was  a 
member  of  the  San  Juan  County  Medical  Society, 
the  New  Mexico  Medical  Society,  and  the  Ameri- 
can Medical  Association. 

CLOID  E.  KAUFMAN 

Dr.  C.  E.  Kaufman  of  Tyrone,  N.  M.,  died  at 
his  home  on  January  14,  1959. 

Dr.  Kaufman  was  born  in  1879  and  was  gradu- 
ated from  the  Chicago  Homeopathic  Medical  School 
in  1903.  He  obtained  his  license  to  practice  medi- 
cine in  New  Mexico  in  1936  and  served  as  the 
Chief  Surgeon  for  the  Phelps-Dodge  Co.  of  Tyrone, 
N.  M.,  until  his  retirement. 

Dr.  Kauman  was  elected  to  Emeritus  member- 
ship of  the  New  Mexico  Medical  Society  in  1953 
and  was  a member  of  the  Grant  County  Medical 
Society  and  the  American  Medical  Association. 


Dr.  Anton  appointed 

Carlton  D.  Anton,  M.D.,  56,  Sheridan,  has  been 
appointed  Director  of  the  Division  of  Maternal 
and  Child  Health  and  Crippled  Children,  Wyoming 
Department  of  Public  Health.  He  began  his  duties 
in  January.  Dr.  Anton  took  his  pre-medical  work 
at  the  University  of  Iowa  and  received  his  M.D. 
from  the  University  of  Arkansas  School  of  Medi- 
cine in  1930.  His  internship  was  served  in  St.  Louis 
City  Hospitals  and  he  took  a pediatric  residency 
at  the  Children’s  Hospital  in  Denver.  He  has  prac- 
ticed private  medicine  with  emphasis  in  pediatrics 
for  over  20  years.  His  wife  and  two  children  will 
move  to  Cheyenne  at  a later  date. 

\ 

Obituary 

E.  F.  NOYES 

Edmund  F.  Noyes,  M.D.,  89,  Dixon,  died  De- 
cember 31,  1958.  He  was  Wyoming’s  oldest  prac- 
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ticing  male  physician  and  died  at  Memorial  Hos- 
pital in  Craig,  Colorado. 

Born  in  New  York  City  (December  17,  1869), 
he  graduated  from  the  Denver  College  of  Medicine 
(later  University  of  Colorado  School  of  Medicine) 
in  April,  1897.  He  then  served  an  internship  in  the 
Denver  General  Hospital  until  1899.  The  Board  of 
Medical  Examiners  sent  out  a query  to  Wyoming 
physicians  in  1953.  Dr.  Noyes  in  reply  to  that 
query  stated  that  Governor  DeForest  Richards, 
during  a visit  to  the  Denver  General  Hospital  in 
February,  1899,  encouraged  him  to  practice  in 
Wyoming.  He  came  to  Wyoming  and  had  been  a 
resident  of  the  Snake  River  Valley  for  the  ensuing 
59  years.  He  also  stated  in  this  query  that  in  1899 
there  was  no  medical  licensure  as  such  and  that 
he  just  showed  his  diploma  and  hospital  certificate 
to  the  county  clerk  at  Rawlins  and  later  was 
awarded  Special  License  No.  7 by  the  Wyoming 
Board  of  Medical  Examiners. 

Survivors  include  his  wife,  two  daughters  and 
several  grandchildren. 


Intermountain  Pediatric  Society 
to  meet  at  Sun  Valley 

The  Intermountain  Pediatric  Society  announces 
its  annual  meeting,  to  be  held  at  Sun  Valley, 
Idaho,  June  26-28. 

Program  speakers  will  be  Drs.  Robert  Alway, 
M.  E.  Lahey,  Ralph  Platou,  and  Josef  Warkany. 

Daily  sessions  from  8:00  a.m.  until  noon  will  be 
followed  by  round  table  discussions  from  noon 
until  1:30  p.m.  All  physicians  are  cordially  invited 
to  attend,  and  for  further  information  please  con- 
tact Intermountain  Pediatric  Society,  2000  South 
9th  East,  Salt  Lake  City,  Utah. 


Obituaries 

Craig  general  practitioner  dies 

William  F.  Deal,  M.D.,  of  Craig,  died  on  Oc- 
tober 22,  1958,  at  the  age  of  65.  Dr.  Deal  was  born 
in  Mount  Pleasant,  Iowa,  on  January  27,  1893.  He 
received  his  M.D.  degree  from  the  University  of 
Nebraska  School  of  Medicine  at  Omaha,  Nebraska. 

He  interned  at  the  Swedish  Emmanuel  Hospital 
in  Omaha  and  started  to  practice  in  1919  at  Oakley, 
Kansas.  He  was  a member  of  the  Kansas  Medical 
Society  from  1922-1940,  before  coming  to  Craig  in 
1940.  He  was  licensed  in  Colorado  in  1940  and  has 
been  a member  of  the  Colorado  State  Medical 
Society  since  January  30,  1941. 

He  is  survived  by  his  wife,  two  sons  and  a 
daughter.  Two  brothers  are  physicians.  Dr.  Robert 
M.  Deal  of  Denver  and  Dr.  E.  P.  Deal  of  Pretty 
Prairie,  Kansas. 

One  of  nation’s  most  renowned 
scientists  passes  away 

Raymond  R.  Lanier,  M.D.,  44,  of  Denver,  died 
on  November  24,  1958. 

Dr.  Lanier  was  born  in  Louisville,  Kentucky, 
and  attended  private  schools  in  Virginia.  He  also 
attended  the  Universities  of  Richmond,  Duke  and 
Washington  in  St.  Louis.  He  held  Bachelor’s,  Medi- 
cal and  Doctor  of  Philosophy  degrees.  He  served 
with  the  Army  Medical  Corps  in  Alaska  from  1946 
until  1948.  He  had  been  an  instructor  and  Assistant 
Professor  of  Roentgenology  at  Chicago  University 
until  1950,  when  he  assumed  the  post  of  Chief  of 
the  Colorado  University  Medical  Center’s  Depart- 
ment of  Radiology. 

Dr.  Lanier  was  long  prominent  in  his  field  of 
medicine  and  was  a member  of  the  Colorado 
Medical  Society  since  April  20,  1951.  He  was  a 
member  of  the  American  Association  of  Anato- 
mists, American  Association  of  Physical  Anthro- 
pologists, American  Academy  for  the  Advancement 
of  Science,  the  Radiological  Society  of  North 
America,  the  Colorado  and  Rocky  Mountain  Radio- 
logical Societies,  and  the  Colorado  Society  of 
Nuclear  Medicine.  He  was,  of  course,  a Fellow  in 
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Until  the  discovery  of  decadron*  by  MERCK  SHARP  & dohme,  when  your  diabetic  patients  were 
also  in  need  of  corticosteroid  treatment,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  mellitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they  not 
only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 


NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

Decadron— the  new  and  most  potent  of  al!  anti-inflammatory  corticosteroids—ls 
remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 


DEXAMETHASONE 


to  treat  patients 
more  effectively 


In  clinical  trials  with  some  1,500  patients  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  existing 
diabetes,  no  increase  in  insulin  requirements.  Patients 
whose  diabetes  was  severely  aggravated  on  predniso- 
lone showed  good  tolerance  when  transferred  to 
DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to  being 
practically  free  of  diabetogenic  activity,  therapy  with 
DECADRON  is  also  practically  free  of  sodium  retention, 
potassium  depletion,  hypertension,  edema  and  psychic 
disturbances.  Cushingoid  effects  are  fewer  and  milder. 
DECADRON  has  not  caused  any  new  or  “peculiar”  re- 
actions, and  has  produced  neither  euphoria  nor  depres- 
sion, but  helps  restore  a “natural”  sense  of  well-being. 

♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc.,  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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the  American  College  of  Radiology. 

In  addition,  Dr.  Lanier  had  served  as  a Civil 
Defense  consultant  in  radiological  defense  matters, 
was  chairman  of  Colorado  University’s  Institutional 
Radiation  Committee,  and  was  technical  advisor 
on  radiation  protection  to  the  State  Department  of 
Public  Health. 

Dr.  Lanier  attracted  widespread  public  atten- 
tion three  years  ago,  when  he  warned  of  the 
probable  long  range  degrees  of  radioactive  fall-out. 
His  warning  that  “no  one  knows  what  a safe  dose 
of  radiation  is”  has  since  been  echoed  by  other 
authorities. 

In  addition.  Dr.  Lanier  was  an  outdoor  man 
and  hunting  enthusiast  and  his  untimely  demise 
was  caused  by  an  accident  while  hunting. 

Dr.  Lanier  is  survived  by  his  wife,  Dr.  Virginia 
Lanier,  a daughter  and  two  sons. 

Widely  known  civic  leader. 

Boy  Scout  official,  and  physician  dies 

Russell  W.  Hibbert,  Jr.,  M.D.,  of  Greeley,  Colo- 
rado, 42,  died  on  December  4,  1959. 

Dr.  Hibbert  was  born  in  Hannibal,  Missouri, 
on  January  30,  1916.  He  attended  the  University 
of  Illinois  and  in  1939  was  graduated  from  the 
St.  Louis  University  School  of  Medicine.  He  served 
in  the  Army  Medical  Corps  during  World  War  II 
and  attained  the  rank  of  Lieutenant  Colonel.  He 
was  elected  to  the  Weld  County  Society  in  1947. 
He  has  been  active  in  Scouting  for  more  than  20 
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years.  He  was  Vice  Chairman  of  the  Mountain 
Parks  Service  Area,  which  includes  Colorado,  and 
parts  of  Wyoming  and  Nebraska.  He  held  Scout- 
ing’s  highest  honor — the  Silver  Beaver  Award, 
and  was  a member  of  the  Executive  Board  of 
Long's  Peak  Council  of  Scouting  and  a representa- 
tive on  the  Boy  Scouts  of  America  National  Coun- 
cil. 

Dr.  Hibbert  is  survived  by  his  wife,  two  sons, 
both  his  parents  and  a sister. 

Psychiatrist  dies  at  trial 

Everett  Lee  Durrill,  M.D.,  Pueblo,  54,  died  De- 
cember 3,  1958.  Dr.  Durrill  was  born  in  Illinois  on 
April  1,  1904.  He  received  his  M.D.  degree  in  1931 
from  Northwestern  University  and  served  his  in- 
ternship in  St.  Luke’s  Hospital  in  Kansas  City.  He 
served  as  assistant  surgeon  in  the  Santa  Fe  Hos- 
pital in  Topeka,  Kansas,  in  1931  and  1932,  and 
joined  the  staff  of  the  State  Hospital  in  Pueblo  in 
April,  1948.  He  became  chief  psychiatrist  at  the 
State  Hospital  and  was  in  Georgetown,  Colorado, 
to  testify  in  a sanity  trial  when  he  died  after  a 
heart  attack. 

He  is  survived  by  his  wife  and  two  sons. 

Fort  Collins  octogenarian  dies 

William  Flocklon  Brownell,  M.D.,  Fort  Collins, 
87,  died  December  5,  1958.  Dr.  Brownell  was  born 
in  Village  Creek,  Iowa,  on  August  2,  1871.  He  re- 
ceived his  M.D.  degree  in  1897  from  the  University 
of  Illinois  after  graduating  from  the  Iowa  State 
College.  He  began  practice  at  New  London,  Wis- 
consin, in  1897  and  practiced  in  Chicago  until  1916 
when  he  came  to  Fort  Collins. 

He  was  a Captain  in  the  U.  S.  Army  Medical 
Corps  in  World  War  I.  He  was  a former  President 
of  the  Larimer  County  Medical  Society  and  for 
60  years  was  a member  of  the  American  Medical 
Association. 

He  is  survived  by  his  wife  and  daughter. 


Utah  Chapter  of  the 
American  College  of  Surgeons 

Alfred  M.  Okelberry,  M.D.,  Salt  Lake  City,  be- 
came President  of  the  Utah  Chapter  of  the  Ameri- 
can College  of  Surgeons,  Rulon  F.  Howe,  M.D., 
was  named  President-elect  and  I.  Bruce  McQuar- 
rie,  M.D.,  Secretary-Treasurer.  Both  are  from  Og- 
den. 

Medical  student  loan  fund 

Establishment  of  a revolving  loan  fund  for 
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to  prevent  the  sequelae 
of  u.r.i.  ...  and  relieve  the 
symptom  complex 


Tetracycjlne-Antihistamine-Analgesic  Compound  Lederle 


Otitis,  tonsillitis,  adenitis,  sinusitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection.^  To  protect  and  relieve  the  “cold”  patient... 
ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm, 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg,);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemondime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  Am.  J.  Hygiene  71:122  (Jan.)  1933 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


qualified  students  in  the  University  of  Utah  Col- 
lege of  Medicine  has  been  announced. 

Phillip  B.  Price,  M.D.,  dean  of  the  medical 
college,  said  the  fund  was  established  by  Deseret 
Pharmaceutical  Co.  to  give  needy  students  a source 
of  money  to  help  support  themselves  and  their 
immediate  families  while  in  medical  school. 

Students  may  borrow  up  to  $2,000  a year.  To 
qualify  they  must  have  exhausted  all  personal  and 
family  means  of  support. 

Obituaries 

PAUL  S.  RICHARDS 

Paul  S.  Richards,  Sr.,  M.D.,  65,  eminent  Salt 
Lake  surgeon  and  pioneer  in  industrial  medicine, 
died  November  20,  1958. 

Dr.  Richards  was  graduated  cum  laude  from 
Harvard  Medical  School  in  1919.  He  interned  at 
Cincinnati  General  Hospital  from  1919  to  1920  and 
served  his  residency  at  the  Boston  Free  Hospital 
for  Women  and  the  Boston  Lying-in  Hospital. 

He  practiced  in  Bingham  from  1922  to  1948, 
during  which  time  he  established  a 35-bed  hos- 
pital and  clinic.  His  interest  in  industrial  medicine 
stemmed  from  his  many  years  of  practice  in  Bing- 
ham Canyon. 

He  was  a member  of  the  Medical,  Labor  and 
Industrial  Council,  whose  recommendations  result- 
ed in  enactment  of  Utah’s  first  occupational  disease 
law  by  the  1941  Legislature.  In  1953,  with  L.  E. 
Viko,  M.D.,  he  received  a presidential  citation  for 
contributions  in  assistance  of  the  physically  handi- 
capped. 

Dr.  Richards  came  to  Salt  Lake  City  in  1948 
to  aid  in  the  establishment  of  the  Memorial  Medi- 
cal Center.  He  also  became  the  first  Associate 
Clinical  Professor  of  Industrial  Medicine  in  the 
University  of  Utah  College  of  Medicine.  He  was 
a charter  member  of  the  American  Board  of  In- 
dustrial Medicine,  a member  of  the  Council  for 
Industrial  Health,  A.M.A.,  consultant  to  the  U.  S. 
Public  Health  Service,  member  of  the  American 
Industrial  Hygienists  Association,  fellow  of  the 
American  College  of  Surgeons,  and  member  of 
the  A.M.A.,  U.S.M.A.,  Salt  Lake  County  Medical 
Society  and  Western  Hospital  Association. 


JNewton 

Optical  Qompany 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309-16th  Street  Denver 


Dr.  Richards  is  survived  by  his  widow,  two 
daughters  and  a son. 

HUGH  O.  BROWN 

Hugh  O.  Brown,  M.D.,  48,  chief  of  anesthesi- 
ology at  St.  Mark’s  Hospital  since  1945,  died  De- 
cember 5,  1958,  of  complications  following  a surgi- 
cal operation. 

He  was  among  the  first  physicians  to  practice 
the  specialty  of  anesthesiology  in  Utah,  coming 
here  from  Chicago  where  he  had  been  in  charge 
of  this  service  at  Cook  County  Hospital  for  four 
years. 

He  was  graduated  in  1932  from  Williams  Col- 
lege and  received  his  M.D.  degree  in  1937  from 
Northwestern  University  Medical  School.  From 
1937  to  1940  he  was  a fellow  at  the  Mayo  Clinic, 
Rochester,  Minn. 

Dr.  Brown  was  a member  of  the  American  and 
Utah  State  Medical  Associations,  Salt  Lake  County 
Medical  Society,  and  Phi  Beta  Kappa. 

He  is  survived  by  his  widow  and  seven  chil- 
dren. 


WILLIAM  T.  WARD 

William  T.  Ward,  M.D.,  78,  retired  Salt  Lake 
physician,  died  of  a heart  ailment  December  10, 
1958.  Dr.  Ward  had  been  on  the  staff  of  Holy  Cross 
Hospital  for  25  years.  He  retired  in  1947. 

He  attended  the  University  of  Utah  and  was 
graduated  from  Columbia  University  Medical 
School  in  New  York.  After  graduating  from  medi- 
cal school  he  interned  for  two  years  at  Roosevelt 
Hospital  in  New  York  and  spent  one  year  at  Sloan 
Maternity  Hospital  in  Baltimore,  Md.,  prior  to 
beginning  his  practice  in  Salt  Lake  City. 


JSew  Books  Received 

New  books  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 


Convulsive  Disorders  of  Children:  By  Dora  Hsi-Chih  Chao. 
M.D.,  Ralph  Druckman,  M.D.,  and  Peter  Kellaway,  A.M.. 
Ph.D.  Philadelphia,  W.  B.  Saunders  Co.,  1958.  Price:  $6.00. 

Clinical  Chemistry  in  Practical  Medicine:  By  C.  P.  Stewart. 
D.Sc.,  Ph.D.,  and  D.  M.  Dunlop,  B.A.,  M.D.,  F.R.C.P.  (London 
and  Edinburgh).  5th  edition.  Edinburgh,  E.  & S.  Livingstone. 
Ltd.  (Williams  & Wilkins),  1958.  Price:  $6.75. 

A Woman  Doctor  Looks  at  Love  and  Life:  By  Marion  Hilliard. 
Garden  City,  Doubleday  & Co.,  1957.  Price:  $2.95. 

Preventive  Medicine  in  World  War  II,  Vol.  4.  Communicable 
Diseases  Transmitted  Chiefly  Through  Respiratory  and  Ali- 
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WHENEVER  SULFAS^  ARE  INDICATED 


povides  therapeutic  sulfa  levels  fcr  24  ticurs... Highly 
soluble . . . rapidly  absorbed . . . produces  fast,  sustained 
plasma-tissue  concentrations.  Simple,  easy-to-remember, 
single  0.5  Gm.  daily  dose.  No  crystaliuria.  i 


with  low  isieidenci  of  sensitivity  reactions . . . Extremely  low 
in  toxic  potential.  2.  s Mo  cutaneous  or  other  objective 
reactions  seen  in  a wide  scale  study  of  clinical  toxicity.  2 Even 
minor  subjective  reactions  are  not  expected  to  occur  2 or  are 
reported  absent  ^ when  recommended  schedule  is  used. 

TABLETS,  0.5  Gm..  bottles  of  24  and  100.  ^ ACETYL  PEDIATRIC 
SUSPENSION,  cherry  flavored,  250  mg.  sulfamethoxypyridazine  activity 
per  teaspoontul  (5  cc.),  bottles  of  4 and  16  fl.  oz. 

1.  Editorial;  New  England  J.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med.  & Clin,  Ther.  5:474, 1958. 

3.  Sheth,  U.  K.,  etal.:  Ibid.,  p.  604,  1958. 
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mentary  Tracts:  By  the  Medical  Department,  U.  S.  Army. 
Washington,  Office  of  Surgeon  General,  Department  of  the 
Army,  1958.  Price:  $5.50. 

Clinical  Obstetrics  and  Gynecology,  Vol.  1,  No.  4,  December 
19.58.  Symposium  on  Operative  Obstetrics,  edited  by  J.  R. 
Wilson.  Symposium  on  Genital  Cancer,  edited  by  D.  G. 
Morton.  New  York,  Grune  & Stratton. 


Book  Reviews 

Correlative  Neuroanatomy  and  Functional  Neurology:  By 
Joseph  G.  Chusid  and  Joseph  M.  McDonald,  M.D.  Los  Altos, 
Calif.,  Lange  Medical  Publications,  1958.  345  p.  Price;  $4.59. 

This  familiar,  “brief”  neuroanatomy  and  neu- 
rology textbook  remains  one  of  the  essential  pub- 
lications for  medical  students  and  for  quick  review 
for  Neurology  Board  examinations.  Now  in  its 
ninth  edition,  it  is  no  longer  so  brief  as  formerly, 
and  for  that  reason  may  have  lost  some  of  its 
value.  In  some  areas  it  even  goes  into  more  detail 
than  the  standard,  longer  textbooks.  However,  it 
remains  unexcelled  in  its  vivid  synoptic  presenta- 
tion of  the  major  neurological  conditions  and  is 
highly  to  be  recommended,  not  only  for  neurolo- 
gists and  medical  students,  but  for  all  practitioners. 

Roland  J.  Brett,  M.D. 


22  pages.  New  material  has  been  added,  and  dele- 
tions made. 

Textbooks  on  dermatology  are  often  adequate 
in  all  respects  except  concerning  the  therapy 
actually  employed  by  the  writer  in  his  own  per- 
sonal practice.  This  handbook  of  dermatologic  pre- 
scriptions, which  have  stood  the  test  of  time  at  a 
great  teaching  institute,  should  be  welcomed  by 
all  who  treat  skin  diseases. 

To  be  sure,  there  is  no  royal  road  to  thera- 
peutic competence  in  the  treatment  of  dermato- 
logic ailments.  However,  this  Formulary,  if  used 
with  discretion,  should  be  of  tremendous  assistance 
to  the  general  practitioner. 

The  author  is  to  be  congratulated  for  bringing 
together  in  a small  book  so  much  useful  informa- 

Egbert  J.  Henschel,  M.D. 


Dermatologic  Formulary:  By  Frances  Pascher,  M.D.,  Editor. 
2d  edition.  New  York,  Hoeber-Harper,  1957.  172  p.  Price:  $4.00. 

This  is  the  second  edition  of  the  New  York 
Skin  and  Cancer  Unit  Formulary,  which  first 
appeared  in  1953.  The  book  has  been  enlarged  by 


The  biography  of  FLORENCE  SABIN 
Colorado  Woman  of  the  Century 

Medical  Researcher,  Teacher.  • By  Elinor  Bluemel 
and  Humanitarian 

Order  your  copy  todoy  from 

UNIVERSITY  OF  COLORADO  PRESS 

BOULDER,  COLORADO 


15.50 


Four-day  meeting  for 
surgeons  and  nurses 

More  than  3,500  surgeons,  nurses,  and  related 
medical  personnel  from  throughout  the  country 
are  expected  to  attend  a comprehensive,  four-day 
sectional  meeting  of  the  American  College  of 
Surgeons  in  St.  Louis,  March  9 through  12,  1959. 
Headquarters  will  be  the  Kiel  Auditorium,  with 
many  sessions  scheduled  also  in  leading  St.  Louis 
hospitals. 

This  four-day  meeting  is  designed  to  inform 
the  medical  profession  at  large  about  develop- 
ments in  surgery,  and  to  focus  attention  on  newer 
ways  of  handling  problems  encountered  in  daily 
practice.  The  program  will  include  hospital  clinics, 
panel  discussions,  symposia,  scientific  papers,  tech- 
nical exhibits,  medical  motion  pictures  and  cine 
clinics  in  general  surgery  and  in  the  specialties 
of  thoracic  surgery,  urology,  gynecology  and  ob- 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  ore  away, 
day  or  night;  our  kindly  voice  conscientiously  tends 
your  telephone  business,  accurately  reports  to  you 
when  you  return. 

TELEPHONE 


ANSWERING 


SERVICE 

CALL  ALpine  5-1414 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  vitehsa  PEniATHic, 


a good  supplement 
in  a great  new  package. 


5 On  your  right, 
see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 
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\ / 2 First, 

^ see  what  happens  when  ' 

■ the  metered  plunger.  ' 
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A (syalhetic) 

5000  U.S.P.  Units 

333% 

167% 

B(CalcjfgrQl) 

1000  U.S.P.  Units 

250% 

250% 

8t  {fhiamine) 

1 mg. 

400% 

133% 

B9  (Riboflavin) 

1 mg. 

167% 

iio% 

B*  (pyridoxins) 

1 mg. 
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ft 

BiafCyanocobaiamin)  1 meg. 

tf 

ti 

G (Ascorbic  Acid) 

50  mg. 

500% 

250% 

Miaciftamide 

10  mg. 

200% 

133% 

Panthenol 

2 mg. 

3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  ~ 
no  drip,  no  waste, 
no  sticky  bottle. 


6 Let’s  take  a minute 
to  admire  the  formula. 


In  a fl-sor^lts!  base  for  belter  vitaminBi  a absbrptisfi 
ftMmimum  daily  requirement  has  not  been  estab- 
lished. 

DOSAGE;  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles 


7 That  means 
no  hot -weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRICS- 

ALLOW  30  SECONDS  BETWEEN  PiSPENSSNOS 


Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  dirappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17.  N.Y. 

Division,  Chas.  Pfizer  & Co.,  ?nc. 
Sdenee  for  the  world’s  well-being 
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stetrics,  ophthalmic  surgery  and  orthopedic  sur- 
gery. 


International  Association  on 
Occupational  Health 

The  13th  International  Congress  on  Occupa- 
tional Health — first  to  be  held  in  the  Western 
Hemisphere — will  meet  in  New  York  City,  July 
25  to  29,  1960,  according  to  an  announcement  by 
Dr.  Leo  Wade,  of  New  York,  who  is  chairman  of 
the  Organizing  Committee. 

Several  thousand  physicians,  nurses,  industrial 
hygienists  and  other  delegates  from  more  than  40 
countries  will  attend.  Dr.  Wade  said.  He  is  medical 
director  for  Esso  Standard  Oil  Company. 

“With  experts  from  all  over  the  world  gathered 
in  New  York  to  discuss  and  share  important  knowl- 
edge in  the  fields  of  occupational  injury  and 
disease,”  he  said,  “the  13th  Congress  will  empha- 
size the  fact  that  the  science  of  health  knows  no 
national  boundaries.” 

Theme  of  the  New  York  meeting  will  be  pre- 
vention rather  than  cure.  Program  participants 
from  the  many  countries  will  report  on  their  ex- 
periences, the  findings  of  both  clinical  and  labora- 
tory research,  and  on  methods  for  control  of  occu- 
pational health  hazards.  Plans  already  are  under 
way  to  provide  meeting  facilities,  and  for  transla- 
tion services,  accommodations  for  the  visitors,  and 
other  arrangements. 

The  congresses  are  sponsored  by  the  Permanent 
Committee  and  International  Association  on  Oc- 
cupational Health,  of  which  Dr.  Sven  Forssman, 
of  Stockholm,  is  President  and  Dr.  Enrico  Vigliana, 
of  Milan,  is  Secretary. 

All  previous  meetings  have  been  held  in 
Europe,  beginning  with  the  first  one  in  Milan  in 
1906.  The  12th  Congress  was  in  Helsinki  in  1957. 

Dr.  Wade  said  the  international  meetings  on 
occupational  health  are  one  means  of  implement- 
ing an  objective  outlined  by  the  President  in  his 
latest  State  of  the  Union  message. 

“A  program  of  science  for  peace,”  President 
Eisenhower  said,  “might  provide  a means  of  fun- 
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neling  into  one  place  the  results  of  research  from 
scientists  everywhere,  and  from  there  making  it 
available  to  all  parts  of  the  world.  There  is  almost 
no  limit  to  the  human  betterment  that  could  result 
from  such  cooperation.” 

As  modern  industry  continuously  expands  its 
uses  of  materials  and  technological  technics 
throughout  the  world,  new  occupational  hazards 
come  into  being  to  take  their  places  beside  such 
old  and  well-known  ones  as  arsenic,  mercury,  and 
lead. 

Radioactive  materials,  for  example,  are  being 
used  to  an  increasing  extent  in  industry.  Findings 
of  research  now  in  being  which  will  be  reported 
at  the  13th  International  Congress  on  Occupational 
Health  will  supplement  present  knowledge  on  the 
control  and  effects  on  health  of  exposures  to  radia- 
tion in  industry. 

Dr.  Wade  pointed  out  that  such  man-made 
hazards  among  industrial  workers  can  and,  in 
most  instances,  are  being  controlled — with  result- 
ing benefits  in  health,  increased  productivity  and 
economic  well-being  for  vast  segments  of  the 
world’s  population. 


American  Board  of  Obstetrics 
and  Gynecology 

The  next  scheduled  examinations  (Part  II), 
oral  and  clinical  for  all  candidates,  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  May  8 through 
19,  1959.  Formal  notice  of  the  exact  time  of  each 
candidate’s  examination  will  be  sent  him  in  ad- 
vance of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I ex- 
aminations will  be  notified  of  their  eligibility  for 
the  Part  II  examinations  as  soon  as  possible. 

The  deadline  date  for  the  receipt  of  new  and 
reopened  applications  for  the  1960  examinations 
is  August  1,  1959.  Candidates  are  urged  to  submit 
their  applications  as  soon  as  possible  before  that 
Robert  L.  Faulkner,  M.D., 
2105  Adalbert  Road, 
Cleveland  6,  Ohio. 
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*Using  combined  drug  therapy  with 

or  Araien®  as  maintenance  therapy 
With  Plaqueni!  or  Araien  alone  62%  grade  I and  il 
improvement.  (Scherbe!,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  {percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Araien  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet, 
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Doctors  are  generally  agreed  that  the  best  hope  of  saving  lives  from  cancer  is  early 
detection  and  prompt,  proper  treatment.  Great  progress  has  been  made  in  the  last 
ten  years:  the  saving  now  of  1 in  3 compared  with  1 in  4,  as  more  and  more  people 
are  seeing  their  doctors  in  time. 

But  with  present  knowledge  and  existing  facilities,  it  is  possible  today  to  save 
1 in  2 cancer  patients.  This  is  the  target  of  the  American  Cancer  Society’s  profes- 
sional and  public  education  programs. 

The  Society  offers  doctors  a variety  of  free  services:  Literature:  two  bi-monthly 
magazines;  Films:  200  available  on  loan,  including  a series  of  kinescope  films  cover- 
ing practically  every  clinical  phase  of  cancer;  Slides:  (In  color)  Characteristic  early 
lesions  in  sites  of  greatest  incidence;  Exhibits:  for  medical  meetings  and  conven- 
tions, on  special  aspects  of  diagnostic  and  therapeutic  problems. 

In  its  public  education  program,  the  Society  uses  every  effective  communication 
medium  to  urge  people  to  have  annual  health  checkups  and  to  go  to  their  doctors 
promptly  at  the  appearance  of  a danger  signal. 

The  challenge  will  be  met.  As  more  and  more  doctors’  offices  become  “cancer 
detection  centers,’’  and  as  more  and  more  people  see  their  physicians  regularly,  the 
closer  will  come  the  day  when  half  of  our  cancer  patients  will  be  saved.  The  know- 
how for  saving  the  remaining  half  is  still  being  sought  in  our  research  laboratories. 
Ultimately  that  challenge,  too,  will  be  met. 
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Your  difficult  rheumatic  patient 


through  effective  relief  and  rehabilitation 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 


For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone. 
In  each  enteric-coated  tablet: 

Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 

replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and  | 

nonsteroid  antirheumatics ...  I 

full  hormone  effects  on  low  • 

hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE 


PABALATE‘-HC 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


Colorado 


President 

John  I.  Zarit,  m.d. 

Denver 

University  of  Colorado,  1923 


New  Mexico 


President 

James  C.  Sedgwick,  m.d. 

Las  Cruces 
University  of  Texas 
Medical  Branch,  1937 


President-elect 

John  L.  McDonald,  m.d. 

Colorado  Springs 

Harvard  Medical  School,  1926 


Presider. 
U.  R.  Bryner,  m. 
Salt  Lake  Cil 
University  of  Pennsylvan. 
School  of  Medicine,  19J 


Presiden ' 
Herbert  T.  Caraway,  m.i‘ 
Billing* 

Northwestern  Universit; 
Medical  School,  193 


Uta! 


President-elect 
Lewis  M.  Overton,  m.d. 
Albuquerque 
University  of  Maryland 
School  of  Medicine,  1929 


Presidents  and  PresidentS'Elect  ol 

Montana 


)ur  State  Medical  Associations 


Nevada 


resident-elect 
EONAED  W.  Brewer,  m.d. 
[issoula 

harvard  Medical  School,  1932 


President 

Roland  Stahr,  m.d. 

Reno 

Washington  University 
School  of  Medicine,  1924 


President-elect 
Ernest  W.  Mack,  m.d. 
Reno 

McGill  University  Faculty 
of  Medicine,  1939 


\resident-elect 
; Bruce  McQuarrie,  m.d. 
igden 

leorge  Washington  University 
|chool  of  Medicine,  1935 


Wyoming 


President 
L.  Harmon  Wilmoth,  m.d. 

Lander 

University  of  Nebraska 
College  of  Medicine,  1925 


President-elect 
Benjamin  Gitlitz,  m.d. 
Thermopolis 

Columbia  University  College  of 
Physicians  and  Surgeons,  1935 


AS  YOU  LIKE  IT... 


A medical  potpourri 

Compiled  ]jy  Andrew  M.  Babey.  Las  Cruces,  New  Mexico 


1.  “I  am  sure  that  one  can  have  marked  increase 
in  soft  tissue  calcium  which  will  not  be  visible  by 
x-ray  and  in  general  the  actual  amount  of  cal- 
cium in  the  tissues  is  underestimated  by  x-ray 
examination.”  Henneman,  P.  H.:  Am.  Pract.  and 
Dig.  Treat.  9:1444  (Sept.)  1958. 

2.  “I  should  like  to  add  here  that,  although  I have 
been  on  the  lookout  for  examples  of  recurrent  or 
chronic  infectious  mononucleosis  for  many  years, 
no  evidence  to  support  such  a diagnosis  has  ever 
been  found.  The  published  accounts  of  such  oc- 
currences seen  by  the  writer  have  been  far  from 
convincing.”  Bender,  Chas.  E.:  Ann.  Int.  Med.  49: 
862  (Oct.)  1958. 

3.  “It  has  long  been  recognized  that  some  types  of 
extensive  soft-tissue  injury  are  apparently  beyond 
the  scope  of  surgical  technic  and  almost  invariably 
cause  death  despite  energetic  and  even  heroic 
treatment.  Large  lacerations  of  the  muscles  of  the 
thigh  and  buttocks  with  extensive  crushing  of  the 
pelvis  are  perhaps  the  commonest  of  such  injuires; 
and  even  when  adequate  early  treatment  of  the 
injuries  with  apparently  good  control  of  bleeding 
and  full  replacement  of  blood  loss  by  transfusion 
are  possible,  irreversible  shock  usually  leads  to 
death.”  Leading  Articles:  Experimental  Shock, 
Lancet  2:784  (Oct.  11)  1958. 

4.  “To  avoid  errors  in  the  diagnosis  of  Raynaud’s 
disease,  it  is  well  to  adopt  the  dictum  that  all 
Raynaud’s  phenomenon  is  secondary  until  proved 
otherwise.”  Gifford,  R.  W.,  Jr.:  The  Clinical  Sig- 
nificance of  Raynaud’s  Phenomenon,  Medical  Clin- 
ics of  North  America,  Philadelphia,  W.  B.  Saunders 
Co.,  1958  (July),  968. 

5.  “Raynaud’s  disease  does  not  lead  to  extensive 
gangrene  or  major  amputation.  Extensive  gangrene 
occurring  in  association  with  Raynaud’s  phenom- 


enon suggests  that  both  are  secondary  to  occlusive 
arterial  disease,  scleroderma,  or  scalenus  anticus 
syndrome.”  Loc.  Cit.,  page  968. 

6.  “When  pulsations  are  absent  or  impaired  in  one 
or  more  arteries  other  than  the  dorsalis  pedis,  the 
diagnosis  of  Raynaud’s  disease  is  untenable,  and 
other  causes  for  Raynaud’s  phenomenon  must  be 
sought.”  Loc.  Cit,  page  969. 

7.  “Approximately  15  per  cent  of  women  with 
Raynaud’s  disease  will  have  sclerodermatous 
changes  in  their  fingers  (rarely  of  the  toes).  This 
type  of  scleroderma,  referred  to  as  sclerodactylia, 
IS  not  progressive,  does  not  spread  to  involve  more 
proximal  parts,  is  not  associated  with  systemic 
symptoms,  arid  usually  does  not  appear  until  Ray- 
naud’s phenomenon  has  been  present  for  more 
than  two  years.”  Loc.  Cit,  page  969. 

8.  “Sympathectomy  is  of  no  value  in  the  treatment 
of  intermittent  claudication,  although  an  occa- 
sional patient  states  that  he  can  walk  farther 
after  such  an  operation.  Interruption  of  sympa- 
thetic pathways  unquestionably  increases  the  blood 
flow  to  the  skin  and  may  help  in  the  prevention 
of  gangrene,  but  intermittent  claudication  is  a 
manifestation  of  muscular  ischemia  and  sympa- 
thectomy does  not  increase  the  blood  flow  to 
muscles.”  Loc.  Cit.,  page  986. 

9.  “At  the  Joslin  Clinic,  it  has  been  found  that  a 
single  dose  of  Orinase  with  determination  of  the 
blood  sugar  change  four  hours  later  has  been  help- 
ful in  detecting  those  patients  who  would  most 
likely  benefit  from  the  treatment.  If  the  blood 
sugar  falls  to  normal  in  this  time,  the  patient  is 
considered  a good  candidate  for  long-term  therapy 
with  the  drug.”  Field,  Richard  A.,  in  Case  From 
Medical  Grand  Rounds  Massachusetts  General 
Hospital,  No.  416,  Am.  Pract.  and  Dig.  Treat.  9: 
1661  (Oct.)  1958. 
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IN  OFFICE  SURGERY 

— ... ..  .w 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials ; 0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*^  HCl  SOLUTION 

(brand  of  lidocoine*) 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  Mass.,  U.S.A. 


for  February,  1959 
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The  Colorado  State  Medical  Society 

Clinical  Session,  February  17-20,  1959 
Denver 

President:  John  I.  Zarit  (Chairman  of  the  Board),  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1959. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  the  American  Medical  Association;  Kenneth  C. 
Sawyer,  Denver,  1960;  (Alternate,  Irvin  E.  Hendryson,  Denver, 
1960) ; E.  H.  Munro,  Grand  Junction,  1960;  (Alaternate,  Harlan 
E.  McClure,  Lamar,  1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  Telephone  AComa  2-0547. 


Montana  Medical  Association 

Interim  Session,  April  3-4,  1959 
Helena 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 

Acting  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 
Executive  Committee;  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 


New  Mexico  Medical  Society 

Annual  Session,  May  5-7,  1959 
Las  Cruces 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Seeretary-Treasurer:  Omar  Legant,  Albuquerque. 

Councilors:  Junius  A.  Evans,  Las  Vegas,  1959;  Aaron  E.  Mar- 
gulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farmington,  I960: 
George  Prothro,  Clovis,  1960;  Gerald  Slusser,  Artesia,  1960; 
W.  J.  Hossley,  Doming,  1961;  Guy  Rader,  Albuquerque,  1961. 
Delegate  to  American  Medical  Association:  Earl  L.  Malone. 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 


in  very  special  cases 
a very  superior  brandy, 
specify 
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The  Wyoming  State  Medical  Society 

Annual  Session,  June  11-14,  1959 
Jackson  Lake  Lodge 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President;  Francis  A.  Barrett,  Cheyenne. 

Secretary;  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Councilors;  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton: 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S,  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Teton 
County,  Robert  Knapp,  Pinedale;  Uinta  County,  Joseph 
Whalen,  Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe, 
Newcastle;  Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
Delegate  to  A.M.A.;  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Exeeutive  Seeretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 


Nevada  State  Medical  Association 

Annual  Meeting,  August  19-22,  1959 
Reno 

President:  Roland  Stahr,  Reno. 

President-elect:  Ernest  W.  Mack,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Secreta'-v:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno; 
telephone  FA.  3-6788. 


The  Utah  State  Medical  Association 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City: 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County,  1960. 

A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford  Rees, 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar  City: 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1958,  I.  Bruce  McQuarrie,  Ogden;  Utah,  1959,  R.  E.  Jorgenson, 
Provo. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City:  J.  Poulson  Hunter,  Salt  Lake  City:  Robert  M. 
Dalrymple,  Salt  Lake  City. 
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cough  sedative  / antihistamine  / expectorant 


HYCOMINE 

Syrup 

TO!  ©(SilFilTl  [Sx 


• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 


Each  teaspoonful  (5  cc.)  of  Hycomine  contains; 

Hycodan® 

Dihydrocodeinone  Bitartrate 5 mg-l 

(Warning:  May  be  habit-forming)  V 6.5  mg. 

Homatropine  Methylbromide  1.5  mg. j 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.  May  be  habit-forming. 
Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


u.  s.  Pat.  2,630,400 
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EFFECTIVE 
AGAINST  ALL 
COMMONLY 

encountered 

EAR  PATHOGENS 


EXCELLENT 

TOPICAL 

TOLERANCE 


NO 

SYSTEMIC 

EFFECTS 


/ OTITIS  EXTERNA 
/ FURUNCULOSIS 

/ OTOMYCOSIS 

\ / OTITIS  MEDIA 

\ / 


and 


Otamjlon 

Otamylori  ■■  Hydrocortisone 


EAR  D 

Manner  of  Use: 

After  gently  cleansing  and  drying  the 
ear  canal,  Otamylon  (2  or  3 drops  or 
moistened  wick)  is  applied  three  or  four 
times  daily. 

Supplied: 

Otamylon— bottles  (15  cc.)  with  dropper. 
Otamylon  c Hydrocortisone-15  cc.  com- 
bination package  to  be  mixed  prior  to 
dispensing. 


ROPS 


BACTERICIDAL 

FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 


LABORATORIiS 

New  York  18,  N.Y. 


Otamylon  is  a clear,  odorless, 
sterile,  viscid  liquid  containing: 

Sulfamylon®  HCI  5% 

Benzocaine  5% 

Anhydrous  glycol  q.s.  100 

Otamylon  with  Hydrocortisone: 
Same  formula  with  0.02% 
hydrocortisone. 


Otamylon  ond  Sulfamylon  (brand  of  mafenide),  trodemarks  reg^  U.  Pot.  Off. 
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The  Medicinal 

WINE 

Par  Excellence  is 


SHERRY 

Both  dry  and  sweet  varieties  of  Sherry  serve  as  valuable  tonics, 
stomachics  and  sedatives.  The  jaded  appetite  of  the  aged,  the 
convalescent  or  the  anorexic  patient  will  often  respond  to  a 
"drop”  of  Sherry  taken  as  an  aperitif. 

The  chronic  invalid,  the  oldster,  the  arteriosclerotic  and  hyper- 
tensive patient — all  can  benefit  from  its  euphoric  effect,  its 
ability  to  relieve  tension,  reduce  apprehension  and  induce  a 
glowing  sense  of  well-being. 

The  dry  variety  of  Sherry  is  more  often  used  as  a vehicle  for 
medicinal  ingredients  than  any  other  wine  because  of  its  general 
availability,  its  appropriate  alcohol  content,  its  uniformity  and 
stability. 

Many  relatively  insoluble  substances  can  be  maintained  in  stable 
solution  by  the  buffering  action  of  natural  wine.  Moreover,  the 
aromatic  organic  esters  normally  present  in  wine  provide  a 
pleasant  and  inexpensive  flavoring  which  makes  it  unnecessary 
to  add  costly,. foreign  or  synthetic  extracts. 


An  extensive  bibliography  is  now  available  showing  the  impor- 
tant role  of  wine  in  various  phases  of  medical  practice.  Just  write 
for  your  copy  of  "Uses  of  Wine  in  Medical  Practice.”  Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 
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UNIQUE  MTAMIN  SUPPLEMENT 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


friiit-piindi  flavored 
tal)lels  that  will 
actually 

“melt  ill  the  mouth'’ 

can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  he  dissolved  in  water,  juice  or  milk 


can  he  sucked  and  will  dissolve  like  a lozenge 


can  be  easily  swallowed  (small  tablet  size) 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  vigran 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 

VIGRAN  CHEWABLES 

provide  at  least  125 9^"  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  Bi,  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains : 


Vitamin  A a. 000  U.S.P.  units 

Vitamin  D 1.000  U.S.P.  units 

Vitamin  C 75  mg. 

Vitamin  B, 3 mg. 

Mtamin  Bo 3 mg. 

Vitamin  B,3 2 mg. 

Niacinamide  25  mg. 

Calcium  Pantollienate 3 mg. 

Vitamin  Bj^ 5 meg. 

Available  in  Rx-size  bottles  of  30  and  90, 


Squibb  Quality  — 

the  Priceless  Ingredient 


Vigran'®  is  a Squibb  trademark 
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SfcN0KDr‘s*4N0Aftn<tt0  rDNCF^'^ft1F  OF  tOTA  ACtfVb  FFIttCIFLVS 
OF  <.a:S<A  ACJII*9lIA  F«Sh  PU40UE  FVEOEKiCC 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1892 
NEW  YORK  14,  N.Y.  I TORONTO  1,  ONTARIO 


i |**^Py'8ht  1959,  The  Purdue  Frederick  Company 


nati^tal  ho»t,i  atmeixt  * "■  1®  ‘ 

Senokot 


TAfiLLTS  / finANULbS 


IN  CONSTIPATION 


Assures  bowel 
correction 
and  rehabilitation 
because  it  . acts 
in  a way  almost 
indistinguishable 
from  the  normal 
physiologic 
mechanism... 


ifi 


without , 

mucosal  irritatibn  due 
to  chemical  cohtact  , 

-.without 
incompatibilities 
to  antacids  and  :: 
other  medications 

Supply:  Tablets,  small  and 
, easy  to  swallow, 
in  bottles  of  1 00. 
Gninides,  cocoa-flavored, 

/■/I  .S'  Otul 't  ounce  canisters. 

'-'l.  HerlancI,  A.  L..  l.mvfnsli'i?!.  A.:  Quart. 
Rev.  Surpr.  Obst.  & t^vncH.-.  1 1 ; I",J  (Dee.)  1037 


Gerumenex  proBilagol 


DROPS 


For  easy,  safe, 
painless  removal 
of  ear  wax— 
without 

instrumentation 


Proved  clinically 
effective 
in  4,464 
(95.0  per  cent) 
of  4,695  patients 


3 months  to  83  years) 


with  excess 


of  impacted  cerumeht 

- ■ ' - ' . ■ -;N- 

patient  c6ime^'}^e  ami  epori-. 
omy,  prescribe  ^Gerumenex'  Drops 
in  the  regular  1$  ce.  bottle,  pack- 
aged witK  ceilophane-  wrapped 
blunt-end  dropper, 

tC^mpiete  biBlibgraphy 
- . available  on  request 


LIQUID 

eholecystokinetic-cholagogue  action 

Specifically 

designed 

for  therapeutic  and 
prophylactic 
management 
of  dyspepsia  and 
food 

intolerance 


.FCPTIDE  QtEaTC.COHPENSATC  b.S.Al<0  FOACiaN  PATENTS 


A unique 
cholecystokinetic- 
cholagogue, 
‘ProBilagol’  provides 
prompt  gallbladder 
evacuation, 
prolonged  relief, 
safety, 

extreme  palatability 


Supply:  Bottles  of 
12  and  6 fluid  ounces. 


WANT  ADS 


24-HOUR  SERVICE 


FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


IDEAL  LOCATION — Can  you  use  a good  location  for 
Income,  Offices,  Clinic,  etc.?  Plenty  of  parking  space 
— near  hospitals,  schools  and  busses.  Terms  can  be 
arranged.  Owner,  at  1723  Vine  Street,  Denver  6,  Colo- 
rado. 2.'! 


FOR  SALE:  Complete  up-to-date  10  volume  Tice-Sloan 
Practice  of  Medicine  in  excellent  condition.  Sacri- 
fice $55.00.  A.  H.  Atlas,  M.D.,  1477  Pennsylvania  St.. 
Denver  .3,  Colorado.  25 


MEDICAL  ILLUSTRATOR:  Burr  S.  Bush,  member  of 
the  Association  of  Medical  Illustrators.  3150  South 
Humboldt  Street,  Englewood,  Colorado,  or  call  SUnset 
1-3389.  24-3 


OFFICE  SPACE,  professional  doctors'  building,  $95.00 
a month.  Beautifully  decorated,  up-to-date  office, 
conveniently  located  in  the  center  of  a number  of 
Denver’s  major  hospitals.  East  18th  Ave.  and  Marlon. 
Rent  includes  parking,  steam  heat,  landscaping,  cus- 
todian's services.  Call  DExter  3-2713.  2 


FOR  SALE:  Practically  new  Picker  Century  X-ray 
Machine;  100  me  Rotating  Anode  Anatomatic  Control 
Board,  all  accessories  including  complete  portable 
dark  room — includes  fluoroscope,  hand-tilt  table. 
Charles  G.  Gabelman.  M.D.,  2084  South  Colorado  Blvd.. 
Denver  22;  phone  SKyline  6-9191.  22 


ALLERGIST — Veteran,  33,  finishing  training  in  July, 
1959;  M.S.  research  experience,  bibliography;  desires 
association  or  partnership  in  Denver  area.  Reply  to 
Box  No.  21,  Rocky  Mountain  Medical  Journal,  835 
Republic  Building,  Denver  2,  Colorado. 


WANTED  for  association  in  new  medical  building, 
general  practicitioner,  preferably  two-year  intern- 
ship or  few  years’  experience.  Interest  obstetrics  nec- 
essary. Prefer  but  not  essential  AAGP  member  and 
common  background  of  LDS  Church  or  Protestant 
affiliation.  Beginning  salary  if  necessary.  Northeast 
area  Sacramento,  California.  Mountains,  ocean  close 
by.  Outdoor  activities  excellent.  Please  write  Box  No. 
1-2,  Rocky  Mountain  Medical  Journal,  Denver  2,  Colo- 
rado. 


FOR  SALE:  An  electric  chair  lift  for  the  stair  case. 

Can  be  seen  on  appointment  at  425  Ivanhoe  Street, 
Denver,  telephone  EAst  2-3065.  14-2 


OLAR  PRACTICE  available  due  to  death  of  physician. 

Established  for  30  years.  Trade  area  population  of 
23,000  with  modern  hospital  facilities  conveniently 
located.  Completely  equipped  office  excellently 
located.  Practitioner  limiting  to  ophthomology  or  ear, 
nose  and  throat  wanted.  No  other  specialists  in  the 
area.  For  details  contact  Mrs.  J.  G.  “Wanner,  Box  814, 
Rock  Springs,  Wyoming,  or  call  EMpire  2-6280.  13-2 


PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to;  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 


MEDICAL  OFFICES  FOR  LEASE;  Convenient  to  hos- 
pitals. Furnished  reception  room  and  receptionists’ 
stations;  partially  furnished  exam,  rooms:  parking: 
maintenance:  utilities:  beautiful  landscaping;  acous- 
tical tile  ceilings;  sound-resistant  walls;  clinical  lab- 
oratory. Loren  Blaney,  M.D..  1889  York  Street.  EA. 
2-5388.  12TF 


H-O-W-D-Y 

Registered  Trade  Mark 


BOB^S  PLACE 

A Bob  Cat  for  Service 
TEXACO  PRODUCTS 
300  South  Colorado  Boulevard 

Cow  Town,  Colo. 
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Abbey  Rents,  122 

Abbott  Laboratories,  26-27, 

66-67,  86-87 

Ames  Company,  14 

Astra  Pharmaceutical,  80,  115 

Berbert,  George  & Sons,  Inc.,  34 
Bob’s  Place,  122 
Boyle  & Company,  23 
Burroughs  Wellcome  Company, 
9-10 

Cambridge  Dairy,  82 

Case,  G.  M.,  Laboratories,  88 

Children’s  Hospital,  78 

Ciba  Pharmaceutical  Products 

Company,  Inc.,  15,  81 

City  Park-Brookridge  Farms,  68 

Coeks-Clark  Engraving 

Company,  84 

Denver  Optic  Company,  98 

Earnest  Drug,  132 
Emory  John  Brady  Hospital,  92 
Empire  Casualty  Co.,  8 
Endo  Laboratories,  117 

Geigy,  83 

General  Electric  Company,  79 


Irwin,  Neisler  & Co.,  99 

Kincaid’s  Pharmacy,  122 

Lederle  Laboratories,  4-5, 

33,  62-63,  95,  103,  105 
Lilly,  Eli  & Company,  36 

Merchants  Office  Furniture 
Company,  108 

Merck,  Sharp  & Dohme,  Inc., 

3,  16-17,  73-76,  101 

Newton  Optical  Company,  104 

Parke,  Davis  & Company, 

Cover  II- 1,  71 

Pfizer  Laboratories,  6-Y,  18,  89 
Physicians  Casualty  Association,  90 
Picker  X-Ray  Corporation,  100 
Publishers  Press,  84 
Purdue  Frederick  Company,  121 

Republic  Building  Corporation,  122 
Riker  Laboratories,  Inc.,  21 
Robins,  A.  H.,  Company,  Inc., 
19-20,  111 


Roerig,  J.  B.,  & Company,  Inc., 
12-13,  85,  107 

Sandia  Ranch  Sanatorium,  123 
Schieffelin  & Company,  116 
Sobering  Corporation,  35,  96-97 
Searle,  G.  D.,  & Company,  61 
Shadford-Fletcher  Optical 
Company,  108 

Smith-Dorsey  Company,  22, 

28,  70,  77,  93 

Smith,  Kline  & French 
Laboratories,  Cover  IV 
Squibb,  E.  R.,  & Sons,  91,  120 

Taylor  Hearing  Center,  94 
Technical  Equipment  Corporation, 
Cover  III 

Telephone  Answering  Service,  106 

U.  S.  Brewers  Foundation,  124 
Upjohn  Company,  24-25 

Wallace  Laboratories,  11,  65 
Wantads,  122 

Wine  Advisory  Board,  119 
Winthrop  Laboratories,  Inc., 

29-32,  109,  118 
Wyeth,  69 


Sandia  Ranch  Sanatorium 


Rt.  4,  Box  4104  Albuquerqye,  New  Mexico  Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

john  W.  Myers,  M.D.,  Medical  Director 

Alan  jacobson,  M.D,,  Psychiatrist  Fred  W.  Langner,  M.D.,  Psychiatrist 
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A few  suggestions  on  how  to  give 
your  patient  a diet  he  can  “stick-to”- 


The  Low 
Sodium  Diet 

Here  are  some  things  your  patient  can  do 
to  season  his  Low  Sodium  Diet.  Spices  and 
herbs,  lemon  and  lime,  variously  flavored  vine- 
gars and  some  pepper  are  all  he  needs. 

Thyme,  marjoram  and  pepper  add  zest  to 
hamburger.  Chicken’s  delicious  with  lemon, 
rosemary  and  sweet  butter  to  baste.  He  can 
try  sweet  butter  with  nutmeg  on  green  beans, 


—and  a glass  of 
beer,  with  your 
consent  for  a 
morale- boos  ter 


savory  on  limas,  tarragon  with  carrots,  basil 
with  tomatoes.  Onions  boiled  with  whole  clove 
and  th5mie  delight  the  taste  of  an  epicure! 

With  these  flavor  tricks  to  add  zest  to  his 
meals — and  a glass  of  beer*  now  and  then,  at 
your  discretion,  your  patient  has  a diet  that’s 
both  good  tasting  and  good  for  him. 

*Sodium:  7 mg./lOO  gm.,  17  mg./8  oz.  glass  (Average  of  American  Beers)  . 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you’d  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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tL 


Id  Lddue 


Menace  of  closed-panel  practice 

Gastric  ulcer 
Peptic  ulcer  with  urinary  tract  disease 
1-131  in  thyroid  conditions 

Table  of  contents  page  2 

Volume  56  • Number  3 


\ . ."HigK-potency  progestational  agents  [such  as  norlutin] 
frequently  have  the  power,  when  administered  ip  adequate 
dosage,  to  arrest  and  suspend  myometrial  contractions  inci- 
dent to  spontaneous  abortion.”*  This  is  the  conclusion  of 
a group  of  investigators  who  studied  patients  with  threat- 
ened (and  in  some  cases  habitual)  abortion.  The  study 
group  was  compared  with  a control  group  which  was 
treated  with  bed  rest  and  mild  Sedation  only.  In  this  con^- 
trol  group,  the  salvage  rate  was  T5.5  per  cent.  In  the  group 
receiving  norlutin,  19  of  45  pregnancies  were  continued— 
a salvage  rate  ob42.2  per  cent 


Control  Group 
(Treated  with 
bed  rest  and 
mild  sedation) 


Study  Group 
(Treated  with 
NORLUTIN) 


Total  number  of  pregnancies 


Number  of  pregnancies  salvaged 


42.2% 


Adapted  from  Hodgkinson  et  dl.* 


Conditions  involving  deficiency  of 
progesterone,  such  as  primary  and  secondary  amenorrhea,  menstrual 
inegularity,  functional  uterine  bleeding,  endocrine  infertility,  habit- 
ual abortion,  threatened  abortion,  premenstrual  tension,  and  dys- 
menorrhea.;"'";*^??'' 

scored  tablets,  bottles  of  30.  y. 


■Hodgkinson,  C.  E;  Igna,  E.  J.,  & Bukeavich,  A.  E;  Ann.  New  York  Mead.  Sc.  71:753 
195S.  c . ‘ ‘ , 


71959 


» y 


thB  tmiling  pregnancy 


(norclhinclroiie,  Parke-Davis) 


pregeBtaiional:  therapy 

by 


^.4  -•  - 


S*  . . , 


m 


ROCKY  MOUNTAIN 
MEDICAL.  JOURNAL 

Title  Kegistered  U.  S.  Patent  Office 

Publication  Office 

835  Republic  Building  (1612  Tremont  Place), 
Denver  2,  Colorado 
Telephone  AComa  2-0547 


Table  of  Contents 

March  1959,  Volume  56,  Number  3 


Editorials 

How  can  we  get  safe  cars?,  53 

Frank  Yoder  joins  A.M.A.’s  Chicago  staff,  53 

Into  orbit  we  go,  53 

American  Association  of  Medical  Assistants,  54 
His  time  is  their  time,  54 


EDITORIAL  BOARD 

Calorado:  Douglas  W.  Macomber,  M.D.,  Scientific  Edi- 
tor, 1800  High  St.,  Denver,  (Chairman  of  the  Board); 
James  K.  t,eake,  M.D.,  Assistant  Scientific  Editor,  465 
N.  Cedar,  Uttleton. 

Montana:  Wilbur  A.  Armsteong,  M,D.,  Scientifle  Editor, 
1231  North  29th  Street,  Billings;  L.  Bussell  Hegiand, 
As^ciate  Editor,  1236  North  28th  Street,  Billings. 

Nevada:  Wesley  W.  Hail,  M.D.,  Scientific  Editor,  607  N, 
Arlington  Ave.,  Reno;  Nelson  B.  Neff,  Associate  Editor, 
P.  O.  Box  188,  Reno, 

■ « ^ ■ 

New  Mexico:  Aaron  E.  Margulis,  M.D.,  Scientific  Editor,* 
Coronado  Building,  Santa  Fe;  Ralph  R.  Marshall,  Asso- 
ciate Editor,,  220  First  National  Bank  Bldg.,  Albu- 
querque. 

. m--  ■ 

Utah:  Richard  P.  Middleton,  M.D.,  Scientific  Hkiitor, 

..  Boston  Bldg.,  Salt  Lake  City;  Harold  Bowman,  Associ- 
ate Editor,  42  South  Fifth  East  Street,  Salt  Lake  City. 

Wyoming:  Franklin  D.  Yoder,  M.D.,  Scientific  Editor, 
State ' Office  Building)  Cheyenne;  Arthur  B.  Abbey, 
Associate  Editor,  P.  O.  Box  2036,  Cheyenne. 

Managing  Editor:  Harvey  T.  Sethman,  835  Republic" 
Building,  Denver  2,  Colorado. 


Assistant  Managing  Editor;  John  W.  Pompelli,  835 
Republic  Building,  Denver  2,  Colorado. 


Ownership  and  Sponsorship;  The  Rocky  Mountain  Med- 
ical Journal  is  owned  by  tlie  Colorado  State  Medical 
Society  and  is  published  monthly  as  a non-profit  enter- 
prise  for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction 
of  the  Board  of  Trustees  of  the  Colorado  State  Medical 
Society,  assisted  by  an  Editorial  Board  representing  the 
sponsoring  organizations.  It  is  the  Official  Journal  of 
the  Rocky  Mountain  Medical  Conference  and  those 
medical  societies  who  are  represented  on  the  Editorial 
ps:  Board  listed  above. 

''j;-  *• 

; ; ’■  . , ■ - 

. Advertising:  National  representative:  The  State  Medicatl 
Journal  Advertising  Bureau,  Inc.,  510  North  Dearborn 
Street,  Chicago  .10,  lU. 

Subscription ; $3.50  per  year  in  advance,  postpaid  in  the 
' United  States  and  its  possessions;  single  copy  35c  plus 
postage.  Subscription  is  included  in  medical  society 
dues  of  sponsoring  state  medical  organizations. 


" - Copyright:  This  Journal  is  copyright,  1959,  by  the  Colo- 
I ■‘T  rado  State  Medical  Society.  Requests  for  permission  to 
? . reproduce  anything  from  the  columns  of  this  Journal 

f should  be  addressed  to  the  Journal  office. 

Second-class  iiostage  paid  at  Denver,  Colorado. 


Articles 


The  menace  of  closed-panel  practice, 

L.  A.  Alesen,  M.D.,  Los  Angeles,  55 

Long  survival  in  chronic  lymphatic  leukemia, 
Paul  E.  RePass,  M.D.,  Denver,  64 

Urinary  infections  in  paraplegics, 

Thomas  L.  Cottrell,  M.D.;  Donald  Rolnick, 

M. D.;  Frederick  A.  Lloyd,  M.D.,  Hines, 

Illinois,  66 

Factors  in  improving  lung  surgery- 
primary lung  carcinoma,  William  Adams, 
M.D.,  Chicago,  71 

Management  of  gastric  ulcer, 

Jesse  E.  Adams,  M.D.;  John  L.  Sawyers, 

M.D.;  Kenneth  L.  Classen,  M.D.; 

William  Scott,  M.D.,  Nashville,  Tenn.,  81 

1-131  in  thyroid  conditions, 

Morris  H.  Levine,  M.D.,  Denver,  85 


Peptic  ulcer  with  coexisting  urinary 
tract  disease,  Mabel  E.  Tuchscherer,  M.D., 
Anaconda,  Montana,  92 

Shadow  or  substance,  Marcus  J.  Smith, 
M.D.,  Santa  Fe,  New  Mexico,  96 

Organization 

Washington  Scene,  98 
Utah,  112 
Colorado,  120 
New  Mexico,  132 
Wyoming,  130 
Nevada,  135 
Book  Corner,  135 


2 


Rocky  Mountain  Medical  Journal 


NOW  even 

many  cardiac  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

DECADRON— the  new  and  most  potent  of  all  corticosteroids,  eliminated  fluid 
retention  in  ail  but  03  percent  of  1500  patientst,  and  induced  beneficial  diuresis 
in  nearly  all  cases  of  pre-existing  edema. 

Therapy  with  DECADRON  has  also  been 
distinguished  by  virtual  absence  of  dia- 
betogenic effects  and  hypertension,  by 
fewer  and  milder  Cushingoid  reactions, 
and  by  freedom  from  any  new  or  “pecul- 
iar" side  effects.  Moreover,  DECADRON 
has  helped  restore  a “natural”  sense  of 
well-being. 

fAnalysis  of  clinical  reports. 

♦DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1358  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1.  PA. 


DEXAMETHASONi 


treats  patients 
more  effectively 
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APPREHENSIVE  surgical  and  obstetrical  patients 


respond  well  to 

VISTARIL 

hydroxyzine  pamoate 

Outstanding  safety 

establishes  peaceful  indifference  to  pre- 
operative preparation  without  serious 
hypotensive  effects. 

Psychotherapeutic  potency 

makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced 
doses  of  narcotics. 

relieves  tension  and  controls  emesis  in 
both  postoperative  and  postpartum 
patients. 


6,  New  York 


Recommended  Oral  Dose:  up  to  400  mg.  dailj  in  divided  doses 
Recommended  Parenteral  Dose:  25-50  mg.  (1  2 cc.)  I.M.  q.4  h.,  p.r.n. 


Supplied  as:  Vistaril  Capsules— 25  mg.,  50  nfe.,  100  mg. 

V istaril  Parenteral  Solution — ip  cc.  vials  and  2 cc. 
Steraject®  Cartridges,  each  cc. 
hydroxyzine  (as  the  HCl) 

> Science  for  the 


ontaining  25  mg. 


Division, 


PFIZER  UABORATORIES 
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A few  suggestions  on  how  to  give  your  patient  a diet  he  can  ‘‘stick  to’ 

The  Low 
Calorie  Diet 


—and  a glass 
of  beer,  at 
your  discretion, 
for  a 
morale-booster 


A diet  that  calls  for  lamb  chops  when  they 
aren’t  on  the  restaurant  menu  is  an  invitation 
to  “slip  off.”  But  a diet  outline  that  lets 
your  patient  fill  in  the  details  provides  incen- 
tive to  stick  to  his  diet. 

He  must  remember  that  a candy  bar  equals 
a hamburger  in  calories  only.  An  alternative 
must  be  equivalent  in  nutrition,  too. 


Fresh  fruits  or  vegetables  such  as  celery 
and  radishes  make  good  low-calorie  nibbles. 
Spices  and  herbs,  lemon  and  vinegar  add 
zest  with  few  or  no  calories. 

Have  your  patient  keep  a calorie  count. 
Then  with  a glass  of  beer  * to  brighten  meals,  he 
is  more  hkely  to  follow  a balanced  diet  later. 

*104  Calories/8  oz.  gloss  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer —America’s  Beverage  of  Moderation 

tf  you'd  like  reprints  of  12  special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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provides  therapeutic  suifa  levels  for  24  hours... 

Highly  soluble  in  acid  and  alkaline  media... 
rapidly  absorbed,  producing  fast,  effective 
plasma-tissue  concentrations  sustained  for  the 
entire  day.  Simple,  single  0.5  Gm.  daily  dose 
minimizes  patient  dosage  confusion.  At  least 
equivalent  to  4 to  6 Gms.  daily  of  previous 
sulfonamides.  Does  not  produce  renal 
complications.^ 

with  low  incidence  of  sensitivity  reactions... 
KYNEX  is  extremely  low  in  toxic  potential.^^ 
Cutaneous  or  other  objective  sensitivity 
reactions  are  rare,  as  demonstrated  in  a large 
scale  evaluation  of  clinical  toxicity.^  Also  minor 
subjective  reactions  are  less  likely  to  develop 
when  the  recommended  dosage  is  used.^ 

Dosage:  Adults,  0.5  Gm.  (1  tablet)  daily  following  an  initial 
first-day  dose  of  1 Gm.  (2  tablets). 

TABLETS,  0.5  Gm.,  Bottles  of  24  and  100. 
also  available— KYNEX  Acetyl  Pediatric  Suspension,  cherry- 
flavored,  250  mg.  sulfamethoxypyridazine  activity  per  tea- 
spoonful (5  cc.).  Bottles  of  4 and  16  fl.  oz. 

1.  Editorial,  New  England  ^ Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med  & Clin.  Ther.  5:474,  1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


for  improved  control 

WHENEVER  SULFAS  ARE  INDICATED 


Sulfamethoxypyridazine  Lederie 


(edarlaj  .RLE  LABORATORIES,  a Division  of  American  cyanamid  company.  Peart  River,  New  York 


A? 


QaMusJiif  Qo4nft4imf 


which  do  you  prefer? 


either  may  serve 
your  need  for 
protection... 


and  it  would  simply  be  a choice  of  which  you  consid- 
ered would  give  you  the  most  protection  after  knowing 
the  facts  and  backgrounds  of  each.  So  in  insurance  . . . 
Empire  Casualty  Company  offers  complete  coverage  at 
low  rates  based  on  actual  loss  experience  of  members 
~ all  of  whom  are  members  of  the  Colorado  State  Medi- 
cal Society.  If  you  become  a policyholder  in  Empire 
Casualty  Company  — you  own  it  — you  operate  it. 
Analyze  your  protection,  then  compare. 

Call  or  write  the  Insurance  Department  of  Garrett- 
Bromfield  and  Company  for  more  information  relating 
to  Empire  Casualty  Company's  Professional  Liability 


insurance. 


CARL  W.  OHLIN 

INSURANCE  DEPT. 


Operating  Management 

201  Security  Bldg.  Denver,  Colorado  AComa  2-8621 
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E SEVERE 


more  hypertensives  can  be  better  controlled 
with  DIUPRES  than  with  any  other  agent 
. . . with  greater  simplicity  and  convenience 


a logical  alliance  of  two  antihypertensives 

you  know  and  trust  provides 

increased  effectiveness,  decreased  side  effects 


potentiated  effect 

DIUPRES  produces  an  effect  greater  than  either  diuril  or  reserpine  alone.  It  is  effective 
in  many  patients  who  respond  inadequately  or  not  at  all  to  either  diuril  or  reserpine. 
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DIURIL  WITH  RESERPINE 

® 


effective  therapy  for  most  patients 

DIUPRES  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed. ) 

fewer  and  less  severe  side  effects 

DIUPRES  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
tensive therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

DIUPRES  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients). 

virtually  eliminates  fluid  retention 

DIUPRES  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia®  and  hydralazine,®  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.®) 

diet  more  palatable 

With  DIUPRES,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

“It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships.”^ 

subjective  and  objective  improvement 

DIUPRES  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
DIUPRES  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription . . . the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

“patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  I do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.”^ 

economical 

DIUPRES  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


Indications: 

DIUPRES  is  indicated  in  hypertension  of  all  degrees  of 
severity.  It  can  be  used  in  the  following  ways: 

• as  total  therapy 

• as  primary  therapy,  adding  other  drugs  if  necessary 

• as  replacement  or  adjunctive  therapy  in  patients 
now  treated  with  other  agents 

Precautions: 

The  precautions  normally  observed  with  diuril  or  reserpine 
apply  to  DIUPRES.  Additional  information  on  diupres  is 
available  to  physicians  on  request. 

Recommended  dosage  range: 

DiuPRES-500~one  tablet  one  to  three  times  a day. 
diupres-250— one  tablet  one  to  four  times  a day. 

If  necessary,  other  agents  may  be  added. 

If  the  patient  is  receiving  ganglion  blocking  agents 
or  hydralazine,  their  dosage  should  be  cut 
by  50  per  cent  when  diupres  is  added. 


DIUPRES-500 

500  mg.  DIURIL  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 


I? 


DIUPRES-250 

250  mg.  DIURIL  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 


the  first  “wide  range”  antihypertensive 

I \ 


DIURIL^ WITH  RESERPINE 


1.  Rochelle,  J.  B.,  Ill,  Bullock,  A.  C.,  and  Ford,  R.  V.:  Potentiation  of  antihypertensive  therapy  by  use 
of  chlorothiazide,  J.A.M.A.  168:410,  Sept.  27,  1958.  2.  Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  M.,  and  Parrish, 
A.  E.:  Treatment  of  essential  hypertension  with  chlorothiazide  (Diuril),  J.A.M.A.  166:137,  Jan.  11,  1958. 
3.  Freis,  E.  D. : Treatment  of  hypertension.  (Presented  at  the  Annual  Meeting  of  Southern  Medical  Asso- 
ciation, Nov.  13,  1957.)  4.  Moyer,  J.  H.,  Dennis,  E.,  and  Ford,  R.:  Drug  therapy  (Rauwolfia)  of  hyper- 
tension, A.M.A,  Arch.  Int.  Med.  96:530,  Oct.  1955.  5.  Perera,  G.  A.:  Edema  and  congestive  failure  related 
to  administration  of  rauwolfia  serpentina,  J.A.M.A.  159:439,  Oct.  1,  1955.  6.  Wilkins,  R.  W.:  Precautions 
in  use  of  antihypertensive  drugs,  including  chlorothiazide,  J.A.M.A.  167:801,  June  14,  1958. 


MERCK  SHARP  DOHME,  DIVISION  OF  MERCK  &.  CO.,  Inc.,  PHILADELPHIA  1,  PA. 


'DIUPRES  and  DIURIL  (chlorothiazide)  are  trademarks  of  Merck  &.  Co.,  Inc 


Doctors  are  generally  agreed  that  the  best  hope  of  saving  lives  from  cancer  is  early 
detection  and  prompt,  proper  treatment.  Great  progress  has  been  made  in  the  last 
ten  years:  the  saving  now  of  1 in  3 compared  with  1 in  4,  as  more  and  more  people 
are  seeing  their  doctors  in  time. 

But  with  present  knowledge  and  existing  facilities,  it  is  possible  today  to  save 
1 in  2 cancer  patients.  This  is  the  target  of  the  American  Cancer  Society’s  profes- 
sional and  public  education  programs. 

The  Society  offers  doctors  a variety  of  free  services:  Literature:  two  bi-monthly 
magazines;  Films:  200  available  on  loan,  including  a series  of  kinescope  films  cover- 
ing practically  every  clinical  phase  of  cancer;  Slides:  (In  color)  Characteristic  early 
lesions  in  sites  of  greatest  incidence;  Exhibits:  for  medical  meetings  and  conven- 
tions, on  special  aspects  of  diagnostic  and  therapeutic  problems. 

In  its  public  education  program,  the  Society  uses  every  effective  communication 
medium  to  urge  people  to  have  annual  health  checkups  and  to  go  to  their  doctors 
promptly  at  the  appearance  of  a danger  signal. 

The  challenge  will  be  met.  As  more  and  more  doctors’  offices  become  “cancer 
detection  centers,’’  and  as  more  and  more  people  see  their  physicians  regularly,  the 
closer  will  come  the  day  when  half  of  our  cancer  patients  will  be  saved.  The  know- 
how for  saving  the  remaining  half  is  still  being  sought  in  our  research  laboratories. 
Ultimately  that  challenge,  too,  will  be  met. 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazoiidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazoiidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazoiidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request 

*G8igy’8  trademark  for  phanylbutazone—Reg.  U.  S.  Pat  Off. 


new 


Slerazolidiri  c....... 

prednisone-phenyibutazone,  Geigy 

Ardsley,  New  York 
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Now- All  cold  symptoms 
can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes— 
without  drawbacks  of  topical  therapy.t 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.;  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:il83  (Sept.)  1958. 


Special  “timed  release”  design 


first— the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


then— the  Inner  core 
releases  Its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESIC  tablet  provides; 


TRIAMINIC® . 50  mg. 

(phenylpropanolamine  HCl  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 

pyrilamine  maleate  ...  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 
Terpin  hydrate 180  mg. 


APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer 
liquid  medication:  Tussagesic  suspension 


Dosage:  One  tablet  in  the  morning,  midafter- 
noon and  in  the  evening,  if  needed. 


Tussagesic* 


timed-release 

tablets 


^Contains  TRIAMINIC  to 


running  noses 


4-^  and  open  stuffed  nosesprally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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UNIQUE  VITAMIN  SUPPLEMENT 


"■  VIGRAN 

CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-pimch  flavored 
tablets  that  will 
actually 

“melt  ill  the  mouth” 

can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  be  sucked  and  will  dissolve  like  a lozenge 


can  be  easily  swallowed  (small  tablet  size) 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  viGRAN 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 
provide  at  least  125 of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  B],  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains : 


Vitamin  A 5.000  I'.S.P.  units 

Vitamin  D 1.000  U.S.P.  units 

Vitamin  C 75  mg. 

Vitamin  B, 3 mg. 

Vitamin  3 mg. 

Vitamin  2 mg. 

Niacinamide  25  mg. 

Calcium  Pantothenate 3 mg. 

Vitamin  B,2 5 meg. 

Available  in  Rx-size  bottles  of  30  and  90. 


Squibb  Quality  — 

the  Priceless  Ingredient 


'Vigran'®  is  a Squibb  trademark 
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Allergy-free.. .all  day... 

with  this  much  medication  ^0^ 


Typically,  the  allergic  patient  can  enjoy  a whole  day’s  fi’eedom  from  symptoms  with  just  one  Pyri- 
benzamine  Lontab  in  the  morning— a whole  night  of  restful  sleep  with  just  one  Lontab  in  the  evening. 

The  outer  shell  of  the  unique  Lontab  actually  contains  an  effective  dose  of  Pyribenzamine  which  is 
released  minutes  after  the  Lontab  enters  the  stomach.  Thereafter,  medication  is  released  uniformly 
and  continuously  from  the  specially  formulated  inner  core  of  the  Lontab— sustaining  antiallergic 
effect  as  long  as  12  hours. 

For  patients  who  need  only  periodic  medication,  regular  Pyribenzamine  tablets  provide  fast, 
dependable  action,  with  a minimum  of  undesirable  side  effects. 

SUPPLIED : Pyribenzamine  Lontabs— full-strength— 100  mg.  (light  blue).  Pyribenzamine  Lontabs— half- 
strength—50  mg.  (light  green);  for  children  over  5 and  adults  who  require  less  antiallergic  medication. 
Pyribenzamine  Eegular  Tablets,  50  mg.  (green,  scored)  and  25  mg.  (green,  sugar-coated). 

Pyribenzamine®  hydrochloride  (tripelennamine  hydrochlrn'ide  CIBA)  Lontabs®  (long-acting  tablets  CIBA) 

CIBA  SUMMIT,  N.J. 

Pyribenzamine  Lontabs 

JUST  ONE  KEEPS  YOUR  ALLERGIC  PATIENT  ON  A 12-HOUR  THERAPEUTIC  PLATEAU 
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in  the 
patient: 


95%  effective  in  published  cases'* 


Conditions  treated 

No.  of 
Patients 

ALL  INFECTIONS 

558 

Respiratory  infections 

258 

Pharyngitis  and/or  tonsillitis 

65 

Pneumonia 

90  , 

Infectious  asthma 

44 

Otitis  media 

31 

Other  respiratory 

28 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 

Skin  and  soft  tissue  infections 

230 

Infected  wounds,  incisions  and 

lacerations 

41 

Abscesses 

51 

Furunculosis 

•58 

Acne,  pustular 

43 

Pyoderma 

19 

Other  skin  and  soft  tissue 

13 

(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 

Genitourinary  infections 

28 

Acute  pyelitis  and  cystitis 

10 

Urethritis  with  gonorrhea  or  cystitis 

8 

Pyelonephritis 

4 

Salpingitis 

5 

Pelvic  inflammation  with  endometriosis 

1 

Miscellaneous 

42 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 

: 1 

^ Improved  ‘ 

Failure.  | 

k.  ^ 

30  ; i 

P 31  - ’I 
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90%  effective 
nst  resistant  staph 

COMPARATIVE  TESTS  BY  THREE  METHODS 
(DISC,  TUBE  DILUTION,  CYLINDER  PLATE) 
ON  130  STAPHYLOCOCCI* 


21.2% 


42.4% 


1 90.0% 

■■97.7% 


J 93.4% 
■ilOO.0% 


18.2% 


42.4% 


88.6% 

■97.7% 


J 90.4% 

^■100.0% 


22.7% 


39.4% 


87.1% 

H95.5% 


i93.4% 
00.0% 


(Antibiotic  A 2-10  units 
Antibiotic  B 5-30  meg. 
n Antibiotic  C 5-30  meg. 


ITao  2-15  meg. 
Antibiotic  D 2-15  meg. 
I Antibiotic  E 5-30  meg. 


Percentage  of  organisms  inhibited  by  the  range  of 
concentrations  listed  for  each  antibiotic. 


Other  Tao  advapta^s: 

Rapidiy  absorbed— stable  in  gastric  acid/  TAO 
needs  no  retarding  protective  coating 
in  toxicity— freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable -“practically  tasteless”^^  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  Is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules— 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension  — 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958. 3.  Metlman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics.  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.!  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C„  Oct.  15-17,  1958.  5.  Shubin.  H., 
et  ai.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelltz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  O.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.t  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children— flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers— 5 drops  (approx. 
25  mg.)  and  10  drops  {approx.  50  mg.). 

10  cc.  bottle. 

Tao-AC  (tao  analgesic,  antihistaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

Taomio*  <TaO  with  tcipie  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral,  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action -In  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Lowers  blood  pressure  — maintains  mental  alertness 

calms  the  patient  under  stress 


Rautensin  provides  a smooth,  gradual  and  sustained  reduction  of  blood 
pressure  without  sudden  rebounds  or  abrupt  declines.'  Rautensin’s  tran- 
quilizing  properties  calm  the  tense  and  anxious  hypertensive  without 
impairing  alertness,  without  producing  excessive  lethargy  or  drowsiness. 

The  risk  of  Rauwolfia-induced  depression  is  markedly  reduced  since  the 
alseroxylon  fraction  alone  is  used.^  Even  on  long-term  administration  side 
actions  “. . . are  either  completely  absent  or  so  mild  as  to  be  inconsequential,”^ 

Rautensin® 

Each  tablet  contains  2 mg.  of  the  purified  alseroxylon 
complex  of  Rauwolfia  serpentina 

1.  Wright,  W.  T.,  Jr.;  Pokorny,  C.,  and  Foster,  T.  L.:  Kansas  M.  Soc.  57:410,  1956.  2.  Gilchrist, 

A.  R.:  Brit.  M.  J.  2:1011  (Nov.  3),  1956.  3.  Terman,  L.  A.:  Illinois  M.  J.  3:67,  1957. 

SMITH-DORSEY  • a division  of  The  Wander  C o m p a n y • Lineoln,  Nebraska 
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Sodium-free 
is  the 
Difference 


SIGMOL®  ENEMA 


When  enema  therapy  is  indicated. ..specify  the  SIGMOL®  Enema 
...Sigmol  contains  a harmless,  non-toxic,  non-conducting  solu- 
tion with  no  harsh,  cathartic  salts— thus,  no  burning  or  irritation 
of  delicate  rectal  membranes.  Non-irritating,  Sodium-free— Thm  Sigmol 
Enema  Is  safe  for  routine  use  even  for  patients  on  sodium-free 
regimen.  Small  fluid  volume  (120  cc.)  eliminates  danger  of  water 
intoxication,  reduces  electrolyte  washout  and  causes  no  disten- 
tion of  the  bowel.  Comes  prepackaged  in  a handy  disposable 
container.  ASK  your  Baxter  representative  about  our  easy 
evaluation  plan. 


the  sting  is  gone! 
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DON  BAXTEB,  INC.,  GLENDALE  1,  CALIFORNIA 


SPECIALISTS  For  more  effective 
USE  electrolyte  therapy 

NORMAL  PLASMA  ELECTROLYTE  SOLUTION  IN  THE  MOST  CONVENIENT  FORM  FOR  ROUTINE  USE 


Available  with  or  without  5%  Dextrose. 


COMPARE  in  mEq/L; 

ISOLYTE 

NORMAL 
BLOOD  PLASAAA 

Sodium 

140 

140 

Potassium 

10 

5 

Calcium 

5 

5 

Magnesium 

3 

3 

Chloride 

103 

103 

Acetate 

47* 

Citrate 

8* 

Bicarbonate 

27 

iSOLYTE  contains  in  each  100  cc. : 

Sodium  Chloride  U.S.P.  0.50  Gm.; 

Potassium  Chloride  U.S.P.  0.075  Gm.; 

Calcium  Chloride  U.S.P.  0.035  Gm.; 
Magnesium  Chloride  Hexahydrate  0.031  Gm.; 
Sodium  Acetate  N.F.  0.64  Gm.*;  Sodium 
Citrate  U.S.P.  0.075  Gm.* 

*Bicarbonafe  precursors. 


ISOLYTE  balanced  electrolyte  solution  is  another  fine 
product  of  Don  Baxter,  Inc.,  the  originator  and  still 
the  most  highly  skilled  specialists  concentrating  in  the 
field  of  parenteral  therapies. 


Don  Baxter,  Inc.,  offers  a completely  integrated 
system  that  assures  the  physician  an 
armamentarium  worthy  of  trust . . . 

means  quality  in  research, 
product,  service  and  therapy. 

Since  1928. 


7?. 


wreisa 


eremr 


DON  BAXTER,  INC.  Research  and  Production  Laboratories,  GLENDALE  1,  CALIF. 


A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  CYCLAMYCIN  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


C YCL  AM  YCI  N 

Triacetyloleondomycin,  Wyefh 


Conforms  to  Code  for  Advertising 


® 

Philadelphia  1,  Pa. 
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Of  course,  women  like  “Premarin’* 


rpHERAPY  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 

The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  tl.e  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


whole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 
“Premarin,”  a complete  natural  es- 
trogen complex, 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ay  erst  Laboratories  * NewYork  ^ 

16,  N.  Y.  • Montreal,  Canada  « 


PATIENT  EXPRESSES  CONFIDENCE 
IN  DOCTOR’S  COUGH  MEDICINE 


AN  EXPRESSION  OF  CONFIDENCE  in  your  therapeutic  ability  may  be  expected  when  you 
prescribe  Pyribenzamine  Expectorant  for  cough  in  children.  A combination  of  3 active  agents, 
Pyribenzamine  Expectorant  with  Ephedrine  relieves  congestion,  makes  breathing  easier,  pro- 
motes productive  expectoration.  And  the  cherry  flavor  is  usually  quite  acceptable  to  pediatric 
tastes. 

DOSAGE;  V2  to  1 teaspoon  every  3 or  4 hours. 

SUPPLIED:  Expectorant  with  Ephedrine,  containing  30  mg.  Pyribenzamine  citrate  10  mg.  ephedrine  sul- 
fate and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon. 

ALSO  AVAILABLE:  Pyribenzamine  Expectorant  with  Codeine  and  Ephedrine,  same  formula  plus  8 mg. 
codeine  phosphate  (exempt  narcotic). 

PYRIBENZAMINE®  citrate  (tripelennamine  citrate  CIBA)  z/zezcHB 


Pyribenzamine  Expecierani  with  EPHEDRINE 


CIBA 

SUMMIT,  N.  J. 
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THE  HOUSE-CALL  ANTIBIOTIC 


Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical. 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIN 


glucosamine-potentiated  tetracycline 
with  triacetyioleandomycin 


capsules 

125  mg. 

250  mg. 


oral  suspension 

raspberry  flavored, 

2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 


■ pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 


REFERENCES:  1.  Adams.  J.:  Advantages  of  combined  tetracycline-oleandomycin  therapy  in  common  infections.  J.  Tennessee  M.  Assoc.  50:446 
(Nov.)  1957.  2.  Andersson,  B.:  Pulmonary  abscess  cured  with  antibiotics,  Opuscula  Medica,  2:8  (Oct.)  1957.  3.  Anello,  V.  J.,  and  Gerschenfeld, 
D.  S.:  Staphylococcal  septicemia  in  a child:  Treatment  with  a combination  of  oleandomycin  and  tetracycline.  Dia  med.,  B.  Air.  i0:1921  (July  28) 
1958.  4.  Arneil,  G.  C.:  Tetracycline-oleandomycin  treatment  of  acute  respiratory  disease  in  childhood,  paper  read  at  Sixth  Annual  Symposium  on 
Antibiotics,  Washington,  D.  C.,  October  1958,  to  be  published.  5.  Arrigoni,  G.;  Grignani.  G.  C.,  and  Varesi,  M.:  A hew  antibiotic  association  in 
the  treatment  of  urologic  infections,  Minerva  med.  4^:2701  (Aug.  25)  1957.  6.  Baccaredda  Boy,  A.,  and  Cappelli,  E.:  Clinical  study  of  the  activity 
of  a new  antibiotic  preparation,  Signeniycin.  in  skin  conditions  of  infectious  (pyogenous)  origin,  Minerva  med.  45:2690  (Aug.  25)  1957.  7.  Berg- 
dahl,  U.:  Clinical  experiences  with  a so-called  double-spectrum  antibiotic,  Signemycin.  Svenska  Lakartidningen  55:1715,  1958.  8.  Blundi,  E.:  Use 
of  Signemycin  in  a chest  clinic,  to  be  published.  9.  Bolognesi,  C. : Preliminary  results  of  the  use  of  Signemycin  in  certain  otorhinolaryngological 
Infections  due  to  pyogenic  organisms,  Minerva  med.  45:2693  (Aug.  25)  1957.  lo.  Brodhage,  H.:  Bakteriologische  in-vitro-versuche  mit  einer 
kombination  von  letracyclin  and  oleandomycin  (Signemycin).  Praxis  26:579,  1957.  ll.  Calvi,  A.:  Antibiotics  in  the  therapy  of  influenza  and  its 
-pulmonary  complications,  to  be  published.  12.  Carter,  C.  H.,  and  Maley,  M.  C.:  Application  of  tetracycline-oleandomycin  in  clinical  practice,  Anti- 
biotics Annual  1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  51.  13.  Castellanos,  A.:  Signemycin  in  pediatrics,  to  be  published.  14. 
Chiappara.  P. : A case  of  sepsis  w'ith  multiple  osteomyelitis  treated  with  a new  antibiotic,  Minerva  med.  45:2697  (Aug.  25)  1957.  15.  Chiarenza, 
A.;  Observations  on  the  effects  of  Signemycin  in  nongonococcic  urethritis,  Minerva  med.  45:2692  (Aug.  25)  1957.  16.  Cimmino,  A.;  Boni,  A., 
and  Orsi,  N.:  Antibiotic  activity  of  oleandomycin-tetracycline  combination.  In  vitro  study  on  332  strains  of  Micrococcus  pyogenes  var.  aureus  clini- 
cally isolated.  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  708-715.  17,  Cooper,  J.;  Sprogis,  G.  R.;  Heinemann, 
M.,  and  Feirer,  G.  M.:  Therapy  of  amebiasis  carriers  with  oleandomycin-tetracycline  (Signemycin),  Antibiotic  M.  5:302  (May)  1958.  18.  Com- 
bleet.  T..  and  Firestein,  B.  Z.:  Use  of  oleandomycin-tetracycline  (Signemycin)  for  acne.  Antibiotic  M.  4:598  (Oct.)  1957.  19.  Cupples,  J.  F.  B., 
and  Perry,  A.  W.:  Acute  staphylococcal  endocarditis  treated  with  tetracycline-oleandomycin  successfully,  Canad.  M.  Assoc.  J.  77:699  (()ct.)  1957. 
20.  Davis,  \V.  G.:  Report  on  tetracycline  and  oleandomycin  used  in  combination.  Clinical  Review  & Research  Notes,  7:21-23  (April)  1958.  21. 
DcRomana.  J.;  Zaldivar,  C.,  and  Falcone,  F.:  Actual  therapeutic  conduct  in  the  treatment  of  osteomyelitis,  paper  read  at  Sixth  Annual  Symposium 
on  Antibiotics.  Washington,  D.  C.,  Oct.  1958,  to  be  published.  22.  Durrieu,  C.  A.;  Rodriguez,  J.  B.,  and  Petrella,  E.:  The  use  of  oleandomycin- 
tetracycline  in  buccal  surgery,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington.  D.  C.,  Oct.  1958,  to  be  published.  23.  English, 
A.  R.;  McBride,  T.  J.;  Van  Halsema,  G.,  and  Carlozzi,  M.:  Biologic  studies  on  PA-775,  a combination  of  tetracycline  and  oleandomycin  with 
synergistic  activity,  Antib.  & Chemo.  6:511-522  (AUg.)  1956.  24.  Farah,  L.:  Some  therapeutic  indications  of  Signemycin,  Mediclna,  Mex.  755:519 
(Nov.)  1957.  25.  Faz  Tabio,  H.:  Severe  enterosepsis  treated  with  Signemycin,  Rev.  cubana  pediat.  29:3  (May)  1957.  26.  Faz  Tabio,  H.:  Signe- 
mycin in  the  treatment  of  certain  diseases  of  the  respiratory  tract.  Rev.  cubana  pediat.,  50:219  (Apr.)  1958.  27.  Febles.  D.,  and  Biderman.  I.; 
Antibiotic  management  of  acute  infections  in  the  obstetric  patient,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics.  Washington,  D.  C.,  Oct. 
1958.  to  be  published.  28.  Felder,  J.:  Signemycin  in  der  padiatrie.  Schweiz,  med.  Wschr.  55:953  (Sept.  27)  1958.  29.  Fiora,  F.,  and  Compa,  F.: 
The  combination  antibiotic  oleandomycin-tetracycline  (Signemycin)  in  acute  blennorrhagia,  Dia  med.  B.  Air,  50:570  (Apr.  3)  1958.  30.  Florio, 
I.,  and  Scoppetta,  F.  P.:  Sigmamicina  ed  occlusione  intestinale  sperimentale.  Bulletin  med.  & surg.  soc.,  Pavia,  77:1,  1957.  31.  Foradori,  M.:  A 
case  of  meningitis  due  to  Staphylococcus  aureus  complicating  tubercular  meningitis,  treated  successfully  with  Signemycin,  Minerva  med.  45:2707 
(Aug.  25)  1957.  32.  Frank,  L.,  and  Stritzler,  C.:  Newer  antibiotics  in  the  treatment  of  acne.  Antibiotic  M,  4:419  (July)  1957.  33.  Friedrich,  K., 
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antibiotic,  Signemycin,  Medizinische,  45:1850  (Nov.  8)  1958.  43.  Hoz  Fabra,  J.:  Preliminary  results  of  a clinical  trial  with  Signemycin,  Rev.  din. 
espan.  67:101  (Oct.  31  ) 1957.  4 t.  Kaiser,  J.  A.:  Mazzarino,  C.;  Bajek,  E.  M.,  and  P*an,  S.  Y.:  Oleandoi^ycin-tetracycline:  Toxicity  in  experimental 
animals.  Antibiotics  & Chemolher.  7:255-259  (May)  1957.  45.  Kanee,  B.,  and  Cockcroft,  W.  H.:  Clinical  and  bacteriological  studies  on  Signemycin 
(oleandomycin-tetracycline)  ointment,  Canad.  M.  Assoc.  J.  75:614  (Apr.  15)  1958.  46.  Keil,  P.  G.;  Tieszen,  R.  L.,  and  Solomon,  R.  J.:  An  evalua- 
tion of  Signemycin  in  the  treatment  of  pneumonia,  to  be  published.  47.  Klovstad,  O.:  Signemycin  “Pfizer”  a combination  of  oleandomycin  and 
tetracycline,  Tidsskr.  norske  lacgefor  75:681  (Aug.)  1957.  48.  Kohler,  H.  F.:  Case  report  of  the  month:  chronic  osteomyelitis.  Clinical  Review 
& Research  Notes,  7:16  (Apr.)  1958.  49.  Kraljevic.  R.,  et  al.:  Investigation  of  the  therapeutic  value  of  the  combination  of  tetracycline  and  oleando- 
mycin, Antibiotic  M.  5:364-371  (June)  1958.  50.  Kraljevic,  R.:  Discussion  of  the  paper  by  Florentin  and  Sison  (The  role  of  antibiotics  in  Asian 
Influenza).  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  948.  .51.  Kraljevic,  R.;  Pearson,  E.,  and  Borgano,  J.  M.: 
Combined  oleandomycin-tetracycline  therapy  in  respiratory  tract  and  other  infections,  to  be  published.  52.  LaCaille,  R.  A.,  and  Prigot,  A.: 
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ILiCIlVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NIRVE  BLOC^ 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials ; 0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000:  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 


XYLOCAINE®  HCi  SOLUTION 

(brand  ©f  tsdeealn©*) 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Masso,  U»S.A» 
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To  the  relief  of  musculoskeletal  pain, 

MEDAPRIN 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

« ** 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF.  — METHYLPR EON  ISOLON E,  UPJOHN 
tRATIO  OF  OESIREO  EFFECTS  TO  UNOESIREO  EFFECTS  (“ZT ^ 
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CONTACT  LENSES 


VENT-AIR  POSSESS  these 

L PHYSIOLOGIC 

ADVANTAGES  A 


»e^o  N.  >- 


lac 


tend 


Four  peripheral  vents 


Corneal  apical  clearance 

Ultra-Smoothness  of  Inner 
and  Outer  Surfaces 

Highly  absorptive  methyl- 
methacrylate composition 

Precision-ground 


Custom-fitted 

Hyper-thinness  of  edge 
or  center 

Widest  range  of  inner 
radii 

Cosmetic,  pin-hole  and 
tinted  effects 


Permit  topical  circulation  of 
ular  secretions  ■without  excessive  mofllfty 

Favors  normal  corneal  metabolism  and  oxygenation 

Avoid  limbal  epithelial  and  tarsal  con|«nctiva! 
exacerbation 

Simulates  "wetting"  and  moistyre-reteotlon  pro- 
perties of  cornea  (of  military  specification) 

Prescriptive  qualities  exact  to  gfc  0.12  0.  with 
precise  allowance  lor  vertex  refraction  and  la- 
chrymal factor  (exact  to  .02  mm  radius  in  inner 
curvature) 

In  uni-,  bi-,  or  tri-curve  radii  conforming  to  corneal 
peripheral  asphericities 

Maintains  uniform  thickness  in  high  myopia  or 
hyperopia  approximating  .20  mm  irrespective  of 

power 

From  5.0  to  10.00  mm  providing  for  extremes  of 
keratoconic  and  megaloglobic  dimensions 

For  leucomatous,  polyopic,  iridodia  lytic  and  albin- 
ic  conditions  or  other  corneal  or  media  anomalies. 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 

■ ' (brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  ti.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  ti.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  ce.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

2 Supplied:  Tablets,  bottles 

• of  100.  Syrup,  pint  bottles. 

; Parenteral  Solution,  10  cc. 

• multipie-dose  vials.. 

• References:  1.  Smigel,  J.  O., 

• et  al.:  J.  Am.  Ger.  Soc., 

• in  press.  2.  Freedman,  A.  M.: 

• Pediat.  Clin.  North  America 

1 5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 

• Jr.:  New  York  J.  Med.  37:1742 
: (May  15)  1957.  4.  Menger, 

. H.  C.:  New  York  J.  Med. 

• 58:1684  (May  15)  1958. 

« 5.  Coirault,  M.,  et  al.i  Presse 

• m6d.  64:2239  (Dec.  26)  1956. 

2 e.Bayart,  J.:  Presented  at 

• the  International  Congress  of 

• Pediatrics,  Copenhagen, 

• Denmark,  July  22-27,  1956. 
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If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL 

Vitamin  - Mineral  Supplement  tederle 


capsules™i4  vitamins  and  ii  minerals 

For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


accelerate  convalescence  with  nutritional  therapy 

Sustagen^ 

Complete  food,  Mead  Johnson 

powder 

When  you  prescribe  Sustagen  during  convalescence,  you 
help  fulfill  the  critical  needs  of  your  patients  for  increased 
amounts  of  calories,  protein  and  vitamins.  “In  some 
instances  of  acute  illnesses,  injury,  or  surgery,  intensive 
nutritional  therapy  may  be  the  deciding  factor  in  the 
outcome.”!  Sustagen,  because  it  generously  supplies 
all  known  essential  nutrients  in  convenient  concentrated 
form,  helps  speed  recovery. 


*3“ 

j 'Halpern,  S.  L.:  Ann.  New  York  Acad.  Sc.  63;  147-164  (Oct.  28)  1955. 
t 


Mead  Johnson 

Symbol  of  service  in  medicine 


SODIUM  HEPARIN  l|:S.P 


Efficiqrwy  oiLipbprotein  Lipase  Release 
Efficiency  of  Heparin  Anticoagulation 

— (40,000  U.S.P.  United  400  mgs.  per  cc)  —offers 
imme^ate  effect  intravenottsly— prolonged  effect 
using  Lipo-Hepin  techniques —without  the  disad- 
vantages associated  with  gel  heparin  preparations 
and  intravenous  ^or  intramusg^ar  heparinization 


correction  o|  certain  lipid^accumuiationk 

, s,.  Imnaed^te^  ^ 

^iiiicated  fo^  acui%  chMUc^Si-  ^ 


Immolate  attention  will  be  give? 

■ to  your  request  for  technical. 


:etature.  Write  to 
address  below: 


U.R.I.  caps  X 9 — ” 

1 cap  a.c.  morning  and  noon 


CAPSULES 


To  relieve  genera!  discom- 
forts that  accompany  Upper 
Respiratory  Infections,  hay  fever,  sinusitis,  “Flu  syndrome,"  etc. 

Chlorprophenpyridamine  Antihistaminic 

Maleate  4.0  mg.  and 

Hyoscyamine  Sulfate  0.1037  mg.  drying  effect 
. If  / Atropine  Sulfate  • 0.0194  mg.  on  mucous 
fi-f  Hyoscine  H.  Br.  0.0065  mg.  membranes 

(«/  Mucous  membrane  i 

Propadrine  HCL  i?h  gr.)  45  mg.  constrictor  and  1 

decongestant  I 

Relief  of  geheral  I 
mataise  and  : ■ 

discomfort  I 


(Upper  Respiratory  Infections) 


TRIAL 

MATERIAL 

AND 

LITERATURE 

ON 

^REQUEST 


Methamphetamlne  Sulfate  5 mg. 
Phenobarbital  16.2  mg. 


|ipo||epi^ 


Laboratories 


4800  District  Boulevard 
MAIN  OFFICE:  j_os  Angeles  58,  California 


CENTRAL  DIVISION 

30  W.  Washington 
Chicago,  III. 


EASTERN  DIVISION 

101  N.  33rd  Street 

Philadelphia,  Pa. 


SOUTHERN  DIVISION 

3230  Peachtree  Rd.,  N.E. 

Atlanta,  Ga. 


for  the  control  of  all  coccal  infections 


ABBOTT’S 

ANTIBIOTIC 

TRIAD 


against  staph-,  strep-  and  pneumococci 


After  Millions  of  Prescriptions 
An  Unparalleled  Safety  Record 


©1959,  ABSOTT  LABORATORICS 


903025 


Provides  fast,  high  blood  and  tissue  concentrations— Because  Erythrocin  Stearate  is  rapidly 
absorbed,  patients  get  therapeutic  blood  and  tissue  levels  within  30  minutes — and  effective  concentra- 
tions for  at  least  six  hours. 

Supported  by  an  unparalleled  safety  record — During  all  the  years  Erythrocin  has  been  prescribed, 
serious  reactions  have  been  practically  nonexistent.  Unlike  penicillin,  allergy  is  no  problem.  And,  in 
contrast  to  “broad  spectrum”  action,  the  normal  intestinal  flora  is  virtually  unaltered  with  Erythrocin 
therapy.  And  only  recently,  a well-known  investigator  said,  “Erythromycin  is  by  far  the  least  toxic  of 
the  commonly  used  antibiotics.^” 

Offers  bactericidal  action— Unlike  broad-spectrum  antibiotics,  Erythrocin  is  classed  as  a bac- 
tericidal agent.  It  offers  lethal  action  against  common  coccic  invaders— resulting  in  prompt  clinical 
responses. 

Provides  convenient  dosage  forms—Usual  adult  dose  is  250  mg.  four  times  daily.  Children’s  dosage 
is  reduced  in  proportion  to  body  weight.  Erythrocin  comesinFilmtabs®(100and250mg.),  a a 
bottles  of  25  and  100.  Also,  in  oral  suspension  and  for  intramuscular  and  intravenous  use.  HJuUtMX 


ERYTHROCIN 

(Erythromycin  Stearate,  Abbott) 
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The  Higher  Blood  Levels 
of  Potassium  Penicillin  V 


for  those  penicillin-sensitive  organisms 
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COMPOCILLIN'VK  Indications—Against  all  organisms  sensitive  to  oral  penicillin  therapy.  For 
prophylaxis  and  treatment  of  complications  in  viral  conditions.  As  a prophylaxis  in  rheumatic  fever 
and  in  rheumatic  heart  disease. 

COMPOCILLiN-VK  Dosage — Depending  on  the  severity  of  the  infection,  the  usual  adult  dose  is  125 
mg.  to  250  mg.  (200,000  to  400,000  units)  every  four  to  six  hours.  For  children,  dosage  may  be  reduced 
in  proportion  to  body  weight. 

COMPOCILLIN-VK  Supplied — In  Filmtabs,  125  mg.  (200,000  units),  bottles  of  50  and  100;  250  mg. 
(400,000  units),  bottles  of  25  and  100.  For  oral  solution,  Compocillin-VK  comes  in  40-cc.  and  80-cc. 
bottles.  When  reconstituted  with  water,  each  appealing  (it’s  a clear  red  solution) 

5-cc.  teaspoonful  represents  125  mg.  (200,000  units)  of  potassium  penicillin  V. 


COMPOCILLIN-VK 

(Potassium  Penicillin  V) 
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An  Important 


l:. 
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The  dramatic  story  of  Spontin  can  never  really  begin  to  be  told. 

In  little  more  than  a year,  this  potent  antibiotic  has  compiled  an  incredible  record  for  saving  lives 
— and  often,  after  all  other  therapy  had  failed.  Majority  of  successes  involved  patients  critically  ill  with 
staphylococcal  infections—conditions  that  had  resisted  all  other  known  antibiotic  therapy. 

Meanwhile,  careful  attention  to  dosage  recommendations  has  practically  eliminated  toxicity  and 
side  effects  as  serious  obstacles  to  therapy.  Also,  recent  improvements  have  been  made  in  the  manu- 
facture of  Spontin;  the  drug  is  now  made  from  pure  crystals 

So  far,  Spontin  has  proved  to  be  a good  answer,  perhaps  the  best  answer  to  the 
resistant  staphylococcal  problem — and  of  real  value  in  other  serious  coccal  infections. 


SPONTIN 

(Ristocetin,  Abbott) 
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8 AM  12  N 

keep  all  patients*  pain -free  at  all  times 


• with  the  proper  potency  to  match  pain  intensity 

• with  dosage  flexibility  to  match  pain  variations 


PhGnBph©n"  h 

or 

Phenaphenwith  Codeine 

•except  those  for  whom  recourse  to  morphine  is  inescapable. 
Robins  A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 


4 PM  8 PM  12  AM 


Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


Phenaphen 

Basic  non-narcotic  formula 
For  mild  to  moderate  pain 
Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  acid  {2Vz  gr.) 162.0  mg. 

Phenobarbital  (Vi  gr.) 16.2  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Phenaphen  No.  2 


Phenaphen  with  Codeine  Phosphate  Vi  gr.  (16.2  mg.) 


Phenaphen  No.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.  (32.4  mg.) 

For  severe  or  stubborn  pain 

Phenaphen  No. 4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain— to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE:  One  or  two  capsules  as  required. 


For  moderate  to  severe  pain 


Triva's  “Chelating  Agent**  Intensifies 
Organism  Disintegration  Comparative  new- 
comers to  the  field  of  therapeutics . . . are  the  Chelating  Agents. 
Though  effective  in  minute  quantities  and  non-toxic,  these 
agents  combine  with  calcium,  phosphorus  and  other  metallic 
ions  to  form  stable,  extractable  compounds.  / T riva's  Chelating 
Agent*  attacks  the  metallic  ions  in  the  cell  walls  of  vaginitis 
organisms... rendering  them  more  susceptible  to  the  germi- 
cidal activity  of  T riva's  surface  active  agents.  / Within  seconds 
after  her  first  douche,  your  vaginitis  patient  gets  relief  from 
intense  itching,  burning  and  other  symptoms.  Within  12  days, 
most  cases  of  trichomonal  and  non-specific  vaginitis  are 
rendered  organism-free  (Monilia  genus  may  require  longer 
treatment).  / Administration:  Douche,  b.i.d.,  for  12  days. 
Supplied:  Package  of  24  individual  3 Gm.  packets.  Composition:  35% 
Alkyl  Aryl  sulfonate  (wetting  agent  and  detergent);  5%  Di-sodium 
ethylene  bis-iminodiacetate  (chelating  agent);  53%  Sodium  sulfate; 
2%,  Oxyquinoline  sulfate;  9.5%  dispersant.  / *Di-sodium  ethylene 
bis-iminodiacetate. 


&.  Company  / Los  Angeles  54,  Calif. 


maior 


breakthrough 

in  vaginitis 
treatment 


Now,  relief  within  seconds! 


N-AYARJT  FIGURINE/ CIRCA  400  A.D.  TO  800  A.O.  / NAYARIT^  MEXICO/ COURTESY  OF  PRIMUS  GALLERIES 


/ 


i 

“It  is  concluded  that 
the  addition  of 
buffering  agents  to 
acetylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useM  purposer* 

r 

I 

'Sadove,  Max  S.  and  Schwartz,  Lester;  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 

: Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 

Nonbuffered  Material  Used— Bayer®  Aspirin.  . 
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in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES,  New  Brunswick.  N.  J. 
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The  Story  of  Kent 

H ow  Lorillard  research  produced 
a cigarette  with  less  tars  and  nicotine 
than  any  other  leading  filter  brand 


A major  research  foun- 
dation, under  Lorillard 
sponsorship,  determined 
that  the  average  puff  of 
cigarette  smoke  con- 
tained over  12  billion 
semi-solid  particles.  Fur- 
ther research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to 
1 micron  in  diameter, 
average  0.6  micron. 

Ordinary  filter  fibers  are  so  large  that 
they  create  spaces  through  which  the 
small  semi-solid  smoke  particle  can  easily 
pass.  However,  in  the  superior  Kent 
filter,  the  fibers  are  mechanically  manip- 
ulated in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 


smoke 
“micronite 


This  is  the 

Filter. 


The  Kent  filter  is  com- 
posed of  pure  cellulose 
acetate,  which  is  common 
to  the  filters  used  in  all 
leading  brands.  However, 
the  physical  construction 
of  the  Kent  filter  is  the 
exclusive  development  of 
Lorillard  research,  and  is 
different  from  and  supe- 
rior to  all  the  rest. 


Thus,  Lorillard  research  created  a filter 
of  ideal  purity,  with  extraordinary  ability 
to  eliminate  smoke  particles. .. and  at  the 
same  time,  a cigarette  of  such  fine  taste 
that  during  the  past  twelve  months  more 
smokers  changed  to  Kent  than  to  any 
other  cigarette  in  America. 


Of  all  leading  filter  cigarettes 


KENT  FILTERS  BEST 

You  get  less  tars  and  nicotine  in  the  smoke  of  Kent 
than  in  any  other  leading  filter  cigarette  in  America 


If  you  would  like  for  your  own  use  the 
booklet,  ‘‘The  Story  of  Kent,"  write  to: 


P.  Lorillard  Company,  Research  Department 
200  East  42nd  St.,  U.Y.  17,  R.Y. 
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more  than  tetracycline  alone 


/ 


-V  CONTAINS 
TETRACYCLINE  PHOSPHATE 
COMPLEX  FOR  A DIRECT 
ATTACK  ON 
THE  PRIMARY 
INFECTION 

M:rsteelin-V  strikes 

directly  at  all  tet- 
racycline sensitive  organisms  — most 
pathogenic  bacteria,  certain  large  virus- 
es, Endamoeba  histolytica.  It  provides 
all  benefits  of  tetracycline  in  the  effec- 
tive phosphate  complex  form.l  Patient 
response  is  rapid  because  initial  high 
peak  blood  serum  levels  may  be  main- 

tained easily  at  the  antibacterial  attack 


the  infection  is  conquered. 


MYSTECLIN-V 
CONTAINS 
MYCOSTATIN 
FOR  A SPECIFIC  D£FENSE 
AGAINST  SECONDARY  MON- 
ILIAL  SUPERINFECTION 

Mysteclin-V  protects  patients  against 
antibiotic  induced  intestinai  moniliasis 
and  its  complications, 
including  vaginal  and 
anogenital  moniliasis. 
This  protection  is  pro- 
vided by  Mycostatin, 
the  antifungal  antibi- 
otic, with  specific  ac- 
tion against  Candida 
(Monilia)  albicans-t 


BOTH  ARE  OFTEN  NEEDED  WHEN 
BACTERIAL  INFECTION  OCCURS 


SQUIBB  TETRACYCLINE  PHOSPHATE  COMPLEX  (sUMYCIN)  AND  NYSTATIN  (mYCOSTATIN) 


Capsules  (250  mg./250,000  u),  bottles  of  16  and  100. 

Half’Strength  Capsules  (125  mg./ 125,000  u),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u per  5 cc.),  2 oz.  bottles. 

Pediatric  Drops  (100  mg./ 100,000  u per  cc.),  10  cc.  dropper  bottles. 


References:  l.  Crunk.  G.  a.  ; Naumann,  D.  E..  and  Casson.  K.  : Antibiotics 
Annual  1957-1958,  New  York,  Medical  Encyclopedia  Inc.  1958;  p.  397  • 

2.  Newcomer,  V.  0.;  Wright,  E.  T,.  and  Sternberg,  T.  H. . Antibiotics  Annual 
1954-1955,  New  York,  Medical  Encyclopedia  Inc.,  1955,  p.  686. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 


**YSt£Ck.lM'®*,  'SUMTCIH*'^,  AND  ' MTCOSTATIN*®  *»E  SQUIB9  VRAOEM/iaaS 
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How  well  we  keep  the  world’s  peace  depends 
first  on  how  well  we  keep  the  world’s  people. 

If  great  injustices,  if  inequalities  in  health, 
food  or  education  exist  anywhere ...  we  all  face 
a constant  threat  to  peace. 

Now  19  Specialized  United  Nations  agencies 
and  international  organizations  work  around 
the  world  to  eliminate  these  inequalities,  to 
diminish  these  basic  causes  of  wars. 

Their  activities . . . plus  the  more  publicized  po- 


litical discussions . . . make  the  United  Nations 
mankind’s  last  great  instrument  of  survival. 

Be  an  ambassador  of  the  United  Nations 
in  your  neighborhood.  Our  government— 
officially  and  actively— supports  the  United 
Nations,  but  it  is  your  good  will  and  under- 
standing that  is  its  best  guarantee  of  con- 
tinued success.  To  receive  the  informative 
free  pamphlet,  “The  UN  in  Action,”  write: 
United  States  Committee  for  the  United 
Nations,  Box  1958,  Washington  13,  D.  C. 


UNITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D.C. 
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enables  your  patient  to  escape 
peptic  ulcer  symptoms 


PRANTAL 


Relief  from  gastric  hypermotility  and  hypersecretion  by 
Prajvtal  aids  physiological  healing  of  the  ulcer.  With  his 
freedom  from  pain  and  other  distressing  ulcer  symptoms, 
your  patient  feels  secure  in  his  personal  relationships,  rela- 
tively certain  of  freedom  from  exacerbations. 

Rx  the  form  that’s  best  for  him 

for  adjusting  dosage— Prantai.  Tablets,  100  mg. 
for  prolonged  reZie/— Prantal  Repetabs,  100  mg. 
with  sedafion— Prantal  with  Phenobarbital  Tablets, 
100  mg.  with  16  mg.  phenobarbital. 

Prantal®  Mcthylsulfate,  brand  of  dipbemanil  methylsulfate. 

Repetabs,®  Repeat  Action  Tablets. 


ILOSONE  assures  a decisive  response 

in  common  bacterial  infections 


Parenteral  potency  — The  graph 
above  shows  that  Ilosone  provides  anti- 
bacterial serum  levels  comparable  to 
those  obtained  with  intramuscular  anti- 
biotic administration. 

Parenteral  certainty — In  more  than 
a thousand  determinations,  in  hundreds 
of  patients  studied,  Ilosone  has  never 
failed  to  provide  significant  antibac- 
terial levels  in  the  serum. 

The  usual  dosage  for  adults  and  chil- 

llosone'^“  (propionyl  erythromycin  ester,  Lilly) 


dren  over  fifty  pounds  is  250  mg.  every 
six  hours,  but  doses  of  500  mg.  or  more 
may  be  administered  safely  every  six 
hours  in  more  severe  infections.  For 
optimum  effect,  administer  on  an  empty 
stomach.  Supplied  in  Pulvules  of  250 
mg.  (For  children  under  fifty  pounds, 
a 125-mg.  Pulvule  is  also  available.) 

1.  Antibiotic  Med.  & Clin.  Therapy,  5:609,  1958. 

2.  Data  from  Antibiotics  Annual,  p.  269,  1954- 
1955, 


ELI  LILLY  AND  COMPANY  * INDIANAPOLIS  S*  INDIANA,  U.  S.  A. 

932546 
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EDITORIALS 


Tv 


Hoiv  Can  We 
Get  Safe  Cars? 


.wo  BILLS  introduced  in  the  86th  Congress 
on  January  7,  1959,  by  the  Honorable  Ken- 
neth A.  Roberts  of  Alabama,  H.R.  920  and 
H.R.  1341,  can,  if  enacted,  virtually  solve  the 
problem  of  safe  vehicle  design.  The  former, 
“A  bill  to  require  certain 
safety  devices  on  auto- 
mobiles shipped  by  auto- 
mobile manufacturers  in 
interstate  commerce,” 
has  been  referred  to  the  Committee  on  Inter- 
state and  Foreign  Commerce,  Oren  Harris  of 
Arkansas,  Chairman.  The  latter,  “A  bill  to 
require  passenger-carrying  motor  vehicles 
purchased  by  the  Federal  Government  to 
meet  certain  safety  standards,”  was  sent  to 
the  Committee  on  Government  Affairs,  Wil- 
liam L.  Dawson  of  Illinois,  Chairman. 

You  are  asked  to  write  these  two  Chair- 
men urging  that  the  respective  bills  be  re- 
leased from  committee  to  the  floor  of  the 
House.  Further,  you  are  asked  to  communi- 
cate with  your  representatives  in  the  House 
and  the  Senate,  urging  support  of  these  bills. 
This  is  the  most  practical  effort  anyone  can 
make  at  the  present  to  aid  in  the  solution  of 
our  motorcar  death  and  injury  problem. 


I^ANKLiN  D.  Yoder,  M.D.,  of  Cheyenne, 
has  been  named  director  of  the  newly  estab- 
lished A.M.A.  “Division  of  Socio-Economic 
Activities,”  which  will  include  within  its 
jurisdiction  the  Bureau  of  Health  Education, 
Economic  Research  De- 
Frank  Yoder  partment,  and  the  Coun- 
_ . A nr  4 ^ cils  on  Industrial  Health, 
Joins  A.M.A.S  National  Defense,  Medi- 
Chicago  Staff  cal  Service,  and  Rural 

Health.  Creation  of  the 
new  division  and  appointment  of  its  director 
are  part  of  the  reorganization  and  stream- 
lining of  our  A.M.A.’s  Chicago  Headquarters 
begun  about  a year  ago. 

Dr.  Yoder — Frank  to  his  many  friends 


including  all  members  of  this  Journal’s  Edi- 
torial Board— has  been  Scientific  Editor  of 
the  Rocky  Mountain  Medical  Journal  for 
Wyoming  since  March,  1951.  Since  1948  he 
has  been  Director  of  the  Wyoming  Depart- 
ment of  Public  Health,  and  in  1957  was  Presi- 
dent of  the  Association  of  State  and  Terri- 
torial Health  Officers.  He  will  move  to  Chi- 
cago in  June. 

Frank’s  departure  constitutes  a special 
loss  to  our  own  editorial  staff.  His  coopera- 
tion was  efficient  and  prompt.  Every  so  often 
we  would  pry  an  editorial  out  of  him — or  he 
would  get  wound  up  about  something  and 
cut  one  loose  on  his  own  motion.  It  was  al- 
ways timely  and  well  thought  out,  although 
we  were  in  competition  with  many  other 
high  ranking  claims  upon  his  time  and  talent. 
Now  the  greatest  medical  organization  of 
them  all  has  claimed  him  for  a really  big  job. 

Success  to  you,  Frank! 

D.W.M. 


E 


Into  Orbit 
We  Go! 


Ew  OF  US  FULLY  REALIZE  how  rapidly  changes 
are  occurring  in  medical  practice  and  it 
seems  impossible  for  a busy  practitioner  to 
keep  abreast  of  these  changes  without  regu- 
lar attendance  at  medical  meetings  or  con- 
stant reading. 

Many  physicians  have 
hoped  for  the  passage  of 
the  Keogh- Jenkins  bill  and 
were  encouraged  to  think 
that  the  next  session  of  Congress  would  pass 
it.  However,  judging  from  the  results  of  the 
last  election,  it  seems  unlikely  that  the  Demo- 
crats in  power  under  advice  of  such  liberals 
as  Ex-President  Truman  and  Mrs.  Eleanor 
Roosevelt  will  favor  such  action. 

One  of  the  most  striking  changes  in  medi- 
cal economy  is  in  the  field  of  insurance.  Last 
year  American  insurance  companies  took  in 
three  and  three-fourths  billion  dollars  in 
health  and  accident  insurance  premiums. 
Consumer  expenditures  for  medical  care,  hos- 
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pitalization,  health  insurance  and  related 
services  during  the  same  period  reached  a 
total  of  15.1  billion  dollars.  On  the  opposite 
side  of  the  ledger  last  year  one  out  of  every 
four  dollars  received  by  the  average  physi- 
cian for  professional  services  was  from  some 
form  of  insurance  mechanism. 

Blue  Cross  and  Blue  Shield  premiums  are 
increasing  because  of  increased  benefits  and 
coverage  but,  no  matter  how  many  benefits 
or  how  wide  the  coverage,  there  are  some 
individuals  high  in  labor  circles  who  appar- 
ently will  not  be  satisfied  until  medical  care 
is  completely  federalized. 

The  rapidity  of  these  changes  is  not  en- 
tirely due  to  outside  non-professional  sources 
either.  In  our  own  ranks,  sentiment  is  divided 
between  the  idealistic  “Free  Choice”  and 
pragmatic  third  party  (insurance)  manage- 
ment. A few  short  years  ago  practically  no 
physician  wanted  Social  Security  but,  in  Oc- 
tober of  this  year,  returns  from  45  per  cent 
of  the  membership  in  a mail  poll  of  the  Ohio 
State  Medical  Association  showed  eight  to 
five  in  favor  of  Social  Security  coverage! 

In  this  space  age  of  sputniks,  lunics  and 
satellites,  it  seems  that  everything  is  flying 
faster  and  faster.  Many  of  us  are  not  only 
concerned  about  how  fast  we  are  going  but 
apprehensive  about  where  we  will  land. 

O.  S.  Philpott 


tlfiRE  IS  A FINE  ORGANIZATION  not  generally 
known  and  appreciated  by  our  profession. 
One  of  its  National  Advisors,  Dr.  M.  E. 
Smernoff,  has  presented  us  with  the  follow- 
ing statement; 

It  has  come 

American  Association  of  attention, 

since  returning 

Medical  Assistants  from  the  Nation- 

al Convention  of 
Medical  Assistants  last  October,  that  many  doctors 
are  skeptical  and  suspicious  of  the  intentions  of 
the  organization  we  now  so  cherish.  What  is  the 
advantage?  This  is  a common  question.  Ideas  of 
unionism,  demands  for  higher  salaries,  prepaid 
insurance,  sick  leave  and  specialization  have  be- 
come rampant.  I feel  that  the  doctors  have  not 
been  made  totally  aware  of  the  reasons  for  exist- 
ence of  the  organization,  so  completely  sponsored 
by  all  local  and  state  medical  societies  as  well  as 


the  American  Medical  Association. 

An  organization  which  now  comprises  over 
6,000  dedicated  women  in  21  states  who  are  edu- 
cating themselves  at  the  expense  of  time  and 
money  to  better  serve  the  medical  profession. 
They  carry  their  own  health  and  accident  insur- 
ance. They  are  becoming  more  adept  public  rela- 
tions servants.  They  are  improving  as  bookkeepers 
and  accountants  to  better  serve  the  business  office. 
They  are  improving  their  poise  and  personal 
effects  to  lure  and  retain  the  patient.  Their  code 
of  ethics  is  that  adopted  by  the  medical  profession. 
Further,  the  American  Association  of  Medical 
Assistants  is  striving  for  a standard  national  edu- 
cational program  which  will  eventually  offer  cer- 
tification and  registration  of  flexible  assistants 
who  will  become  unmistakable  assets  to  any  pro- 
fessional office  regardless  of  the  specialty. 

Thus,  the  advantage  is  solely  ours,  and  it 
behooves  all  Doctors  of  Medicine  to  accept 
and  encourage  the  ancillary  organization 
which  is  so  dedicated. 


The  following  ode  to  a Beaten  M.D.  was 
inspired  by  the  sorrowful  lament  of  a Denver 
physician  as  he  arrived  unavoidably  late  to 
a recent  meeting  of  the  Colorado  State  Pub- 
licity Committee.  “My  Alma  Mater  never 
told  me  about  phone  calls 
and  committee  meetings.” 

This  little  drinking  song 
is  therefore  dedicated  to  the 
doctor  who  spends  little 
time  with  his  family  but  hours  on  the  road, 
on  the  phone,  or  in  committee  meetings  out- 
side of  office  hours. 

His  Alma  Mater  never  told  him 

The  things  a young  doc  should  know — 
About  the  ways  of  medical  life, 

And  how  his  time  should  go. 

House  calls  have  taken  his  beauty; 

Committee  meetings  left  their  sad  scar. 

So  speak  to  your  A.M.A.  delegates  boys, 

Don’t  let  them  put  phones  in  his  car! 


^Ran  to  attend  the  New  Mexico  Medical 
Society  Annual  Meeting  in  Las  Cruces,  May 
5,  6 and  7,  1959.  The  program  will  be  devoted 
to  “Space  Medicine.”  See  page  132  for  more 
complete  details.  Final  program  will  appear 
in  the  April  issue  of  the  Journal. 


His  Time  Is 
Their  Time 
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ARTICLES 


The  m 
closed-pa 


nace  of  the 
lel  practice* 


L.  A.  Alesen,  M.D.,  Los  Angeles,  Calif. 


Free  choice  of  physician  must 
persist  in  America.  It  is  late, 
but  not  too  late,  to  preserve  it. 

The  answer  rests  in  our  own  hands 
and  depends  upon  living  and 
practicing  according  to  our 
traditional  ideals,  disciplining 
within  our  oivn  ranks  as  necessary 
the  small  but  troublesome  few — 
probably  not  over  three  per  cent — 
tvho  falter.  Practice  according  to 
the  Golden  Rule  will  decisively 
and  finally  answer  all 
of  our  critics! 


“Service  ceases  to  be  professional  if  it  has  in 
any  way  been  dictated  by  the  client  or  em- 
ployer. The  role  of  the  professional  man  in 
society  is  to  lend  his  special  knowledge  . . . 
to  whatever  task  is  entrusted  to  him.  Profes- 
sional independence  is  not  a special  privilege 
but  rather  an  inner  necessity  for  the  true 
professional  man,  and  a safeguard  for  the 
general  public.  Without  it  he  negates  every- 
thing that  makes  him  a professional  person.” 
— Rear  Admiral  H.  G.  Kickover,  father  of  the 
atomic  submarine. 


•Presented  before  the  Washoe  County  Medical  Society,  Reno, 
Nevada,  January  15,  1959.  Dr.  Alesen  is  Past  President  of  the 
Los  Angeles  County  Medical  Association  and  of  the  California 
Medical  Association:  immediate  past  Chief  of  Staff,  Los 
Angeles  County  General  Hospital. 
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Starry-eyed  reformer 

To  say  that  we  live  in  rapidly-changing 
times  is  trite,  repetitious  and  banal,  and  yet 
this  statement  is  the  most  often-quoted  ex- 
planation of  and  excuse  for  an  almost  end- 
less series  of  radical  innovations  in  every 
phase  of  our  socio-economic  structure,  a con- 
stant repetition  of  all  of  the  hoary  old  ex- 
periments which  even  a superficial  knowl- 
edge of  history  would  indicate  have  been 
futile  to  the  point  of  disaster,  and  the  sum 
total  of  which  is  rapidly  pushing  us  toward 
the  seemingly  inevitable  destruction  of  the 
American  ideal  based  upon  individual  rights, 
individual  responsibility,  and  individual  self- 
respect.  That  American  medicine  should  be 
in  the  forefront  of  those  institutions  attacked 
by  the  starry-eyed  reformer,  the  vote-seeking 
politician  and  the  self-aggrandizing  unioneer 
is  not  at  all  surprising.  That  many  physicians 
who  ought  to  know  better  have  avidly  em- 
braced some  of  the  schemes  of  medical  care 
which,  if  continued  and  expanded  to  their 
intended  goal,  will  not  only  destroy  all  free- 
dom now  enjoyed  by  patient  and  physician 
alike  but  will  ultimately  result  in  a marked 
and  continuing  deterioration  of  the  quality 
of  care  available  to  all  is  distressing  indeed. 
That  this  distressing  willingness  on  the  part 
of  some  physicians  to  participate  in  some  of 
these  mechanisms  for  the  controlled  distri- 
bution of  their  services  by  all  manner  of 
third  parties  who  have  no  legitimate  interest 
in  the  intimate  patient-physician  relationship 
is  obviously  due  either  to  a lack  of  apprecia- 
tion of  the  fundamental  principles  involved 
or  a deliberate  rejection  of  those  principles 
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is  readily  apparent.  Perhaps  this  is  in  large 
part  the  result  of  the  omnipresent  miasma 
of  defeatism  which  has  seemed  to  envelope 
the  land,  destroying  ideals,  stifling  hope, 
stultifying  the  will  to  resist,  and  negating 
constructive  effort.  Historically,  similar  con- 
ditions have  almost  always  preceded  the  de- 
cadence and  loss  of  liberty  and  the  substitu- 
tion of  some  form  of  absolutism,  usually  of 
a despotic  nature. 

The  problem 

As  the  mathematician  seeks  to  reduce 
each  equation  to  its  simplest  form  in  order 
to  facilitate  its  solution  based  on  known  and 
invariable  factors,  so  we  in  medicine  should 
seek  similarity  to  state  our  problem  in  the 
simplest  terms  and  to  relate  its  solution  to 
well-recognized  and  changeless  principles. 

The  most  important  problem  facing  medi- 
cine today  is  the  intrusion  of  the  third  party 
into  the  intimate  patient-physician  relation- 
ship. A third  party  may  be  defined  as  any 
mechanism  which  in  any  manner  enters  into 
this  relationship  tending  in  any  way  to  im- 
pair ever  so  slightly  that  mutual  respect  and 
confidence  which  has  characterized  that  re- 
lationship since  time  began.  While  theoreti- 
cally such  third  party  intrusion  need  not 
necessarily  be  condemned  as  bad  per  se,  it 
requires  most  careful  scrutiny  to  determine 
whether  or  not  the  best  interests  of  the  pa- 
tient are  served  thereby  and  whether  or  not 
fundamental  principles  are  violated. 

This  intrusion  of  the  third  party  into  the 
physician-patient  relationship  presents  itself 
in  an  almost  unlimited  variety  of  instances. 
The  most  common  are  those  sponsored  by 
union,  by  management,  by  consumers,  and 
of  course  by  any  and  all  forms  of  government 
or  political  medicine.  Third-party  devices  for 
the  payment  of  the  costs  of  or  the  furnishing 
of  medical  care  are  not  new.  Medical  care 
rendered  by  railroads,  mines,  and  lumbering 
industries  are  well-known  examples,  some 
dating  back  more  than  100  years.  Those 
of  most  recent  origin  are  the  closed  panel 
plans  such  as  the  Kaiser  Health  Foundation 
in  California,  the  Health  Insurance  Plan  of 
New  York,  the  50  or  more  union  health 
centers  throughout  the  country,  and  the 
health  and  welfare  program  of  the  United 
Mine  Workers  of  America.  Lodges  have  for 


years  in  many  instances  provided  medical 
benefits  of  a sort,  but  these  instances  have 
been  numerically  insignificant  in  the  over- 
all picture.  The  medically-sponsored  Blue 
Shield  and  Blue  Cross  and  the  commercial 
insurance  plans,  while  in  a certain  sense  rep- 
resentative of  this  type  of  practice,  have  not 
as  yet  lent  themselves  to  the  abuses  which 
have  been  characteristic  of  some  other  plans. 
It  should  be  noted  in  passing,  however,  that 
in  certain  instances  the  underwriters  of  cata- 
strophic or  major  medical  expense  plans  have 
attempted  just  recently  to  dictate  physicians’ 
fees  although  their  policies  are  sold  with  the 
specific  understanding  that  no  fee  schedule 
is  contemplated. 

U.M.W.A. 

The  United  Mine  Workers  of  America 
Welfare  and  Retirement  Fund  medical  care 
program  is  the  one  which  has  generated  the 
most  controversy  recently.  Developed  in  1948 
when  the  mine  operators  agreed  to  pay  a 
royalty  of  40  cents  per  ton  of  coal  mined  to 
the  Trust  Fund,  that  fund  and  its  administra- 
tors have  become  an  important  factor  in 
medical  economics  today.  That  fund,  under 
the  directorship  of  Miss  Josephine  Roche, 
amounted  to  $145,321,221.85  on  June  30,  1957. 
During  that  year,  it  treated  94,000  patients 
in  45  states  at  a cost  of  $60,000,000.  The  back- 
ground of  Miss  Roche  is  relevant.  General 
Practice  for  June,  1958,  describes  her  as  fol- 
lows: “A  Vassar  graduate  (class  of  ’08),  Miss 
Roche  stayed  on  the  management  side  of  the 
fence  long  enough  to  become  President  of 
the  Rocky  Mountain  Fuel  Company,  then 
leaped  over  as  John  L.  Lewis’  assistant — 
after  a short  pause  as  FDR’s  Assistant  Secre- 
tary of  the  Treasury.” 

As  originally  planned  and  initially  exe- 
cuted by  the  United  Mine  Workers  of  Ameri- 
ca Welfare  and  Retirement  Fund  under  the 
direction  of  Warren  F.  Draper,  M.D.,  Execu- 
tive Medical  Officer,  the  medical  care  pro- 
gram had  much  to  commend  it.  Its  stated 
purpose  was  to  make  good  medical  and  hos- 
pital care  available  for  about  a million  Fund 
beneficiaries,  consisting  mostly  of  bituminous 
coal  miners,  their  wives  and  dependent  chil- 
dren under  18  years  of  age,  located  in  mining 
corhmunities  in  27  different  states.  One  of 
the  basic  stated  principles  was  to  utilize  the 
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services  of  established  physicians  and  exist- 
ing hospitals  to  the  extent  that  they  were 
available  to  render  high  quality  care  at  a 
cost  that  was  reasonable  and  just  according 
to  accepted  standards.  In  some  of  the  coal 
mining  areas  in  Kentucky,  West  Virginia  and 
Virginia,  the  number  of  physicians  and  ac- 
ceptable hospitals  was  far  from  adequate 
to  meet  the  needs.  As  the  result  of  intensive 
surveys  of  conditions  and  possible  locations, 
a chain  of  ten  new  hospitals  was  constructed, 
consisting  of  three  central  hospitals  and  seven 
smaller  satellite  hospitals  located  in  Ken- 
tucky, West  Virginia  and  Virginia. 

As  originally  constituted,  the  hospitals 
were  organized  as  open-staff  hospitals  and 
all  the  family  physicians  in  the  areas  who 
applied  for  privileges  were  accepted  as  mem- 
bers of  the  part-time  staff.  Full-time  special- 
ists were  employed  to  perform  the  major 
part  of  the  work,  although  at  the  outset  the 
individual  patient  had  the  right  to  select  his 
own  medical  attendant. 

Closed  panel  operation 

In  an  address  presented  at  the  New  Eng- 
land Hospital  Assembly  at  the  Hotel  Statler, 
Boston,  March  25,  1958,  Dr.  Draper  related 
his  experiences  of  nine  years  with  open-staff 
and  freedom-of-choice  arrangements  in  ex- 
planation of  certain  radical  changes  that  had 
been  instituted  by  the  Fund.  Claiming  “out- 
rageous fees,  unnecessary  surgery,  needless 
hospitalization  and  poor  treatment,”  Dr. 
Draper  stated  that  the  Fund  had  been  com- 
pelled to  require  consultation  prior  to  hos- 
pitalization, and  to  limit  drastically  the  physi- 
cians who  were  to  be  permitted  to  serve  the 
Fund’s  beneficiaries  on  the  grounds  of  in- 
competency and  dishonesty  on  the  part  of 
some  of  those  physicians  who  had  previously 
been  admitted  to  staff  privileges.  This  action 
resulted  in  the  deletion  of  the  names  of 
hundreds  of  physicians  throughout  the  coun- 
try from  the  lists  of  those  acceptable  to  the 
Fund,  and  transformed  its  medical  care  pro- 
gram into  a closed-panel  operation. 

Appearing  before  the  National  Conference 
on  Labor  Health  Services  at  the  Mayflower 
Hotel,  Washington,  D.  C.,  June  16-17,  1958, 
under  the  auspices  of  the  American  Labor 
Health  Association,  William  Arch  Dorsey, 
M.D.,  UMWA  Area  Medical  Administrator, 


Denver,  Colorado,  added  fuel  to  the  flames 
of  an  already  sizable  fire  when  he  stated 
that,  “every  medical  care  plan  administrator 
knows  that  the  surest  way  to  provide  inferior 
care  at  excessive  cost  is  to  offer  a free  choice 
of  physician.”  The  thesis  of  this  address  by 
a physician  who  apparently  has  had  no  ex- 
perience in  private  practice  and  is  entirely 
unsympathetic  with  it,  stripped  of  its  obvious 
venom  toward  organized  medicine  and  those 
responsible  for  its  policies,  is  that  the  aver- 
age individual  is  altogether  incompetent  to 
select  his  own  medical  adviser  and  therefore 
must  look  to  some  organization  to  do  it  for 
him. 

The  reaction  of  the  physicians  and  their 
medical  societies  in  the  communities  affected 
by  the  UMWA  closed-panel  edict  has  been 
sharp  and  swift.  The  Colorado  State  Medical 
Society  has  declared  participation  in  such  a 
closed-panel  arrangement  unethical.  The  Las 
Animas  County  Medical  Society  and  the  Colo- 
rado State  Medical  Society  are  defendants 
in  suits  arising  over  the  issue  of  rejection  of 
applicants  for  membership  because  of  this 
issue.  At  the  behest  of  the  Colorado  State 
Medical  Society,  a bill  was  introduced  into 
the  legislature  of  that  state  last  year  provid- 
ing it  to  be  unlawful  for  any  panel  of  physi- 
cians to  be  formed  or  utilized  which  consisted 
of  any  less  than  the  total  of  all  licensed  physi- 
cians in  the  state.  That  bill  seemed  to  have 
a good  chance  of  adoption  until  organized 
opposition  by  the  UMWA  and  other  labor 
groups  mobilized  pressure  to  defeat  it.  A 
similar  bill  in  Kentucky  was  similarly  dis- 
posed. In  Kentucky,  also,  a member  of  the 
staff  of  the  UMWA’s  McDowell  Memorial 
Hospital  appealed  his  exclusion  from  the 
Floyd  County  Medical  Society  to  the  state 
medical  association.  In  Ohio,  a lawsuit  is 
pending  brought  by  three  doctors  who  were 
denied  membership  in  the  Belmont  County 
Medical  Society,  they  allege,  because  they 
are  on  the  staff  of  the  UMWA  affiliated  Bell- 
aire  Clinic,  an  associate  member  of  Group 
Health  Federation  of  America. 

Expulsion 

The  Wall  Street  Journal  of  March  12, 
1958,  reports:  “In  some  cases,  local  medical 
societies  are  considering  expulsion  of  doctors 
who  deal  with  the  Fund.  An  AMA  official 
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questions  the  wisdom  of  such  action  because 
he  says  privately  he  doubts  whether  it  would 
hold  up  in  court.” 

Not  all  of  the  beneficiaries  of  the  UMWA 
medical  care  program  are  happy  over  the 
curtailment  of  physicians  and  hospital  choice. 
The  head  of  UMWA  Local  283  in  Cadiz,  Ohio, 
states,  “The  list  of  participating  physicians 
has  been  cut  to  four.  Since  then,  one  of  the 
four  has  resigned.  Another  on  the  list  has 
been  hospitalized  by  a heart  attack.”  Many 
union  members  have  protested  against  these 
tactics,  insisting  on  their  right  to  freedom  of 
choice,  and  urging  a softening  of  the  rule. 

We  in  California  are  thoroughly  experi- 
enced with  the  evil  features  of  closed-panel 
medicine  as  it  is  practiced  by  the  Kaiser 
Health  Foundation.  Initially,  this  medical 
empire  dreamed  up  and  launched  by  the 
builder  of  liberty  ships  that  split  in  two  and 
the  manufacturer  of  automobiles  that  did  not 
sell,  caused  considerable  stir.  However,  as 
matters  have  progressed,  it  has  become  ap- 
parent that  many  of  the  beneficiaries  of  the 
plan  have  been  satisfied  to  receive  care 
through  it  for  trivial  ailments  but  when 
serious  conditions  have  presented  themselves 
they  have  sought  services  of  the  private  phy- 
sician and  hospital  of  their  own  choice.  One 
outstanding  feature  of  this  plan  has  been  the 
high  percentage  of  turnover  in  its  employed 
physician  personnel,  many  of  the  young  men 
using  the  organization  merely  as  a stop-gap 
while  accumulating  sufficient  funds  to  launch 
into  a private  practice  of  their  own.  At  the 
present  time,  there  is  something  of  an  un- 
written understanding  under  which  a sort  of 
antagonistic  symbiosis  exists  between  the 
Kaiser  closed-panel  system  and  the  private 
practitioners. 

At  first  in  our  experience  with  the  Kaiser 
Health  Foundation  (originally  the  Perma- 
nente  Foundation)  some  physicians  employed 
by  the  Foundation  were  excluded  from  medi- 
cal society  membership.  However,  as  the 
result  of  court  decisions  in  California  and 
elsewhere,  legal  counsel  has  advised  against 
this,  and  today  these  physicians  encounter  no 
disability  in  that  respect. 

The  cause 

It  is  a well-recognized  axiom  of  medicine 
that  for  each  disease  process  there  is  one 


specific  etiologic  factor,  although  as  the  dis- 
ease progresses  complications  may  and  do 
arise  as  the  result  of  individual  predisposition 
and  the  interaction  of  other  concomitant 
agents.  The  one  single  etiologic  factor  re- 
sponsible for  most  of  the  problems  facing  the 
physician  today  is  the  widespread  flight  from 
personal  responsibility  manifested  by  almost 
every  individual,  and  this  almost  universal 
tendency  of  course  includes  physician  and 
patient  alike.  This  flight  from  personal  re- 
sponsibility is  at  once  the  root  cause  and  the 
chief  characteristic  of  that  pandora’s  box  of 
socio-economic  aberrations  variously  known 
as  naziism,  fascism,  communism,  socialism, 
state  socialism,  new  dealism,  fair  dealism, 
more  properly  described  as  collectivism,  in 
which  the  individual  is  encouraged  to  deny 
and  reject  responsibility  for  himself  and  his 
dependents  and  transfer  that  responsibility 
to  the  group.  The  origin  of  this  collectivistic 
philosophy  takes  root  in  great  antiquity. 
Plato  discussed  it  at  great  length  in  the  Re- 
public, written  about  400  years  before  Christ, 
and  men  in  every  clime  and  in  every  age 
have  been  fascinated  by  its  promises  and 
have  suffered  grievously  time  without  num- 
ber because  of  its  fallacies.  The  explanation 
of  its  great  and  seemingly  unbreakable  grip 
on  the  American  public  is  simple  indeed.  Our 
progressive  educationists  under  the  aegis  of 
John  Dewey,  William  H.  Kilpatrick,  George 
Counts  and  their  successors,  have  engaged 
for  the  past  several  decades  in  a carefully- 
conceived  and  skilfully  executed  program  in 
the  school  room  to  inculcate  in  immature 
minds  the  basic  tenets  of  this  vile  collectivist 
teaching.  Discipline  has  been  discarded  be- 
cause of  its  alleged  damaging  effect  upon  the 
pupil’s  psyche.  Competition  has  been  es- 
chewed on  the  Alice-in-Wonderland  theory 
that  in  a race  all  must  be  winners  and  all 
must  have  a prize.  Controversial  subjects 
have  been  tabooed  because  all  must  be  sweet- 
ness and  light  in  this  best  of  all  perfect  worlds 
these  our  perfect  educationists  are  fashioning 
for  us.  Most  of  all,  conformity  in  thought, 
word,  action  and  social  attitude  is  the  golden 
calf  before  which  all  must  bow.  The  individ- 
ual is  of  no  significance  in  this  teaching;  the 
group  counts  for  all. 

Is  it  any  wonder  that  the  individual  so 
trained  from  cradle  to  baccalaureate  re- 
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Lponds  in  the  main  just  as  his  conditioners 
have  planned,  and  quite  willingly  abdicates 
all  personal  responsibility  in  matters,  even 
the  most  intimate,  to  his  employer,  his  union, 
his  government?  Other  agencies  and  other 
factors  have  of  course  contributed  to  this 
wholesale  weakening  and  subversion  of  the 
American  character,  but  the  progressive  edu- 
cationist is  entitled  to  most  of  the  honor. 

Individual  reward 

Of  course  it  is  old  fashioned,  reactionary, 
and  horse-and-buggyish  to  point  out  that 
such  “education”  vitiates  fundamental  bio- 
logic principles  in  that  nature  during  800,000,- 
000  years  of  evolution  has  always  insisted 
upon  individual  responsibility;  that  is,  indi- 
vidual reward  for  individual  merit,  and  indi- 
vidual penalty  for  individual  failure.  No- 
where in  her  scheme  of  things  does  she  use 
the  group  for  any  purpose  other  than  to  pro- 
tect the  individual  against  the  predatory 
actions  of  his  fellows  or  of  the  members  of 
other  groups.  If  we  were  really  intelligent 
enough  to  understand  the  teachings  of  biol- 
ogy, we  would  know  that  it  is  futile  to  work 
against  nature’s  laws;  that  we  should  learn 
to  work  with  and  to  profit  by  them.  Six 
thousand  years  of  recorded  history  with  at 
least  2,500  instances  of  the  collectivistic  re- 
gime in  one  form  or  another  should  have 
taught  us  better,  but  it  seems  we  cannot  learn 
by  history.  Its  teaching  seems  utterly  wasted. 
Biology  will  catch  up  with  us,  regardless  of 
how  we  may  try  to  avoid  it. 

And  what  has  this  seeming  digression  to 
do  with  the  menace  of  closed-panel  practice 
and  ways  and  means  to  avoid  it?  A great 
deal.  The  chief,  if  not  indeed  the  only,  issue 
involved  is  the  issue  of  free  choice  of  physi- 
cian by  patient  and  the  right  of  the  physician 
to  serve  or  refuse  to  serve  a patient  except 
in  an  emergency  or  in  continuance  of  service 
once  begun  until  the  patient  has  had  ample 
opportunity  to  obtain  care  elsewhere.  That 
this  freedom  of  choice  is  the  cardinal  issue 
is  amply  attested  by  the  fact  that  the  propa- 
ganda guns  of  those  most  responsible  for  the 
closed-panel  plans  are  engaging  in  a wide- 
spread campaign  of  vituperation  and  deroga- 
tion in  an  attempt  to  disparage  the  value  of 
freedom  of  choice  to  the  patient.  When  this 
freedom  has  been  denied,  when  the  third 


party  assumes  responsibility  for  the  collec- 
tion of  costs  from  employer  and  employee, 
or  from  employer  alone  or  from  some  gov- 
ernmental agency  and  presumes  to  dictate  to 
patient  and  physician  alike  the  terms  under 
which  medical  care  shall  be  rendered,  the 
captive  patient  of  the  captive  physician  and 
captive  hospital  has  lost  one  of  the  most  es- 
sential elements  of  good  medical  care — the 
right  to  employ  and  to  discharge  his  own 
personal  physician.  This  right  when  univer- 
sally exercised  guarantees  that  each  physi- 
cian in  the  community  will  be  in  competition 
with  each  other  physician  to  give  to  his  pa- 
tient the  best  medical  care  at  a price  he  can 
afford  at  the  time  and  place  that  care  is 
required.  This  is  the  essence  of  the  American 
system  of  private  competitive  enterprise,  and 
it  has  proved  itself  most  efficient  in  produc- 
ing the  maximum  possible  benefits  available 
to  everyone  living  within  its  sway.  Medical 
care  is  just  one  of  the  facets  of  this  system, 
albeit  a most  important  one.  The  rendition 
of  medical  care  under  that  system  has  not 
been  perfect,  but  it  has  reached  a higher  de- 
gree of  perfectibility  and  productivity  than 
has  any  other  system  ever  known  to  history. 

Emotional  appeal 

It  is  not  at  all  by  accident  that  the  field 
of  medical  care  should  have  been  selected 
by  the  collectiviser  as  the  initial  and  most 
vulnerable  area  of  attack.  The  field  of  medi- 
cine is  utilized  because  of  the  enormous  emo- 
tional appeal  and  the  almost  universal  ex- 
perience of  need  or  desire  in  this  field.  In  no 
other  area  can  such  a spectacular  and  telling 
appeal  be  generated.  The  destruction  of  free- 
dom in  the  field  of  medical  care  is  designed 
as  an  opening  wedge  leading  toward  the 
destruction  of  freedom  in  every  segment  of 
the  economy.  The  socialists  have  long  recog- 
nized this  fact  and  have  used  it  with  excellent 
results.  They  now  describe  health  as  a right 
to  which  every  individual  is  entitled  without 
any  responsibility  on  his  part  to  safeguard 
or  regain  it.  “Health”  is  defined  as  “the  state 
of  complete  physical,  mental  and  social  well 
being  and  not  just  the  absence  of  disease  or 
infirmity.”  (W.  H.  O.)  The  ultimate  result  of 
such  a philosophy  is  shuddering  to  contem- 
plate. Will  it  not  tend  to  transform  all  of  us 
into  faceless,  spineless  robots,  without  charac- 
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ter,  volition  or  ambition,  completely  at  the 
beck  and  call  of  our  self-appointed  master, 
the  state?  Can  the  unioneer  be  so  naive  as 
to  believe  that  his  puppets  will  escape  this 
sad  and  sorry  plight?  Or  is  he  deliberately 
and  knowingly  using  his  power  to  that  end? 

The  solution 

Obviously,  there  is  no  single  pat  and  ready 
solution  for  a problem  as  complicated  as  that 
faced  by  medicine  today.  As  the  British  have 
said,  how  does  one  unscramble  an  egg?  Just 
as  symptomatic  treatment  is  indicated  in 
the  preparation  of  a seriously  ill  patient  for 
more  major  procedures,  so  symptomatic  treat- 
ment is  indicated  in  our  disease  body  politic. 
To  think  that  we  as  physicians  can  remain 
isolated  and  aloof  from  that  body  politic  is 
to  be  childishly  unrealistic.  No  socio-economic 
institution  can  ever  be  secure  from  the  cold 
leprous  hand  of  the  collectiviser  except  by 
repeatedly  justifying  and  expanding  its  use- 
fulness and  by  constantly  joining  in  a never- 
ending  campaign  with  others  to  expose  and 
denounce  the  fallacies  of  the  collectivistic 
philosophy  on  every  front  and  to  demonstrate 
time  and  again  and  beyond  any  possible 
doubt  the  incomparable  advantages  of  a socio- 
economic system  based  upon  individual  re- 
sponsibility and  individual  self-respect.  This 
is  of  course  a broad  generalization  but  its 
validity  ought  to  be  recognized  and  its  con- 
tent kept  constantly  in  mind. 

First  and  foremost,  we  must  set  our  own 
house  in  order  so  that  we  may  go  into  the 
court  of  public  opinion  with  clean  hands. 
Ivy  Lee,  the  great  originator  and  patron  saint 
of  all  public  relations  counsellors,  summed 
up  his  advice  to  his  clients:  “Be  good;  do 
good;  and  tell  the  world  about  it.”  Using  this 
technic.  Ivy  Lee  enabled  countless  clients 
to  deserve  the  patronage  and  support  of  those 
they  wished  to  serve  by  first  eliminating  all 
evil  or  questionable  practices,  adopting  poli- 
cies and  activities  consonant  with  the  public 
interest,  and  then  by  widely  notifying  the 
public  of  these  facts. 

By  their  own  figures,  the  UMWA  officials 
claim  that  only  about  3 per  cent  of  the  physi- 
cians rendering  service  to  their  beneficiaries 
have  been  guilty  of  dishonesty,  incompetency, 
or  other  questionable  practices.  This  is  indeed 
a small  percentage  upon  which  to  base  a 


sweeping  and  radical  change  in  their  basic 
policy,  and  leads  one  to  question  whether  or 
not  motives  other  than  benefit  to  the  patient 
were  involved. 

Be  that  as  it  may,  it  is  medicine’s  responsi- 
bility to  clean  its  own  house,  to  discipline  its 
members  who  are  guilty  of  unethical  and  dis- 
honest practices  and  to  demonstrate  to  the 
public  that  it  can  in  fact  justify  its  position 
as  a profession  in  the  highest  sense  of  the 
word.  The  mechanism  for  such  disciplinary 
procedure  resides  in  the  by-laws  of  every 
county  medical  society.  Admittedly,  such  a 
procedure  will  be  unpleasant  and  difficult  in 
some  cases,  but  it  is  not  impossible,  and  its 
performance  is  imperative. 

In  addition,  the  staff  requirements  of  the 
reputable  and  recognized  non-profit  hospital 
afford  an  excellent  means  whereby  the  indi- 
vidual patient  can  be  given  dependable  guid- 
ance in  the  selection  of  a competent  physi- 
cian. In  some  of  the  smaller  communities  this 
could  conceivably  pose  something  of  a prob- 
lem, but  here  again  the  county  medical  so- 
ciety must  assume  responsibility.  If  not,  some 
other  agency  will,  to  our  detriment. 

Advantages  of  free  choice 

Next  in  immediacy  is  an  aggressive,  well- 
conceived  and  skilfully-executed  information 
campaign  to  public  and  physician  alike  con- 
cerning the  advantages  of  free  choice  in 
every  phase  of  life  as  well  as  in  the  selection 
of  physician  and  hospital.  By  order  of  the 
House  of  Delegates  at  the  June,  1958,  meeting 
in  San  Francisco,  the  American  Medical  As- 
sociation is  now  engaged  in  such  a campaign 
through  all  of  the  usual  media  of  communica- 
tion. Your  society  has  no  doubt  participated. 
This  campaign  is  stressing  the  fundamental 
necessity  of  the  freedom  of  choice  of  one’s 
church,  his  lodge,  his  grocer  and  butcher,  and 
all  of  those  who  serve  him  as  basic  in  our 
socio-economic  structure,  and  of  course  em- 
phasizes the  free  choice  of  physician  and  hos- 
pital as  one  of  those  necessities.  Admittedly, 
this  is  not  spectacular,  and  it  will  require 
time  and  persistent  and  dedicated  effort.  But 
what  are  the  alternatives? 

Clearly,  it  is  not  in  our  interest  to  attempt 
to  secure  legislation  of  a coercive  nature  in 
our  behalf  even  if  that  were  possible,  for 
forceful  coercion  is  rarely  a satisfactory  an- 
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swer  to  any  problem,  and  it  is  repugnant  to 
the  basic  principles  of  every  freedom-loving 
American  except  when  used  as  a legitimate 
exercise  of  the  police  power.  Coercion  once 
invoked  in  our  favor,  could  and  would  easily 
be  invoked  against  us  on  another  occasion. 

Action  by  county  medical  societies  in  ex- 
cluding applicants  who  are  connected  with 
closed-panel  plans  or  the  expulsion  of  mem- 
bers who  assume  such  connections  cannot  be 
expected  to  be  long  effective  if  at  all,  and  it 
is  questionable  from  a legal  standpoint.  The 
declaration  by  a state  medical  association  or 
even  by  the  American  Medical  Association 
that  such  practice  is  unethical  cannot  be  ex- 
pected to  have  the  support  of  the  majority 
of  physicians  unless  they  are  well  informed 
in  advance  or  are  the  immediate  sufferers 
from  such  activities. 

Medical  care  plan  report 

The  A.M.A.  Commission  on  Medical  Care 
Plans  reported  the  results  of  a SVa-year  study 
to  the  House  of  Delegates  at  the  Minneapolis 
meeting  in  December.  Quoting  from  this  re- 
port, “the  medical  profession  should  assume 
a judicious,  tolerant,  and  progressive  attitude 
toward  developments  in  the  medical  care 
field.  The  need  for  continued  experimenta- 
tion is  recognized,  and  the  profession  should 
undertake,  and  actively  participate  in,  the 
study  and  development  of  various  mechan- 
isms for  the  provision  of  medical  care  of 
high  quality.”  The  commission  defined  free- 
dom of  choice  as  “the  right  of  the  individual 
to  exercise  without  restraint  selection  among 
alternatives.”  When  applied  to  medical  care, 
the  report  said  an  individual  should  have  the 
right  to  select  a physician  of  his  choice.  “The 
medical  profession  subscribes  to,  supports, 
and  strives  to  attain  complete  acceptance  and 
application  of  this  principle  of  freedom  of 
choice,”  the  report  stated.  “Free  choice  of 
physician  is  an  important  factor  in  the  pro- 
vision of  good  medical  care  ...  in  order  that 
the  principle  be  maintained  and  be  fully 
implemented  the  medical  profession  must  dis- 
charge more  vigorously  its  self-imposed  re- 
sponsibility for  assuring  the  competency  of 
physicians’  services  and  their  provision  at  a 
cost  which  the  people  can  afford.”  Action 
upon  this  report  was  deferred  until  the  June 


meeting  in  Atlantic  City.  There  will  no  doubt 
be  much  debate  on  it. 

Although  it  may  seem  highly  improbable 
that  many  of  the  myriad  of  closed-panel 
plans  will  adopt  unqualifiedly  the  free-choice 
principle  in  the  near  future,  once  the  public 
is  convinced  of  the  validity  of  that  concept, 
they  will  insist  upon  it.  There  are  some 
straws  in  the  wind  that  point  in  that  direc- 
tion, as  for  example,  Anthony  Anastasia, 
Vice  President  of  the  International  Long- 
shoremen’s Association,  and  boss  of  Local 
1814  of  Brooklyn.  When  he  built  a million- 
dollar  medical  center  with  money  donated  by 
the  New  York  Shipping  Association  and  in- 
tended to  operate  it  according  to  his  own 
specifications,  he  encountered  determined  op- 
position from  Brooklyn’s  physicians.  This  op- 
position was  so  effective  that  the  medical 
center  is  now  in  operation  in  accordance  with 
the  doctors’  suggestions.  Other  unions  in  iso- 
lated instances  have  granted  a certain  amount 
of  free  choice  for  the  patient  to  select  his 
physician  in  a health  center,  although  this 
practice  is  decidedly  the  exception. 

One  means  that  could  be  most  effective 
in  our  campaign  to  secure  complete  and  un- 
restricted freedom  of  choice  for  patient  and 
physician  would  be  the  simple  refusal  to 
participate  in  any  method  which  distributes 
our  services  without  free  choice.  This  is  not 
in  any  manner  to  be  construed  or  interpreted 
as  a recommendation  that  the  physician  go 
on  strike.  Under  the  non-participation  ma- 
neuver, the  patient  would  continue  to  be 
served  to  the  best  of  our  ability,  but  the  third 
party  interfering  with  this  normal  physician- 
patient  relationship  would  merely  be  by- 
passed. Patients  who  could  afford  to  pay  for 
services  would  be  billed  directly.  Those  who 
could  not  would  continue  to  receive  services 
gratuitously  and  cheerfully,  a responsibility 
which  medicine  does  and  always  has  accepted 
with  honor  and  dignity. 

It  will  of  course  be  objected  that  such 
non-participation  to  be  effective  at  all  would 
require  almost  if  not  entirely  the  universal 
and  unqualified  support  of  all  physicians  con- 
cerned and  that  this  would  be  difficult  to 
obtain.  This  would  afford  an  excellent  op- 
portunity to  demonstrate  the  power  of  moral 
suasion  and  could  be  expected  to  produce 
results  once  the  physicians  really  understood 
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the  issues.  Admittedly,  in  communities  which 
depend  solely  on  the  economic  activities  of 
the  kind  under  discussion  this  would  pose  a 
serious  problem  to  every  private  practitioner, 
but  under  the  UMWA  edict  many  if  not  most 
of  these  practitioners  are  now  excluded  any- 
way. 

In  all  considerations  with  respect  to  the 
rendition  of  medical  care,  sight  should  not 
be  lost  of  the  fact  that  only  physicians  can 
render  that  care.  No  government  official,  no 
labor  unioneer,  no  insurance  executive  and 
no  lodge  official  can  perform  an  appendec- 
tomy or  treat  a case  of  pneumonia.  Let  us 
stop  acting  like  a horde  of  undisciplined 
school  boys  bent  on  all  manner  of  unrelated 
adventures.  Let  us  stop  leading  from  weak- 
ness, when  we  can  in  fact  lead  from  the  only 
source  of  strength  in  the  medical  care  pic- 
ture— the  producer  of  the  services  required. 

Transcending  all  other  considerations  is 
the  fact  that  the  physician  is  a citizen  of  the 
land  in  which  he  lives  first  and  a physician 
second.  No  matter  how  highly  idealistic,  mor- 
ally upright  and  ethically  honorable  he  may 
be,  he  cannot  escape  the  fact  that  he  ministers 
to  his  patients  in  the  environment  in  which 
he  finds  them.  Although  he  may  be  able  to 
render  medical  care  of  the  highest  scientific 
grade  and  enhance  that  rendition  with  his 
years  of  valuable  and  successful  experience, 
he  cannot  avoid  the  fact  that  the  results  he 
achieves  will  in  some  measure  depend  upon 
other  factors  such  as  good  food,  good  clothing, 
good  housing  and  good  sanitation.  These 
factors  are  part  and  parcel  of  the  socio- 
economic milieu  in  which  the  patient  lives 
and  are  dependent  to  a certain  extent  upon 
his  status  in  that  milieu.  More  and  more  the 
thoughtful  physician  is  beginning  to  realize 
that  it  is  not  enough  to  give  his  patient  the 
very  best  care  available,  but  that  in  addition 
his  duty  as  physician  and  citizen  merge  in  a 
common  obligation  to  participate  actively  as 
an  individual  and  as  a member  of  his  profes- 
sional organizations  to  the  utmost  permitted 
by  time  and  energy  in  a study  and  under- 
standing of  the  socio-economic  structure  in 
which  he  lives  and  practices  and  in  well- 
guided  efforts  to  preserve  the  basic  elements 
which  have  made  that  structure  so  produc- 
tive for  all  concerned,  while  at  the  same  time 
welcoming  eagerly  real  and  dependable  im- 


provements and  speeding  their  adoption. 

It  is  not  expected  that  the  physician  will 
become  overnight  a razor-sharp  economist 
or  a sociologist  qualified  by  a string  of  ad- 
vanced degrees  cum  laude.  In  order  to  be- 
come adept  at  simple  arithmetic  and  to  know 
that  two  and  two  invariably  make  four,  it 
is  not  required  that  one  be  qualified  in  the 
mathematics  of  space  or  an  expert  on  the 
theory  of  relativity.  Good,  old-fashioned  com- 
mon sense  with  a perspective  of  human 
values  learned  in  the  hard  school  of  experi- 
ence are  often  much  more  valuable  in  the 
field  of  socio-economics  than  years  spent  in 
the  ivory  tower  entirely  aloof  from  all  con- 
tact with  reality.  On  the  record,  those  ex- 
perts who  have  been  so  trained  and  whose 
willing  hands  have  assumed  the  direction 
and  remolding  of  our  country’s  institutions 
for  these  many  years  have  treated  those  in- 
stitutions much  as  a blacksmith  would  repair 
a fine  watch  with  a sledgehammer,  and  with 
similar  results.  As  Josh  Billings  used  to  say, 
“The  trouble  with  most  people  is  not  that 
they  are  so  ignorant,  but  that  they  know  so 
much  that  isn’t  so.” 

In  discharging  this  newer  and  larger  re- 
sponsibility, the  physician  will  bring  to  the 
task  the  intelligent  and  educated  skepticism 
with  which  he  approaches  all  disease.  He  will 
find  the  same  approaches  to  diagnosis  and 
therapy  so  effective  in  human  disease  to  be 
equally  applicable  to  disease  in  the  body  poli- 
tic, and  equally  effective. 

Participate 

To  any  rational,  thinking  and  informed 
human  being  it  must  be  more  than  obviously 
self-evident  that  our  American  Constitutional 
Republic  is  in  dire  peril  for  its  very  life  be- 
cause of  the  constantly-increasing  inroads  of 
this  lethal  virus  of  collectivism.  Is  it  not  high 
time  that  we  as  physicians  drop  immediately 
and  for  all  time  the  quaint  notion  that  we 
and  our  professional  organizations  should 
have  nothing  to  do  with  the  environment  in 
which  we  live? 

As  we  step  more  actively  and  effectively 
in  this  broader  field,  we  shall  of  course  ex- 
pect to  encounter  opposition  and  ridicule.  We 
shall  be  deluged  with  the  frayed  and  worn 
cliches  that  times  are  different,  that  new 
times  require  new  methods,  the  old  must  be 
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discarded.  Does  change  always  and  necessar- 
ily indicate  progress? 

The  physician  grounded  in  the  funda- 
mentals of  his  science  knows  full  well  that 
the  principles  of  physiology  discovered  and 
enunciated  by  Claude  Bernard  (1813-1878) 
have  stood  the  test  of  time  and  are  still  as 
applicable  today  as  when  first  presented. 
The  Pythagorean  theorem  that  in  a right- 
angled  triangle  the  square  of  the  hypotenuse 
is  equal  to  the  sum  of  the  squares  of  the  two 
legs  is  equally  applicable  to  a triangle  of 
microscopic  dimensions  and  to  one  resting 
in  the  sidereal  universe.  The  laws  of  thermo- 
dynamics, the  economic  laws  of  supply  and 
demand,  the  law  of  diminishing  returns, 
Gresham’s  Law  that  bad  money  drives  out 
good  money,  are  always  operative  although 
man  at  times  tries  foolishly  to  interfere  with 
the  generator  of  a steam  generator  or  to  dis- 
guise the  effects  of  the  violation  of  change- 
less economic  law  by  all  manner  of  controls 
upon  the  individual  and  his  environment. 
Ultimately,  these  controls  always  fail  and 
bring  with  their  failure  consequences  of  the 
most  serious  sort  to  all  involved. 

Once  the  physician  shows  a genuine  inter- 
est in  economics  other  than  the  apparently 
self-serving  one  of  opposing  socialized  medi- 
cine; once  he  indicates  by  word  and  action 
that  he  and  the  organizations  for  which  he 
is  responsible  are  now  entering  the  fight  to 
reclaim  and  expand  individual  freedom  in 
every  field,  he  will  receive  surprising  ap- 
proval and  support  from  many  sources,  and 
will  find  a much  more  attentive  and  sympa- 
thetic audience  when  he  presents  his  plea  for 
freedom  in  his  special  field. 

The  A.M.A.  Committee  to  Study  Objec- 
tives and  Basic  Programs  presented  its  report 
to  the  House  of  Delegates  at  the  Minneapolis 
meeting,  also.  Based  in  part  on  the  responses 
to  questionnaires  sent  to  nearly  7,000  physi- 
cians representing  a cross-section  of  the  en- 
tire country,  and  in  part  upon  personal  inter- 
views and  correspondence,  this  report  con- 
cluded that  the  American  physician  is  indeed 
more  acutely  aware  of  and  extremely  inter- 
ested in  socio-economics  than  in  any  other 
question  upon  which  a response  was  re- 
quested. Two  fundamental  and  far-reaching 
recommendations  were  made  by  the  commit- 
tee: 


1.  That  Article  II  of  the  Association’s  Con- 
stitution be  amended  to  read  as  follows:  “The 
objectives  of  the  Association  are  to  promote 
the  science  and  art  of  medicine  and  the  bet- 
terment of  the  public  health,  and  an  under- 
standing of  the  socio-economic  conditions 
which  will  facilitate  the  attainment  of  these 
ohjectives.”  (The  italics  represent  the  amend- 
ment.) This  amendment  was  approved  by 
the  reference  committee,  was  approved  by 
the  House  of  Delegates,  and  will  lie  on  the 
table  until  the  June  meeting  in  Atlantic  City. 

2.  The  establishment  of  a Committee  or 
Council  on  Socio-economics  to  investigate 
socio-economic  conditions  and  related  prob- 
lems with  which  the  Association  is  likely  to 
be  confronted  in  future  years.  This  specific 
recommendation  was  not  approved,  but  a 
mandate  was  given  to  the  new  Division  on 
Economic  Research  to  effectuate  the  recom- 
mendation. 

The  fact  that  the  House  of  Delegates,  the 
policy-making  body  of  American  medicine, 
was  willing  to  take  this  first  and  almost  revo- 
lutionary step  is  most  significant.  It  does  in- 
deed represent  a real  advance,  and  could 
mark  a turn  in  the  seemingly  endless  and 
almost  hopeless  fight  against  the  destruction 
of  the  American  Constitutional  Republic  by 
the  gradualist  and  infiltrative  tactics  of  the 
collectiviser. 

Conclusions 

We  must  stop  apologizing  for  America 
and  for  the  almost  limitless  opportunities  our 
system  of  private  competitive  enterprise 
operating  under  our  constitutional  republic 
gives  to  everyone  living  within  her  sway. 
That  system  is  not  perfect,  but  it  is  the  most 
highly  perfectible  system  ever  yet  devised 
by  man  and  has  produced  the  highest  scale 
of  living  most  widely  distributed  to  all  ever 
known  in  history.  We  must  also  stop  apolo- 
gizing for  our  American  system  of  medical 
care.  Under  that  system,  the  American  people 
are  the  healthiest  people  in  the  world  today, 
bar  none,  when  comparable  populations  are 
considered.  We  recognize  and  admit  freely 
that  that  system  is  not  perfect,  but  it  too  is 
the  best  that  has  yet  been  devised.  We  know 
it  can  be  improved,  and  are  constantly  en- 
gaged in  endeavors  to  that  end. 

Our  voluntary  plans  for  the  prepayment 
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of  the  costs  of  illness  are  growing  by  leaps 
and  bounds,  now  covering  for  hospitalization, 
121  million;  for  surgical  care,  109  million;  for 
medical  care,  72  million;  for  catastrophic  or 
major  medical,  13.2  million.  This  is  indeed 
a great  advance  and  can  result  in  an  almost 
complete  coverage  of  the  population  in  the 
near  future,  particularly  since  some  insur- 
ance companies  are  now  offering  coverage 
to  those  65  and  over. 

Our  interest  in  America  as  the  land  in 
which  we  live  and  practice  our  science  art 
is  the  twofold  one  of  citizen  and  physician, 
and  as  such  we  owe  an  obligation  to  our  pa- 
tients, our  fellow  citizens,  our  confreres  and 
ourselves  to  use  every  means  and  talent  at 
hand  to  perpetuate  and  expand  the  stability 
and  outreach  of  our  Republic  and  to  strength- 
en and  broaden  the  effectiveness  of  the  insti- 
tutions flourishing  under  it. 

To  that  end,  we  must  insist  upon  the 
primacy  of  the  individual  in  every  considera- 
tion and  circumstance.  Individual  freedom 
based  upon  individual  responsibility  and  lim- 
ited only  by  those  minimum  restrictions  nec- 


essary to  assure  to  all  an  equal  opportunity 
to  enjoy  that  freedom  must  be  the  goal  in 
every  activity  of  every  citizen.  In  a society 
based  upon  these  ideals,  the  menace  of  closed 
panel  practice  or  of  any  of  the  other  nefarious 
manifestations  of  third-party  interference 
with  the  physician-patient  relationship  would 
never  arise. 

Is  this  a vague  and  dreamy  ideal  impos- 
sible of  attainment?  Decidedly  not.  Once  the 
real  productive  and  distributive  capacity  of 
our  socio-economic  structure  becomes  truly 
known  to  any  large  segment  of  those  bene- 
fiting under  it,  once  its  incomparable  superi- 
ority over  any  tarnished  and  tawdry  collec- 
tivist scheme  ever  devised  or  visualized  is 
even  remotely  understood  by  any  appreciable 
number  of  our  citizens,  they  will  brook  no 
interference  with  its  realization. 

Of  course,  it  is  very  late  in  the  planned 
time  table  of  the  destruction  of  individual 
rights  and  the  dissolution  of  our  constitu- 
tional republic.  In  all  past  history,  the  physi- 
cian has  been  outstanding  as  a champion  of 
individual  rights.  Our  opportunity  is  now.  • 


in  chronic  lymphatic  leukemia 


Paul  E.  RePass,  M.D.,  Denver 


Productive  life  for  twenty  tivo  years 
with  chronic  leukemia,  over  10,000 
of  x-ray  therapy,  until  his  terminal 
pneumonia  are  here  chronicled 
for  your  interest. 

As  A RULE,  patients  with  chronic  lymphatic 
leukemia  live  a few  years  after  onset  of  the 
disease.  A survival  time  of  22  years  with  the 


patient  dying  of  something  else  is  not  a 
record,  but  is  unusual.  Pisciotta  and  Hirsch- 
boeck  reported  one  case  living  25  years  and 
one  33  years,  the  latter  having  received  x-ray 
therapy.  McGavran  also  reported  one  case 
living  25  years.  Average  survival  in  cases 
of  chronic  leukemia  of  both  types  has  been 
found  by  various  authors  to  be  around  three 
years.  Graver,  in  1952,  reported  that  15-7  per 
cent  of  patients  with  chronic  lymphogenous 
leukemia  seen  between  1930  and  1940  sur- 
vived five  or  more  years. 

Another  point  of  interest  is  that  the 
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patient  reported  here  received  a number  of 
x-ray  treatments  over  a long  period  of  time 
with  no  more  ill  effect  than  a little  dryness 
and  pigmentation  of  the  skin  over  the  spleen. 
And  when  so  much  is  being  written  (not  as 
a rule  by  radiologists)  about  the  harmful 
effect  of  radiation,  the  reporting  of  a patient 
receiving  a total  of  10,272  r (air)  may  be 
worthwhile.  This  total  dosage  is  not  un- 
usually high,  however,  when  compared  with 
patients  treated  for  deep  seated  malignancy. 

CASE  REPORT 

In  July,  1935,  a 49-year-old  white  male  pre- 
sented himself  with  enlargement  of  the  lymph 
glands  in  the  neck.  Blood  count  showed  Hg  70 
per  cent,  RBC  3,650,000,  WBC  70,400  with  81  per 
cent  small  lymphocytes.  The  diagnosis,  at  first 
thought  to  be  Hodgkin’s  disease,  was  changed  to 
lymphatic  leukemia.  Four  days  after  the  initial 
visit  and  after  two  x-ray  treatments  the  tempera- 
ture was  102°.  Three  days  later  x-ray  therapy 
was  discontinued;  five  treatments  had  been  given 
to  the  cervical  region.  There  is  no  record  of  the 
patient  until  June,  1937,  at  which  time  his  blood 
count  was  Hg  90  per  cent,  RBC  4,580,000,  WBC 
84,150  with  92  per  cent  small  lymphocytes.  Two 
treatments  were  given  to  each  side  of  the  neck 
in  a period  of  four  days;  immediately  after  this 
the  WBC  was  reduced  to  32,050  but  the  RBC  was 
also  down  (to  3,410,000).  Six  weeks  later  another 
treatment  was  given  to  the  right  side  of  the  neck. 
Two  months  later  the  spleen  was  treated  at  in- 
tervals of  two  or  three  days  until  four  treatments 
had  been  given.  In  December  there  was  an  x-ray 
treatment  to  the  right  axilla. 

Differential  count  of  the  sternal  marrow  in 
March,  1938,  was  polymorphonuclears  9 per  cent, 
stabs  7 per  cent,  lymphocytes  56  per  cent,  lympho- 
blasts 5 per  cent,  myelocytes  9 per  cent,  meta- 
myelocytes 12  per  cent,  normoblasts  2 per  cent. 
In  June,  1938,  the  spleen  was  treated  three  times, 
a total  of  870  r being  given.  CBC  in  September, 
1938,  was  Hg  92  per  cent,  RBC  4,280,000,  WBC 
8,600,  small  lymphocytes  50  per  cent,  large  lympho- 
cytes 6 per  cent,  polys  44  per  cent.  There  was 
a remission  until  April,  1939,  at  which  time 
patient  received  290  r to  the  spleen  anteriorly. 
In  May,  218  r were  given  over  the  lateral  aspect 
of  the  spleen.  WBC  declined  to  9,400.  A longer 
remission  followed. 

The  next  treatment  was  in  November,  1942, 
at  which  time  3 X 290  r were  given  to  the  right 
axilla  and  290  r each  to  the  anterior  and  posterior 
aspect  of  the  spleen.  In  December,  1942,  a super- 
ficial abscess  developed  in  the  right  axilla  and  the 
patient  was  given  179  r.  There  was  a remission 
until  July,  1943,  when  one  treatment  was  given 
over  the  anterior  aspect  and  one  over  the  posterior 


aspect  of  the  spleen  (290  r per  treatment).  After 
this  the  white  blood  count  fell  from  19,800  to 
6,750.  The  next  treatment  was  a superficial  one 
of  268  r to  a small  area  over  the  left  ear. 

In  January,  1945,  two  fields  over  the  spleen 
were  given,  290  r each.  It  was  over  two  years, 
in  March,  1947,  before  more  treatment  was  re- 
quired. This  consisted  of  2 X 197  r to  an  anterior 
field  over  the  spleen  and  262  r over  a posterior 
field.  The  patient  did  well  until  June,  1949,  when 
WBC  was  found  to  be  35,000.  The  writer  gave 
three  treatments  of  197  r each  over  the  spleen 
which  lowered  the  WBC  to  4,100  in  August,  1949. 
By  December  the  white  count  was  10,750.  The 
remission  lasted  over  three  years.  The  next  treat- 
ment was  in  October,  1952,  and  consisted  of  4 X 
151  r over  the  spleen,  bringing  on  a remission 
which  lasted  over  two  years.  Three  treatments 
(382  r total)  over  the  spleen  in  November,  1954, 
brought  the  white  count  from  27,500  to  9,750. 

The  last  treatment  was  given  in  August,  1957, 
consisting  of  three  areas  over  the  spleen,  totaling 
455  r.  The  patient  had  been  relatively  well  for 
almost  three  years.  The  last  blood  count  in  this 
office  was  in  October,  1957,  at  which  time  the 
WBC  was  5,050,  RBC  3,110,000,  Hg  66  per  cent, 
small  lymphocytes  57  per  cent,  neutrophiles  41 
per  cent,  large  lymphocytes  2 per  cent. 

He  continued  at  his  work  as  a pharmacist  until 
he  became  ill  in  November,  1957.  He  had  high 
fever,  chills  and  coughed  up  blood.  On  admission 
to  the  hospital  two  days  later  he  was  in  acute 
respiratory  distress.  Chest  x-ray  revealed  heavy 
mottled  and  diffuse  infiltration  of  the  left  lung. 
Gram  stain  of  the  sputum  showed  positive  diplo- 
cocci.  WBC  was  18,000  and  showed  predominantly 
mature  lymphocytes.  He  died  four  hours  after 
admission. 

Summary  of  pathologic  findings 

1.  Pneumonia,  lobar  type,  left  upper  lobe. 

2.  Leukemia,  chronic  lymphocytic  type, 
with  leukemic  infiltration  in  epicardium, 
mediastinal  and  retroperitoneal  lymph  nodes, 
spleen,  liver,  kidney,  prostate,  adrenal  glands 
and  bone  marrow. 

3.  Arteriosclerosis,  generalized. 

Comment 

The  frequent  and  prompt  remissions  in- 
duced by  x-ray  therapy  in  this  case  are  most 
interesting.  The  patient  continued  to  work  as 
a pharmacist  and  lost  no  more  time  from  his 
work  than  the  average  person  might.  He  re- 
ceived liver  extract  and  B-12  injections  which 
apparently  kept  his  anemia  from  developing 
to  disabling  proportions.  It  was  the  usual 
finding  to  have  the  red  count  down  at  the 
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same  time  the  white  count  was  up. 

The  author  has  reviewed  cases  of  chronic 
leukemia  treated  by  radioactive  phosphorus 
(P-32) ; these  have  seemingly  done  well,  but 
of  course  none  could  have  been  followed  long 
because  the  first  such  case  was  treated  by 
Lawrence  in  1939.  The  cases  whose  charts 
were  studied  required  multiple  doses  and  at 
least  as  close  supervision  as  the  case  reported 
here.  It  would  seem  that  for  practical  pur- 
poses either  x-ray  or  P-32  could  be  used  in 
similar  cases  with  comparable  results. 

The  fulminating  course  of  the  terminal 
pneumonia  which  caused  the  death  of  this 
patient  may  be  related  to  the  depleted  con- 
dition of  his  bone  marrow  and  to  the  anemia 


which  he  had  at  the  start  of  his  terminal 
illness.  However,  other  older  patients  with- 
out leukemia  may  succumb  to  pneumonia 
which  runs  a similar  rapid  course. 

Summary 

1.  The  case  of  a 71 -year-old  male  dying 
of  pneumonia  after  having  had  lymphatic 
leukemia  for  a period  of  more  than  22  years 
is  reported. 

2.  A total  of  10,272  r measured  in  air  was 
administered.  No  ill  effects  of  x-ray  treat- 
ment were  evident  and  after  each  series  of 
treatments  remission  recurred. 

3.  The  relative  merits  of  x-ray  and  P-32 
therapy  are  commented  on.  • references  on  139 
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nary  i fections  in  paraplegics* 

M.D.,  Donald  R Inick,  M.D,,  and  Frederick  A.  Lloyd,  M.D.,  Hines,  Illinois 


☆ 

Two  currently  popuU  sulfonamides 
were  found  to  be  efft  ‘tive 
except  in  those  cases  wne^^^^^^^ 
prolonged  catheter  drainage  was 
necessary.  T oxicity  was  rare. 


The  paralyzed  bladder  has  a tendency  to  be- 
come infected  due  to  its  inability  to  empty 
completely.  Infection  prevents  a maximum 
return  of  efficient  bladder  function  and  de- 
stroys renal  parenchyma.  Consequently  it  is 
important  to  control  infection  by  maintaining 
adequate  drainage,  meticulous  sterile  tech- 
nics in  handling  catheters,  and  judicious  use 
of  antibiotics  and  chemotherapeutic  agents. 

The  necessity  of  administering  these 
agents  repeatedly  over  a prolonged  period 
makes  it  important  to  utilize  a drug  that  is 
well  tolerated,  has  a low  incidence  of  tox- 


•From  the  Hines  Veterans  Administration  Hospital,  Hines, 
Illinois.  An  extensive  reference  list  has  been  omitted  because 
of  space  limitations.  They  are,  however,  included  with  the 
author’s  reprints. 


icity,  is  inexpensive,  and  remains  effective 
against  a large  number  of  pathogenic  or- 
ganisms. 

Despite  the  effectiveness  of  the  early  sul- 
fonamides, the  incidence  of  toxicity  plus  the 
tendency  to  crystalize  in  a concentrated  acid 
media  producing  anuria  discouraged  pro- 
longed use.  Recently  two  sulfonamide  deriva- 
tives have  been  developed  which  circumvent 
these  disadvantages.  Both  Gantrisin  (3-4-di- 
methyl-5-sulfanilamido-isoxazole)  and  Thio- 
sulf  il  ( a-sulf  anilamide-5-methy  1-3-4-thiadia- 
zole)  are  highly  soluble  drugs  in  the  free  and 
acetylation  forms  with  a wide  spectrum  of 
effectiveness  against  gram  positive  and  gram 
negative  organisms. 

Thiosulfil  has  a greater  range  of  pH  solu- 
bility and  less  acetylation  due  to  a strong 
hydrogen  atom  bond  and  nitrogen  radicals 
which  increase  the  stability  of  the  compound. 
Toxicity  consists  mainly  of  anorexia  and 
lassitude  even  with  prolonged  therapy. 

The  incidence  of  dermatitis,  anorexia, 
vomiting,  headache,  fever,  and  vertigo  is  no 
greater  with  Gantrisin  than  with  any  of  the 
other  sulfonamide  preparations.  Leukopenia, 
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agranulocytosis,  hematuria,  and  increased 
prothrombin  time  have  been  reported  with 
prolonged  administration  of  Gantrisin. 

Method 

One  hundred  fifty-two  paraplegic  patients 
at  the  Veterans  Administration  Hospital, 
Hines,  Illinois,  were  divided  into  three  ap- 
proximately equal  groups.  Thiosulfil  was 
administered  to  52  subjects  in  Group  I,  Gant- 
risin to  50  patients  in  Group  II,  while  30 
patients  were  given  salt,  and  20  individuals 
aspirin  in  Control  Group  III.  Duration  of 
therapy  ranged  from  one  to  four  weeks 
(Table  1). 

A comparable  dose  of  each  drug  was 
given,  divided  into  four  doses  per  day,  con- 
sisting of  two  grams  of  Thiosulfil,  four  grams 
of  Gantrisin,  and  2.4  grams  of  aspirin  and 
salt.  No  attempt  to  alkalinize  the  urine  or 
increase  the  fluid  intake  was  made.  Each 
group  contained  patients  with  complete  and 
incomplete,  high  and  low  cord  injury  levels. 
The  bladders  were  in  various  stages  of  re- 
covery. Patients  with  suprapubic,  indwelling 
urethral  catheters,  and  external  type  drain- 
age were  included. 

Only  those  patients  with  relatively  nor- 
mal function  were  accepted.  This  was  ascer- 
tained by  a urologic  work-up,  which  consist- 
ed of  a non-protein  nitrogen  blood  level, 
intravenous  pyelogram,  residual  urine  deter- 
mination, cystometrogram,  and  a cystoscopic 
examination.  Cystogram  and  retrograde  pyel- 
ography were  utilized  in  selected  cases 
where  additional  information  was  necessary. 
Urinalysis,  urine  cultures  and  sensitivities 
were  obtained  previous  to  therapy  and  every 


third  day  while  administering  the  drugs. 
Complete  blood  counts  were  determined  each 
week  during  therapy. 

Results 

Urinalysis  reverted  to  normal  in  53  per 
cent  of  the  Thiosulfil  group  and  in  48  per 
cent  of  the  Gantrisin  treated  patients.  The 
44  per  cent  improvement  of  the  salt  control 
group  was  almost  comparable  to  the  Gantri- 
sin values.  Only  35  per  cent  improvement 
was  noted  in  the  aspirin  treated  patients 
(Table  2). 

Thiosulfil  was  ineffective  in  only  7 per 
cent  of  the  urinalyses  as  contrasted  to  28 
per  cent  of  the  urines  on  Gantrisin  therapy. 
Twenty-three  per  cent  of  the  salt  patients 
and  12  per  cent  of  the  aspirin  control  group 
urinalyses  had  an  increase  in  cell  counts. 

The  majority  of  cultures  in  all  three 
groups  was  positive.  Thiosulfil  produced  one 
negative  culture  and  irradicated  3 per  cent 
of  the  organisms.  Four  negative  cultures  and 
1.5  per  cent  organism  irradication  were  reg- 
istered in  the  Gantrisin  group.  Only  1.9  per 
cent  improvement  and  two  negative  cultures 
were  noted  in  the  salt  and  aspirin  control 
groups.  The  improved  cultures  occurred 
mainly  in  efficient  automatic  type  bladders. 

B.  Coli  and  Proteus  were  the  most  com- 
mon organisms  isolated.  Only  rarely  could 
they  be  eliminated  by  either  of  the  chemo- 
therapeutic agents.  The  most  common  or- 
ganisms irradicated  were  Aerobacter  Aero- 
genes,  Pseudomonas  Auroginosa,  and  B. 
Klebsiella,  in  that  order  of  frequency.  Or- 
ganisms that  appeared  initially  or  in  the 
early  cultures  were  most  liable  to  be  elimi- 


TABLE  1 

Comparison  of  numbers  of  patients  and  amount  of  drug  administered  in  each  group. 


Days 

GROUP  I 
(Thiosulfil) 

Total  Dosage 

Number 

Days 

GROUP  II 
(Gantrisin)' 

Total  Dosage 

Number 

Days 

GROUP  III 
■ (Salt) 

Total  Dosage 

Number 

30 

60  gm. 

39 

30 

120  gm. 

23 

30 

72  gm. 

30 

27 

54  gin. 

1 

28 

112  gm. 

5 

(Aspirin) 

25 

50  gm. 

6 

16 

64  gm. 

1 

30 

72  gm. 

10 

23 

46  gm. 

3 

15 

60  gm. 

1 

28 

67  gm. 

2 

21 

42  gm. 

2 

14 

56  gm. 

17 

24 

58  gm. 

4 

5 

10  gm. 

1 

10 

40  gm. 

1 

21 

50  gm. 

3 

3 

12  gm. 

2 

16 

38  gm. 

1 
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TABLE  2 

Graphs  comparing  the  results  of  the 
three  test  groups 

CULTURES 


nated  while  secondary  invaders  in  late  cul- 
tures tended  to  remain.  In  vitro  sensitivities 
for  Thiosulfil  and  Gantrisin  were  negative 
to  the  bacteria  in  question  as  the  drugs  act 
mainly  through  the  reticuloendothelial  sys- 
tem rather  than  directly  on  the  organism. 

T oxicity 

The  incidence  of  toxicity  was  much  lower 
for  Thiosulfil,  consisting  of  a single  incidence 
of  anemia,  mild  leukopenia  and  generalized 
dermatitis.  Gantrisin  produced  three  cases  of 
dermatitis,  one  of  anemia,  and  three  instances 
of  leukopenia.  Anorexia,  nausea,  clotting 
aberrances,  agranulocytosis,  and  fevers  were 
not  produced  by  either  drug.  No  case  of  crys- 
talluria,  hematuria,  or  anuria  was  observed. 
Salt  administration  caused  four  instances  of 
vomiting  which  were  not  sufficiently  severe 
to  terminate  therapy. 

Discussion 

Borque  and  Joyal  stated  that  the  prob- 


ability of  lasting  cures  decreases  in  the  pres- 
ence of  concomitant  pathologic  entities  re- 
ducing adequate  drainage.  Continued  catheter 
drainage  tends  to  prolong  infection  tenden- 
cies due  to  irritative  qualities.  Furthermore, 
manipulation  of  the  catheter  increases  the 
potentiality  of  infection.  The  low  percentage 
of  improvement  with  both  Thiosulfil  and 
Gantrisin  is  undoubtedly  due  to  inadequate 
detrusor  muscle  activity  requiring  prolonged 
catheter  drainage.  Our  results  indicate  that 
improvement  was  more  frequent  with  effi- 
cient automatic  bladders  of  high  level  lesions. 
A comparison  of  the  statistics  concerning  the 
control  of  infection  as  indicated  by  an  im- 
provement in  urinalysis  and  cultures  for  Thi- 
osulfil and  Gantrisin  indicated  that  the 
former  had  a slightly  higher  rate  of  improve- 
ment. However,  Gantrisin  had  a higher  num- 
ber of  negative  cultures. 

The  low  incidence  of  toxicity  from  Thio- 
sulfil concurs  with  those  of  other  workers. 
One  of  the  authors,  F.  L.,  has  had  five  non- 
paraplegic patients  on  prolonged  therapy  for 
18  months.  Despite  continued  catheter  drain- 
age, infection  and  salt  deposition  has  been 
minimal.  Anderson  and  his  co  - workers 
treated  375  patients  for  continuous  periods 
up  to  23  days  with  an  occasional  mild  ano- 
rexia and  lassitude.  Minimal  toxic  reaction 
was  reported  in  the  treatment  of  100  acute 
and  chronic  urologic  cases  for  continuous 
periods  up  to  three  years  without  precaution- 
ary measures  by  Hughes,  Coppridge,  and 
Roberts.  The  lowered  dosage  in  comparison 
to  the  other  sulfonamide  preparation  may  be 
a factor  in  decreasing  the  toxic  manifesta- 
tion. 

Gantrisin  has  been  shown  by  numerous 
studies  to  be  effective  in  a wide  variety  of 
infections  although  this  is  not  apparent  in 
the  data  presented.  Perhaps  if  a larger  group 
of  patients  had  been  studied,  a more  definite 
conclusion  as  to  its  merits  could  have  been 
ascertained.  Certainly  the  toxic  element  was 
greater  than  either  the  Thiosulfil  or  salt  con- 
trol groups.  A comprehensive  review  of  338 
papers  reporting  2,850  patients  revealed  a 
low  incidence  of  toxic  reactions.  Eighteen 
cases  of  dermatitis  were  reported.  Anorexia, 
nausea,  and  vomiting  occurred  in  26  patients. 
Blood  disturbances  consisted  of  eight  in- 
stances of  prolonged  clotting  time  with  pe- 
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techial  hemorrhages  and  two  cases  of  anemia. 
Leukopenia  occurred  in  seven  patients.  Six 
instances  of  agranulocytosis  were  reported. 
Only  an  occasional  case  of  nervous  mani- 
festations was  found.  Urinary  findings  con- 
sisted mainly  of  11  cases  of  crystalluria  and 
nine  cases  of  gross  hematuria.  Anuria  has 
been  reported  in  one  instance  as  being  due 
to  the  use  of  the  drug. 

Neither  drug  in  our  series  produced  hem- 
orrhagic dyscrasias  or  urinary  findings. 
Dermatitis  was  the  most  severe  reaction.  The 
single  instance  of  dermatitis  with  Thiosulfil 
is  the  first  reported  in  the  literature. 

Conclusions 

1.  The  probability  of  producing  a lasting 


cure  in  infections  of  the  bladder  depends  on 
adequate  detrusor  muscle  activity  and  is  de- 
creased in  the  presence  of  prolonged  catheter 
drainage. 

2.  Thiosulfil  (Ayerst)  is  a highly  soluble 
sulfonamide  derivative  which  can  be  admin- 
istered effectively  over  a long  period  of  time 
with  minimal  toxic  manifestation. 

3.  Although  Thiosulfil  failed  to  produce 
a high  incidence  of  negative  urine  cultures 
in  paraplegic  patients  with  continuous  cathe- 
ter drainage,  control  of  infection  as  indicated 
by  improved  urinalysis  excelled  that  of  Gan- 
trisin  (Roche). 

4.  The  single  instance  of  dermatitis  due 
to  Thiosulfil  is  the  first  reported  in  the  liter- 
ature. • 


Factors  in  improving 

Primary  lung  carcinoma 
William  Adams,  M.D.,  Chicago 


Now  that  exploratory  thoracotomy 
has  no  greater  risk  than  abdominal 
exploration,  it  should  he  utilized 
whenever  pulmonary  lesions  fail  to 
resolve  under  medical  management. 


During  the  past  quarter  of  a century,  much 
has  been  learned  about  primary  malignant  tu- 
mor of  the  lung  as  well  as  the  surgical  means 
for  effective  management.  Since  1933  when 
E.  A.  Graham  performed  the  first  successful 
pneumonectomy  in  the  treatment  of  this  le- 
sion (the  patient  a doctor  and  still  living), 
that  operation  has  continued  to  be  the  pro- 
cedure of  choice  in  a high  percentage  of  these 
patients.  However,  in  spite  of  improvement 


*From  the  Department  of  Surgery  of  the  University  of  Chi- 
cago. Presented  before  the  23rd  Midwinter  Clinical  Session, 
Colorado  State  Medical  Society,  February  20,  1958.  Dr.  Adams 
is  Raymond  Professor  of  Surgery. 


in  surgical  management  and  better  methods 
of  anesthesia,  the  risk  of  operation  in  patients 
over  60  or  65  years  of  age  continues  to  be 
undesirably  high  (10  to  20  per  cent) . Further- 
more, out  of  every  100  patients  who  are  seen 
by  the  physician  and  who  receive  the  best 
surgical  care  available,  only  eight  to  ten  are 
living  five  years  later.  Although  the  results 
of  surgical  care  continued  to  improve  over 
a period  of  time,  during  the  past  several 
years  a plateau  has  been  reached.  The  pres- 
ent communication  concerns  itself  with  im- 
portant factors  which  when  applied  in  the 
management  of  this  problem  have  consider- 
able to  offer  in  further  improving  the  over- 
all surgical  results. 

Indeterminate  lesions 

As  shown  by  Rigler^  and  others,  a high 
percentage  of  these  lesions  arise  outside  of 
the  primary  or  secondary  bronchi  at  the  on- 
set and  when  first  discovered  at  x-ray  at  this 
stage  may  be  defined  as  “indeterminate”  or 

continued  on  72 
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Lung  surgery  cont.  from  es 

obscure  pulmonary  lesions.  As  they  continue 
to  grow  and  increase  in  size  those  located 
towards  the  hilar  area  of  the  lung  invade 
the  primary  or  secondary  bronchi  and  pro- 
duce symptoms  which  attract  attention  to 
their  presence.  If  better  results  in  surgical 
therapy  are  to  be  anticipated,  these  lesions 
must  be  “discovered”  when  they  are  still 
small,  usually  being  found  on  x-ray  screen- 
ing programs  either  by  municipal  mobile 
x-ray  units  or  by  industrial  or  educational 
institutions.  Therefore,  one  of  our  first  prob- 
lems is  to  decide  how  best  to  diagnose  and 
manage  indeterminate  or  obscure  pulmonary 
lesions. 

These  indeterminate  pathologic  conditions 
may  be  inflammatory,  neoplastic,  congenital 
or  degenerative  in  nature.  They  may  be  cav- 
itary or  solid,  and  may  be  “silent”  or  pro- 
ducing symtoms  when  first  observed.  Since 
the  above  screening  programs  have  been  put 
into  operation,  symptomatic  lesions  are  being 
seen  much  earlier  than  previously  and  many 
of  the  quiescent  type  that  would  otherwise 
escape  detection  for  weeks,  months  or  even 
years  are  being  discovered.  Since  the  inci- 
dence of  primary  carcinoma  of  the  lung  con- 
tinues to  increase  at  an  alarming  pace,  the 
importance  of  early  diagnosis  of  these  lesions 
is  apparent. 

Methods  of  diagnosis 

Because  of  the  similarity  of  the  clinical 
features  and  x-ray  findings  of  primary  neo- 
plasm of  the  lung  to  those  produced  by  other 
pulmonary  lesions,  much  thought  and  study 
has  been  given  to  the  development  of  meth- 
ods of  diagnosis  of  these  conditions  (see 
Table  1).  Although  the  list  of  these  proce- 
dures is  long,  less  advanced  lesions  continue 
to  resist  identification  in  a considerable  per- 
centage of  patients.  Leading  factors  in  diag- 
nosis may  be  revealed  by  the  history  and 
physical  findings,  including  age,  sex  and  oc- 
cupation. Clubbing  of  the  fingers  and  toes 
suggest  non-tuberculous  infection  or  neo- 
plasm. Increased  red  cell  volume  and  hemo- 
globin suggest  arterial  venous  fistula  of  the 
lung.  Cytologic  examination  of  the  sputum 
and  bronchial  aspirant  frequently  reveals  the 


only  positive  evidence  of  specific  infection 
or  carcinoma.  However,  in  my  experience, 
cytologic  examination  in  small  peripheral 
lesions  has  failed  to  give  a positive  test  for 
malignancy  in  a high  percentage  of  patients. 
X-ray  and  fluoroscopic  examinations  con- 
tinue to  be  our  best  means  of  early  detection 
of  these  lesions.  Bronchograms,  planograms 
and  oblique  views  as  brought  out  by  Rigler- 
are  at  times  helpful.  The  presence  of  calcium 
in  a pulmonary  opacity  unless  it  is  arranged 
in  concentric  rings  argues  against,  but  does 
not  exclude,  malignancy®.  However  invalu- 
able as  x-rays  are  in  the  early  discovery  of 
pulmonary  abnormalities,  all  too  frequently 
identification  of  the  pathologic  process  is 
impossible  by  this  diagnostic  method. 

The  use  of  skin  tests  for  sensitivity  to 
tubercule  bacilli  and  certain  fungi  is  likely 
to  be  of  differential  value  only  in  certain 
selective  cases.  However,  a negative  skin  test 
for  tuberculosis  may  be  of  great  value  in 
differentiation  between  a malignant  tumor 
and  that  infection.  Bronchoscopy  reveals 
tumors  centrally  located,  but  only  when  they 
arise  in  or  have  invaded  the  central  portion 
of  the  bronchial  tree.  In  some  reported  series 
of  early  cases,  bronchoscopic  biopsy  was  posi- 
tive in  only  20  per  cent  of  the  patients.  Thus, 
the  value  of  this  procedure  is  limited  in  the 
early  detection  of  pulmonary  malignancy. 
Lymph  node  biopsy  may  be  positive  in  sar- 
coidosis, tuberculosis  and  carcinoma  if  this 
latter  lesion  becomes  advanced  but  it  is  of 
little  value  in  revealing  presence  of  an  early 

TABLE  1 

Methods  of  diagnosis 

1.  History,  Physical  and  Lab. 

2.  Sputum  Studies 

3.  X-rays  and  Fluoroscopy 

4.  Skin  Tests 

5.  Bronchoscopy 

6.  Lymphnode  Biopsy 

7.  Special  X-ray  Examination 

a.  Planography 

b.  Bronchography 

c.  Angiocardiography 

8.  Diagnostic  Pneumothorax  and  Pneumo- 
peritoneum 

9.  Exploratory  Thorocotomy 
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malignancy.  Diagnostic  pneumothorax  will 
at  times  differentiate  intrapulmonary  from 
mediastinal  or  chest  wall  lesions  and  thus 
is  helpful  in  some  cases. 

Common  errors  in  diagnosis 

A.  Unresolved  pneumonia. 

Since  infection  of  the  lung  distal  to  a 
tumor  obstructing  a bronchus  produces  the 
clinical  features  of  pneumonitis  or  pneu- 
monia, it  is  not  surprising  that  the  diagnosis 
of  pneumonia  is  frequently  made  in  these 
patients.  However,  if  the  x-ray  appearance 
of  the  chest  in  the  patient  within  the  tumor 
age  group  does  not  clear  promptly  under  ade- 
quate therapy,  cancer  of  the  lung  should  be 
strongly  suspected.  The  following  is  a class- 
ical example  of  this  problem: 

CASE  1 

J.  B.,  a white  male  of  61  years,  complained  of 
productive  cough,  fever  and  malaise  of  a few 
days’  duration.  He  was  a heavy  cigarette  smoker 
and  had  coughed  for  over  twenty  years.  Physical 
examination  revealed  evidence  of  pneumonia  of 
the  right  upper  lobe.  X-ray  of  the  chest  showed 
an  irregular  shadow  in  the  upper  right  lung  field 
which  was  not  present  on  films  made  four  years 
previously.  Lateral  view  suggested  that  this  might 
be  an  interlobar  effusion  adjacent  to  a pneumonic 
area  of  the  lung.  After  a period  of  chemotherapy, 
cough  lessened  and  fever  disappeared.  He  had  lost 
no  weight  and  his  strength  remained  normal. 

One  month  later  an  x-ray  of  the  chest  revealed 
some  clearing  of  the  shadow.  All  examinations 
failed  to  identify  a tumor  in  this  patient.  Because 
the  x-ray  shadow  had  not  completely  disappeared, 
exploration  was  recommended.  A primary  squa- 
mous cell  carcinoma  was  found  in  the  right  upper 
lobe  and  was  resected.  The  importance  of  not 
delaying  exploration  when  shadows  within  the 
lung  do  not  disappear  in  a reasonable  length  of 
time  (four  to  six  weeks)  on  effective  medical 
management  is  emphasized  by  this  patient  (see 
Fig.  1). 

B.  Pneumonitis  and  lung  abscess. 

Although  pyogenic  lung  abscess  is  now 

seldom  seen,  it  still  may  present  difficulties 
in  differential  diagnosis  as  indicated  in  the 
following  case  report. 

CASE  2 

J.  V.  was  a 45-year-old  male  with  a history  of 
cough,  fever  and  hemoptyses.  Chemotherapy  had 
not  given  satisfactory  results.  X-ray  of  the  chest 
revealed  infiltration  of  the  upper  lobe  with  cavity 
formation,  which  was  brought  out  more  clearly 
by  a planogram.  The  differential  diagnosis  includ- 


ed lung  abscess  (tuberculous  or  pyogenic),  and 
cavitary  carcinoma.  Diagnostic  studies  failed  to 
identify  the  nature  of  the  lesion.  The  chest  was 
explored  and  the  resected  specimen  proved  to  be 
a pyogenic  lung  abscess.  However,  in  view  of  the 
high  incidence  of  carcinoma  of  the  lung  and  low 
incidence  of  pyogenic  lung  abscess  the  likelihood 
of  finding  the  former  lesion  in  such  a case  is 
much  greater.  Necrosis  with  excavation  of  the 
central  area  of  a primary  tumor  may  occur  when 
the  lesion  is  still  quite  small,  and  present  a pic- 
ture not  unlike  lung  abscess  as  is  seen  in  the  next 
patient. 

CASE  3 

A.  H.  was  a 41-year-old  man  who  presented 
himself  without  symptoms.  X-rays  of  the  chest 
taken  at  an  induction  center  revealed  a small 
opacity  measuring  approximately  0.5  cm.  in  di- 
ameter in  the  lower  right  lung  field.  “Wait  and 
see”  attitude  brought  no  additional  information 
during  the  following  three  months,  but  gave  the 
patient  a false  sense  of  security  in  the  absence 
of  symptoms.  Thus,  there  was  extension  of  the 
delay  and  the  patient  did  not  come  to  surgery 
for  a period  of  fifteen  months.  X-rays  taken  over 
this  period  had  demonstrated  a gradual  increase 


Fig.  1.  Case  1 — J.  B.,  (a)  Upper  left,  x-ray  of  chest 
four  years  before  onset  of  symptoms,  showing 
normal  findings;  (b)  upper  right,  note  irregular 
opacity  streaming  out  from  hilus  in  upper  right 
lung  field;  (c)  lower  left,  note  shadow  in  upper 
lung  field  with  opacity  suggesting  interlobar  fluid 
posteriorly;  (d)  lower  right,  note  persistence  of 
shadow  in  upper  right  lung  field  five  weeks  after 
that  seen  in  upper  right  view.  Operation  revealed 
a primary  carcinoma  located  in  a secondary  bron- 
chus of  the  right  upper  lung  lobe. 
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in  the  size  of  this  shadow  which  became  cavitary 
in  nature  (see  Fig.  2).  Pneumonectomy  proved 
the  lesion  to  be  a squamous  cell  carcinoma.  Al- 
though surgery  was  not  performed  until  fifteen 
months  after  discovery  by  x-ray,  metastatic  in- 
volvement was  fortunately  limited  to  regional 
lymph  nodes  and  the  patient  is  living  and  well 
eleven  years  following  surgery. 

C.  Infected  cyst. 

Large  cystic  lesions  of  the  lung  are  not 
infrequently  seen  with  advancing  years. 
When  lined  by  epithelium  they  may  become 
infected  and  cause  symptoms  of  productive 
cough  and  fever  common  to  all  pulmonary 
suppurative  lesions.  The  following  patient 
presented  such  a diagnostic  problem: 

CASE  4 

S.  C.,  a white  male  of  64  years,  developed  a 
productive  cough  and  fever.  X-ray  of  the  chest 
revealed  a large  cavitary  lesion  in  the  lower 
right  lung  field.  The  diagnosis  of  a lung  abscess 
was  made.  An  x-ray  of  the  chest  made  two  years 
previously  had  been  normal.  When  the  patient’s 
symptoms  disappeared  on  medical  therapy,  the 
diagnosis  was  changed  to  that  of  infected  lung 
cyst.  Lobectomy  showed  the  lesion  on  microscopic 


Fig.  2.  Case  3 — ^A.  H.,  x-rays  of  chest  of  patient 
covering  a sixteen  months  period.  Note  small 
opacity  in  lower  right  lung  field  at  onset  with 
development  of  excavation  and  cavity  formation 
at  various  periods  nine  to  twelve  months  later. 
Excised  specimen  revealed  a cavitary  carcinoma. 


section  to  be  a large  cavitary  carcinoma.  In  a man 
of  this  patient’s  age  the  operation  could  easily 
have  been  delayed  on  the  assumption  that  he  had 
a benign  lesion  which  had  responded  to  medical 
management. 

D.  Silent  lesions. 

Asymptomatic  pulmonary  opacities  may 
be  produced  by  a variety  of  lesions.  The  per- 
centage of  these  which  are  due  to  primary 
lung  carcinoma  has  varied  in  different  re- 
ported series.  Higginson^,  in  a series  of  thirty- 
nine  cases,  found  that  seven  (18  per  cent) 
were  malignant  lesions,  while  Wilkins  in  a 
group  of  seventy-seven  patients,  found  thirty- 
five  (45.5  per  cent)  to  have  malignancies. 
Davis®  in  a recent  exhaustive  study  of  this 
problem  in  his  own  patients,  found  101  malig- 
nant tumors  in  215  individuals  (46.9  per 
cent) . A review  of  1,230  cases  reported  by 
twenty-five  authors  revealed  the  presence  of 
malignancy  in  442  (36.7  per  cent).  Thus,  the 
importance  of  early  knowledge  of  the  pres- 
ence of  these  lesions  is  quite  apparent.  How- 
ever, as  emphasized  by  Peabody®  (see  Table 
2)  it  is  only  when  these  lesions  are  explored 
promptly  once  they  are  found  on  screening 
programs  that  improvement  in  surgical  ther- 
apy may  be  expected.  The  following  cases 
are  illustrative  of  the  silent  pulmonary  le- 
sions: 

CASE  5 

A.  A.,  a 46-year-old  colored  male,  had  been 
under  care  for  a number  of  years  for  far  ad- 


TABLE  2 

Indeterminate  pulmonary 

lesions 

Clinical  data  on  100  consecutive  cases.  j 

Lesions 

Symptomatic 

Silent 

1.  Tumor  (50) 

a.  Primary  

..  42 

27 

15 

b.  Metastatic  

. 8 

8 

2.  Tuberculosis  

. 13 

4 

9 ' 

3.  Pneumonitis  or  abs 

..  14 

14 

4.  Histoplasmosis  

..  14 

3 

11 

5.  Hamartoma 

..  5 

5 

6.  Miscellaneous  

..  4 

a.  Aspergillosis  

1 

b.  Blastomycosis  

1 

c.  Congenital  cyst  

d.  Aneurysm  

1 

1 

Total  

51 

49 

1 
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vanced  bilateral  emphysema.  He  came  in  on  a 
routine  visit  for  an  x-ray,  which  revealed  a cir- 
cumscribed opacity  in  the  left  lower  lung  field, 
measuring  approximately  1 cm.  in  diameter  (see 
Fig.  5 on  right).  The  nature  of  this  lesion  could 
not  be  determined  without  thoracotomy.  A squa- 
mous cell  carcinoma  in  an  early  stage  of  develop- 
ment was  found,  and  a lower  lobectomy  was 
performed.  This  patient  could  not  tolerate  a larger 
resection  because  of  limited  pulmonary  reserve. 
No  positive  lymph  nodes  were  found.  This  patient 
has  remained  free  of  evidence  of  recurrence  for 
over  four  years  following  surgery.  The  decision  to 
explore  was  based  on  the  x-ray  appearance  and 
the  fact  that  the  lesion  was  not  present  on  earlier 
films  (see  Fig.  3 on  left). 

CASE  6 

The  second  patient,  A.  S.,  was  a 60-year-old 
white  female  who  presented  herself  without  symp- 
toms. Several  x-rays  of  the  chest  made  over  a 
period  of  fifteen  months  revealed  little  change  in 
the  size  of  a mediastinal  shadow.  This  patient 
came  to  surgery  almost  three  years  after  the  first 
demonstration  of  tumor  by  x-ray.  By  that  time 
it  had  obviously  increased  in  size,  although  still 
asymptomatic  (see  Fig.  4).  Resection  showed  this 
to  be  an  adenocarcinoma.  Fortunately,  no  regional 
lymph  nodes  were  involved.  This  is  an  example  of 
what  has  been  repeatedly  observed,  viz.,  that  some 
well-differentiated  primary  lung  carcinomas  may 
remain  approximately  the  same  size  for  long 
periods  of  time.  This  patient  expired  four  years 
following  surgery  of  a cardiovascular  lesion. 

continued  on  next  page 


Fig.  4.  Case  6 — A.  S.,  x-rays  of  the  chest  taken 
over  a period  slightly  less  than  three  years.  Note 
isolated  opacity  in  right  hilar  area  progressing 
gradually  in  size  over  this  period.  Below  right, 
lateral  view  of  chest  showing  opacity  actually 
loca,ted  in  the  anterior  portion  of  the  midlung 
field.  Operation  revealed  this  to  be  located  in  the 
anterior  portion  of  the  right  middle  lobe  and 
microscopic  section  showed  it  to  be  an  adeno- 
carcinoma. 


Fig.  3.  Case  5 — A.  A.,  two  PA  views  of  the  chest  showing  (a)  left,  normal  findings  other  than  for  a 
bilateral  emphysema  two  years  prior  to  discovery  of  (b)  right,  isolated  opacity  in  the  left  midlung 
field.  Because  of  marked  bilateral  emphysema,  only  a left  lower  lobectomy  was  made  which  revealed 
a squamous  cell  carcinoma  of  the  lung. 
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CASE  7 

The  next  patient,  M.  A.,  was  a 48-year-old 
female  who  presented  a similar  problem,  namely 
a silent  pulmonary  shadow.  On  x-ray  it  appeared 
somewhat  scalloped  and  showed  no  evidence  of 
calcification  (see  Fig.  5).  This  lesion  was  resected 
by  lobectomy  and  found  to  be  an  alveolar  cell 
carcinoma.  She  has  remained  well  for  over  five 
years  since  surgery. 

CASE  8 

In  my  experience,  the  longest  period  of  x-ray 
evidence  of  an  asymptomatic  pulmonary  opacity 
which  proved  to  be  a primary  carcinoma  was 
nine  years  and  was  found  in  a white  female,  62 
years  of  age  (H.  T.).  This  patient’s  lesion  was  a 
squamous  cell  carcinoma  and  although  resectable, 
regional  lymph  nodes  were  involved  and  the  pa- 
tient expired  later  of  metastases. 


M.A.  545916 
I 4-1-52 

Fig.  5.  Case  7 — M.  A.,  PA  view  of  the  chest  show- 
ing an  isolated  opacity  in  the  lower  right  lung 
field.  Note  tendency  towards  umbilication  of  this 
lesion.  Microscopic  sections  of  the  excised  tissue 
showed  this  to  be  an  alveolar-cell  carcinoma. 


CASE  9 

On  some  occasions  two  or  more  silent  lesions 
may  be  found  in  the  same  lung  or  one  each  in 
both  lungs.  When  more  than  one  lesion  is  ob- 
served, they  are  likely  to  be  due  to  metastatic 
tumor  or  to  be  non-malignant  in  nature.  A 54- 
year-old  white  male  (C.  K.)  presented  x-ray 
evidence  of  two  lesions  of  different  etiology,  both 
being  asymptomatic  and  both  being  on  one  side. 
One  proved  to  be  a hamartoma  and  the  other 
adenocarcinoma,  primary  in  type.  This  patient  had 
been  under  treatment  for  symptoms  of  essential 
hypertension,  the  lung  lesions  having  been  found 
on  routine  filming  of  the  chest. 

Indeterminate  pulmonary  lesions  may  be 
produced  by  almost  any  pathologic  condition 
within  the  lung  and  may  be  either  asympto- 
matic or  produce  non-descript  pulmonary 
symptoms.  As  illustrated  by  x-rays  of  the 
chest  of  six  different  patients  seen  in  Fig.  6, 
these  lesions  produced  opacities  varying  in 
size,  shape  and  location  within  the  chest. 
All  have  one  thing  in  common,  namely  a cir- 
cumscribed pulmonary  opacity.  The  condi- 
tions illustrated  in  this  figure,  namely  (from 
left  to  right  and  above,  down),  interlobar 
cyst,  metastatic  tumor,  primary  carcinoma 
of  the  lung,  hamartoma,  arteriovenous  fistula 
with  aneurysm  of  the  lung  and  tuberculoma 
may  show  many  similarities  on  x-ray  exam- 
ination. None  of  these  lesions  had  produced 
pulmonary  symptoms.  Since  exploratory 
thoracotomy  carries  no  greater  risk  than  ex- 
ploratory laparotomy  in  patients  who  are 
otherwise  in  good  health,  this  method  of 
diagnosis  must  be  used  when  all  other  studies 
fail  to  identify  the  true  pathologic  nature  of 
the  lesion. 

Results  of  exploration 

Although  results  of  surgical  therapy  in 
patients  with  primary  lung  carcinoma  which 
were  found  on  film  survey  and  reported  by 
Boucot  and  Sokeloff®  were  disappointing, 
other  reports  have  been  most  encouraging. 
The  resectability  rate  for  primary  lung  tumor 
in  a group  of  survey  cases  reported  by  Paul- 
son and  Shaw^  was  100  per  cent,  and  in  an- 
other series  reported  by  Overholt®  was  75 
per  cent.  Furthermore,  the  tumor  had  not 
spread  beyond  the  confines  of  the  lung  in 
75  per  cent  of  the  patients  in  the  latter  sur- 
vey. In  a review  of  100  personal  consecutive 
cases  of  indeterminate  pulmonary  lesions,  50 
per  cent  were  found  on  exploration  to  have 
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a malignant  tumor  of  the  lung.  Eight  of  these 
were  metastatic  and  forty-two  were  primary 
in  type.  Other  lesions  in  which  a diagnosis 
could  not  otherwise  be  made  were:  tubercu- 
losis (13),  pneumonitis  or  lung  abscess  (14), 
histoplasmosis  (14) , hemartoma  (5)  and  one 
each  of  aneurysm,  aspergillosis,  blastomycosis 
and  congenital  lung  cyst.  Of  the  forty-two 
primary  lung  cancers,  twenty-seven  produced 
symptoms  and  fifteen  were  silent.  It  is  sig- 
nificant that  whereas  thirteen  of  the  fifteen 
silent  tumors  or  86.6  per  cent,  were  resect- 
able, only  fourteen  of  twenty-seven,  or  51.8 
per  cent,  of  those  producing  symptoms  were 
resectable.  Of  even  greater  importance  is  the 
fact  that  most  of  the  asymptomatic  group  re- 
vealed no  regional  lymph  node  metastases 
and  thus  will  likely  show  a longer  survival 
rate.  Screening  programs  therefore  have 


much  to  offer  in  the  early  detection  and  suc- 
cessful therapy  of  primary  lung  cancer  if 
surgery  is  utilized  as  soon  as  the  lesions  are 
detected  (see  Table  2) . 

Another  factor  of  therapeutic  significance 
in  peripherally  located  obscure  pulmonary 
lesions  is  the  choice  of  operation  and  its 
correlation  with  cardiopulmonary  reserve. 
In  view  of  the  advances  in  surgical  technic, 
prevention  of  shock  and  the  development  of 
safe  anaesthetic  management,  mortality  rate 
during  and  immediately  following  pneumo- 
nectomy should  be  less  than  is  currently 
reported.  A study  of  the  causes  of  operative 
and  postoperative  deaths  following  total 
pneumonectomy  reveals  significant  findings. 

Cause  of  fatalities 

In  410  personal  operations,  the  cause  of 


Fig.  6.  PA  views  of  six  patients,  all  showing  a circumscribed  pulmonary  shadow  each  due  to  a dif- 
ferent type  of  pulmonary  lesion.  These  were  as  follows:  from  left  to  right  above,  interlobar  pul- 
monary cyst,  metastatic  sarcoma  from  the  uterus,  and  primar3’^  carcinoma  of  the  lung.  Below,  left 
to  right;  hamartoma  of  the  lung,  A-V  fistula  with  aneurysm  of  the  lung  and  tuberculoma  of  the  lung. 
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fatality  in  forty-six  patients  within  one 
month  following  surgery  was  found  to  be 
cardiorespiratory  insufficiency  in  43.5  per 
cent  and  cardiovascular  dysfunction  in  an- 
other 21.8  per  cent.  Infection  with  or  without 
bronchial  fistula  was  the  principal  complica- 
tion in  only  four  patients  or  less  than  10  per 
cent  of  the  total  deaths,  and  1.4  per  cent  of 
the  resected  cases.  Thus  it  is  obvious  that  a 
thorough  study  of  cardiovascular  and  pul- 
monary status  is  important  in  reducing  the 
risk  of  surgery,  especially  in  older  people 
(see  Fig.  7). 

It  is  well  appreciated  that  cardiopul- 
monary reserve  tends  to  decrease  with  age 
after  the  fourth  decade  of  life.  Since  life  ex- 
pectancy is  increasing,  the  frequency  of 
these  operations  performed  in  older  people 
becomes  greater.  Statistics  reported  by  Cole® 
and  also  from  the  University  of  Chicago^® 
show  that  although  many  operations  of  elec- 
tion may  be  as  safe  for  the  elderly  as  for 
young  individuals,  this  is  not  true  when  pul- 


monary capacity  is  reduced,  or  when  the 
cardiorespiratory  function  is  decreased  by 
interference  with  pulmonary  ventilation  as 
is  the  case  in  upper  abdominal  and  thoracic 
operations.  The  true  status  of  cardiopulmo- 
nary reserve,  either  before,  during  or  follow- 
ing surgery,  may  be  difficult  to  determine. 
Cyanosis  per  se  is  a poor  means  for  early 
detection  of  hypoxia,  since  it  is  absent  until 
a considerable  desaturation  of  the  blood  oc- 
curs. With  lowered  oxygen  saturation,  more 
work  is  thrown  on  the  heart.  Moreover,  in 
the  older  age  group  it  is  well  recognized 
that  lowered  blood  volume  (hypovolemia) 
is  frequently  present,  thus  making  an  addi- 
tional strain  on  the  heart. 

Pulmonary  hypertension 

In  man  or  animal,  reduction  of  lung 
capacity  by  disease  or  operation  to  a point 
beyond  50  per  cent  of  normal  is  likely  to 
result  in  pulmonary  hypertension.  This  in- 
creased tension  is  further  elevated  by  mild 


Fig.  7.  O.  C.,  x-ray  of  the  chest  showing  primary  lung  tumor  which  was  removed  by  total  pneumo- 
nectomy. Pulmonary  artery  pressure  prior  to  resection  was  39  cm.  of  water  and  following  resection 
had  risen  to  53  cm.  of  water.  The  patient  seemed  to  have  a satisfactory  convalescence  during  the  first 
week  following  surgery,  then  developed  evidence  of  beginning  cardiac  decompensation.  On  the  right 
is  shown  the  oxygen  saturation  levels  with  and  without  oxygen  via  nasopharyngeal  catheter.  The  pa- 
•ient  expired  three  and  one-half  weeks  following  surgery  with  the  characteristic  findings  of  cardiac 
decompensation. 
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exercise^’  When  pulmonary  hypertension 
with  increased  work-load  on  the  right  heart 
develops  gradually  in  the  case  of  pulmonary 
disease,  it  is  much  more  easily  tolerated  than 
when  produced  suddenly  by  total  pneumo- 
nectomy or  other  lung  resection. 

Determination  of  pulmonary  pressure  may 
be  made  before  or  during  surgery.  Using  a 
balloon  tipped  cardiac  catheter,  determina- 
tion of  pulmonary  tension  may  be  made  be- 
fore and  following  occlusion  of  the  artery 
of  the  lung  to  be  resected.  During  surgery, 
the  tension  may  be  measured  before  and  fol- 
lowing obstruction  of  the  pulmonary  artery 
at  the  time  it  is  mobilized.  Since  a consider- 
able percentage  of  patients  treated  by  sur- 
gery for  this  lesion  are  in  the  older  age 
group,  namely  above  55  or  60  years  of  age, 
pulmonary  hypertension  of  a significant  de- 
gree following  pneumonectomy  may  be  an- 
ticipated in  perhaps  as  many  as  25  per  cent. 
Because  of  the  increased  risk  attending  pneu- 
monectomy in  the  older  age  group,  whenever 
possible  a lesser  amount  of  lung  resection 
is  advisable.  In  view  of  the  fact  that  pneu- 
monectomy with  removal  of  regional  lymph 
nodes  is  the  best  operation  for  carcinoma  of 
the  lung  in  many  patients,  a prior  knowledge 
as  whether  the  patient  can  tolerate  this  ex- 
tensive removal  of  lung  tissue  is  of  para- 
mount importance.  Twenty-seven  of  forty- 
two  patients  in  the  series  of  100  cases  of  in- 
determinate pulmonary  lesions  were  in  the 
older  age  group.  In  twelve  of  these  patients 
only  one  or  two  lobes  were  removed,  whereas 
in  fifteen  it  was  necessary  to  extirpate  the 
entire  lung. 

A recent  study  was  made  in  dogs  and 
patients,  eight  to  fourteen  years  following 
reduction  of  lung  capacity  by  pulmonary  re- 
section. Blood  oxygen  saturation,  pulmonary 
artery  pressures  and  electrocardiographic 
values  were  determined.  In  dogs  with  func- 
tioning lung  capacity  reduced  to  25  per  cent 
of  normal,  it  was  found  that  only  partial 
adjustment  in  pulmonary  hypertension  and 
blood  oxygen  saturation  had  been  made  in 
the  eight  years  since  surgery.  In  patients 
the  degree  of  hypertension  and  cor-pulmonale 
had  at  times  increased  in  the  six  to  twelve 
years  following  pneumonectomy.  Some  pa- 
tients had  become  cardiac  cripples  and  others 


could  tolerate  but  little  exercise.  Only  mild 
amounts  of  exercise  for  these  patients  in- 
creased pulmonary  tension  by  as  much  as 
two  to  three  times  normal  values.  In  other 
patients  the  cardiopulmonary  reserve  was 
moderately  good^®.  It  is  therefore  evident 
that  excision  of  less  than  one  entire  lung  is 
advisable  when  it  seems  likely  that  all  tumor 
bearing  tissue  will  be  removed  by  this  pro- 
cedure. 


Fig.  8.  Photograph  of  recording  oximeter  utilizing 
the  wood  earpiece.  The  sensitivity  of  this  instru- 
ment was  such  that  almost  instantaneous  response 
to  variation  in  arterial-blood-oxygen  saturation 
was  indicated. 


Several  years  ago  following  suggestions 
of  Dr.  H.  Livingston,  Director  of  Anesthesi- 
ology at  the  University  of  Chicago  Clinic,  a 
recording  oximeter  utilizing  the  wood  ear 
piece  was  developed  and  constructed  by  Dr. 
John  F.  Perkins,  Jr.,  Associate  Professor  of 
Physiology,  Department  of  Physiology^^.  This 
apparatus  provides  a continuous  recording 
of  the  arterial  blood  oxygen  saturation,  and 
thus  a knowledge  of  the  status  of  that  por- 
tion of  the  pulmonary  function  is  constantly 
available  (see  Fig.  8).  It  has  been  used  as 
(a)  a diagnostic  tool  for  the  study  of  the 
patient  at  rest  and  during  exercise  prior  to 
surgery,  (b)  during  surgery,  since  at  that 
time  pulmonary  function  may  be  altered  by 
drugs,  retained  secretions  in  the  air  passages, 
and  the  operative  procedure  per  se;  and  (c) 
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following  surgery  in  order  to  determine  if 
and  how  much  oxygen  therapy  is  indicated 
during  the  convalescence  of  the  patient  (see 
Fig.  9). 


Fig.  9.  Oximeter  in  use  in  the  recovery  room 
following  surgery.  Because  of  the  large  scale  and 
the  extreme  sensitivity  of  the  instrument,  changes 
may  be  seen  for  distance  of  nine  to  twelve  feet 
away.  Since  adequate  oxygenation  of  the  tissues 
during  the  period  while  the  patient  is  still  un- 
conscious following  surgery  is  of  paramount  im- 
portance and  knowledge  of  the  status  of  oxygen 
saturation  is  extremely  important,  the  value  of 
the  oximeter  is  quite  apparent. 

Postoperative  management 

The  use  of  the  recording  oximeter  im- 
mediately following  surgery  and  for  as  long 
thereafter  as  the  patient’s  condition  indicates, 
is  helpful  in  evaluating  pulmonary  function 
and  the  need  for  oxygen  therapy.  In  patients 
with  markedly  reduced  pulmonary  reserve, 
the  saturation  may  be  as  low  as  80  per  cent 
or  less  for  as  long  as  two  weeks  postopera- 
tively.  In  spite  of  this  low  level,  as  little  as 
1 to  21/2  liters  flow  of  oxygen  per  min.  may 
be  sufficient  to  bring  the  level  of  blood 
oxygen  saturation  to  normal.  In  certain  cases 
of  emphysema  the  saturation  of  oxygen  may 
go  even  lower.  Yet  the  administration  of 
little  more  than  1 to  3 liters  of  oxygen  per 
minute  via  nasal  catheter  may  raise  it  to  a 
normal  level.  This  extreme  lowering  of  oxy- 
gen saturation  was  often  associated  with 
polycythemia  and  extreme  degrees  of  em- 
physema. The  lowered  oxygen  saturation  was 
not  infrequently  associated  with  pulmonary 
hypertension.  In  a series  of  fifty  cases  studied 


with  a recording  oximeter  following  surgery, 
the  average  level  of  oxygen  saturation  with- 
in the  first  twenty-four  hours  was  88  per 
cent^®.  A satisfactory  level  of  oxygenation 
was  obtained  by  oral-pharyngeal  catheter  ad- 
ministration of  1 to  5 liters  of  oxygen/minute. 
Under  this  therapy  the  pulse  and  respiration 
usually  decreased  in  rate. 

Summary 

In  conclusion,  factors  of  significance  in 
improving  surgical  management  include  early 
therapy  for  obscure  pulmonary  lesions  and 
preoperative  determination  of  patients’  pul- 
monary resection  tolerance.  Obscure  pulmo- 
nary lesions  present  a challenge  in  diagonsis 
and  therapy.  A high  percentage  of  these  in- 
determinate pathologic  lesions  prove  to  be 
malignant  lung  tumors.  The  value  of  screen- 
ing programs  to  reveal  these  lesions  should 
considerably  enhance  effective  surgical  man- 
agement of  primary  lung  carcinoma  by:  (1) 
increasing  resectability  rate  while  the  tumor 
is  still  small  and  (2)  increasing  longer  sur- 
vival rates  due  to  resection  before  regional 
metastases  occur.  It  also  will  decrease  the 
necessity  of  resection  of  an  entire  lung  in  a 
considerable  percentage  of  patients  where 
preoperative  determinations  of  pulmonary 
resection  tolerance  indicate  that  a severe  de- 
gree of  pulmonary  hypertension  will  result 
following  a total  pneumonectomy.  • 
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Management  of  gastric  ulcer* 


Jesse  E.  Adams,  M.D.,  John  L.  Sawyers,  M.D.,  Kenneth  L.  Classen,  M.D., 

and  H.  William  Scott,  M.D.,  Nashville,  Tennessee 


A surgeon  emphasizes,  with  statistics, 
the  surgeon  s long  held  viewpoint  that 
the  only  safe  and  sensible  course  in 
treatment  of  gastric  ulcers  is  to  operate. 


The  patient  with  gastric  symptoms  who  is 
found  to  have  a roentgenographically  demon- 
strable ulcerating  lesion  of  the  stomach  pre- 
sents two  major  problems  to  the  clinician 
responsible  for  his  welfare.  The  primary 
problem  is  to  determine  whether  or  not  the 
“ulcer”  represents  ulceration  of  a malignant 
or  benign  tumor  of  the  stomach.  The  second- 
ary problem  which  can  be  faced  only  after 
the  presence  of  tumor  is  excluded  is  that  of 
the  optimal  treatment  for  non-malignant  pep- 
tic ulcer  of  the  stomach. 

For  many  years  the  approach  to  this  prob- 
lem has  been  to  recommend  surgical  inter- 
vention in  those  patients  with  ulcerations  of 
the  stomach  who  have  associated  findings 
strongly  suggestive  of  cancer.  However,  in 
those  individuals  in  whom  the  ulcer  is 
thought  to  be  benign  on  clinical  grounds  the 
generally  accepted  plan  of  management  has 
been  to  advise  a trial  of  medical  therapy  con- 
sisting of  diet,  antacids  and  antispasmodics 
for  a period  of  three  to  six  weeks  with  sur- 
gical intervention  if  the  ulcer  fails  to  heal 
as  evidenced  by  relief  of  symptoms  and  by 
findings  on  repeated  roentgen  examinations. 

Recently  a number  of  clinicians  includ- 
ing Ochsner^,  Ravdin®  and  others  have  ques- 
tioned the  wisdom  of  delaying  surgery  in  the 
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latter  group  for  several  reasons:  (1)  the  vir- 
tual impossibility  of  differentiating  benign 
from  malignant  gastric  ulcers  without  histo- 
logic study  of  the  lesion;  (2)  the  high  inci- 
dence of  recurrence  and  hazardous  complica- 
tions in  patients  with  medically  managed 
gastric  ulcer,  and  (3)  the  generally  good  re- 
sults of  surgical  treatment  of  benign  gastric 
ulcer.  This  skeptical  attitude  towards  the 
time-honored  medical  approach  to  gastric 
ulcer  has  stimulated  our  interest  in  the  prob- 
lem. 

Appraisal  of  classical  management 

We  have  recently  made  a detailed  study 
of  186  patients  with  gastric  ulcer  seen  at  Van- 
derbilt University  Hospital  during  a fifteen- 
year  period  from  1940  through  1954®.  Only 
those  patients  with  strong  clinical  suggestions 
of  carcinoma  were  operated  on  immediately. 
The  majority  were  given  a trial  of  medical 
management  prior  to  consideration  of  surgi- 
cal intervention.  In  this  group  of  186  patients 
the  incidence  of  verified  malignancy  was  11.8 
per  cent.  Of  the  twenty-two  patients  with 
ulcerated  cancers  of  the  stomach  only  eight 
were  operated  on  within  the  first  two  months 
after  a “gastric  ulcer”  was  demonstrated  and 
one,  who  was  never  operated  on,  died  with 
metastatic  gastric  cancer  after  prolonged 
medical  treatment.  The  survey  reconfirmed 
the  well  known  fact  that  a small  ulcerated 
gastric  carcinoma  may  “heal”  on  a medical 
regimen  only  to  metastasize  subsequently. 

Despite  a theoretical  method  of  manage- 
ment consisting  of  rigid  medical  control  and 
repeated  roentgen  examinations  with  the 
plan  of  surgical  intervention  for  failure  of 
prompt  healing  in  a few  weeks,  only  26  per 
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cent  of  the  medically  treated  patients  could 
be  adequately  followed. 

The  study  has  shown  that  a high  incidence 
of  recurrence  (24  per  cent)  with  attendant 
hazardous  complications  has  occurred  in 
medically  managed  gastric  ulcers  and  that 
this  incidence  increases  proportionately  with 
the  length  of  follow-up.  Only  one-fourth  of 
the  patients  with  gastric  ulcers  which  re- 
curred on  a medical  regimen  were  referred 
for  surgery  despite  the  accepted  plan  of 
prompt  operation  in  such  instances.  Of  the 
186  patients  only  seventy  (37  per  cent)  were 
apparently  permanently  relieved  of  gastric 
ulcer  by  a medical  regimen  alone. 

Appraisal  of  surgical  treatment 

Critical  evaluation  has  been  made  of  the 
results  of  operative  treatment  of  ulcerated 
lesions  of  the  stomach  in  170  patients  at  Van- 
derbilt University  Hospital  and  the  affiliated 
Thayer  Veterans  Administration  Hospital. 
Ninety-three  patients  in  the  surgically 
treated  group  were  a part  of  the  previously 
described  series  of  186  patients.  To  these  may 
be  added  seventy-seven  additional  patients 
who  have  been  treated  surgically  in  our  two 
hospital  services  so  as  to  provide  a total  of 
170  patients  in  whom  results  of  surgical  treat- 
ment may  be  appraised.  In  this  group  of  pa- 
tients the  lesion  proved  to  be  an  histologically 
verified  benign  peptic  ulcer  in  140  instances. 
In  thirty  patients  neoplastic  ulcers  were  dem- 
onstrated. (Table  1.) 

Guiding  principles  of  management  of  ul- 
cerating gastric  lesions  in  this  surgically 
treated  group  were  the  classical  ones  de- 
scribed in  the  previous  section.  Resectability 
rate  in  the  twenty-nine  malignant  lesions  was 


TABLE  1 

Analysis  of  neoplastic  ulcerations  of 
the  stomach 

Carcinoma  

Lymphosarcoma  

Reticulum  cell  sarcoma 

Leiomyoma  

25 

3 

1 

1 

30 

78  per  cent.  In  the  twenty-three  resected 
cases  with  malignant  tumors  there  was  one 
postoperative  death,  giving  an  operative  mor- 
tality rate  of  4.3  per  cent  in  this  group.  In  six 
patients  metastases  at  the  time  of  operation 
precluded  attempts  at  surgical  removal  of  the 
tumor.  It  is  interesting  that  three  of  the 
twenty-nine  patients  (10  per  cent)  with 
malignant  gastric  ulcers  had  associated  duo- 
denal ulcer.  Follow-up  studies  of  the  patients 
with  resectable  lesions  have  shown  that  43 
per  cent  have  survived  from  two  to  eleven 
years  (Fig.  1). 


Among  the  140  patients  with  surgically 
treated  benign  gastric  ulcer,  indications  for 
operation  were  as  listed  in  Table  2.  Twenty- 
six,  or  18  per  cent  of  this  group,  had  associ- 
ated duodenal  ulcer.  The  locations  of  the 


.aif 

TABLE  2 

Indications  for  operation  in 

patients 

with  benign  gastric  ulcer 

Diagnosis  of  probable  carcinoma..42 — 30% 

Obstruction,  hemorrhage  or 

intractability 

...56—40% 

. Failure  of  ulcer  to  heal 

...32—23% 

Recurrence  of  gastric  ulcer 

...  4—3% 

Other  causes  - 

...  6—  4% 

140 
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benign  gastric  ulcers  of  this  series  are  indi- 
cated in  Fig.  2 along  with  the  locations  of 
the  surgically  treated  malignant  ulcers. 


LOCATION  OF  29  MALIGNANT  GASTRIC  ULCERATIONS 


LOCATION  OF  140  BENIGN  GASTRIC  ULCERS 


INCIDENCE  OF  MALIGNANCY  BASED  ON  261 
CASES  OF  ULCERATING  LESIONS  OF  THE  STOMACH 

Fig.  2 

With  few  exceptions  the  operation  per- 
formed in  the  140  patients  with  benign  gastric 
ulcer  consisted  of  a 50  to  75  per  cent  resec- 
tion of  the  distal  stomach  including  the  ulcer 
with  anastomosis  of  the  gastric  stump  to  the 
small  intestine  by  a Billroth  II  type  of  gastro- 
jejunostomy. More  recently  gastroduoden- 
ostomy  of  the  Shoemaker-Billroth  I variety 
was  done  in  the  majority  of  patients.  Vagot- 
omy was  added  to  the  resection  in  seventeen 
patients.  There  were  four  postoperative 
deaths  among  the  140  surgically  treated  pa- 
tients with  benign  gastric  ulcer — an  operative 
mortality  rate  of  2.8  per  cent. 

In  over  90  per  cent  of  the  patients  who 
have  been  followed  from  one  to  twelve  years 
a good  result  from  operation  has  obtained. 


In  no  patient  in  the  entire  surgical  series  has 
recurrence  of  gastric  ulcer  been  observed. 
However,  in  four  instances  marginal  ulcers 
developed  from  four  months  to  three  years 
after  operation.  The  incidence  of  marginal 
ulcer  has  thus  been  2.8  per  cent  in  the  sur- 
gically treated  group  of  patients  with  benign 
gastric  ulcer.  Re-resection  was  successfully 
carried  out  in  each  of  these  patients,  two  of 
whom  had  bilateral  vagotomy  added.  The 
subsequent  course  of  each  patient  has  been 
satisfactory. 

Comment 

In  a previous  study  we  made  a detailed 
analysis  of  various  pre-operative  diagnostic 
technics  which  can  be  used  in  attempting  to 
differentiate  benign  and  malignant  gastric 
ulcerations®.  Gastroscopy  proved  to  be  of  no 
value  in  40  per  cent  of  patients  examined 
because  of  difficulties  in  visualization  of  the 
lesion.  In  the  remaining  patients  in  whom 
the  lesion  was  visualized  gastroscopically  di- 
agnosis was  inaccurate  in  14  per  cent.  Ap- 
praisal of  data  from  gastric  analysis  in  pa- 
tients with  gastric  ulcerations  demonstrated 
that  anacidity  is  not  incompatible  with  be- 
nign gastric  ulcer  but  is  more  than  three 
times  as  frequent  in  patients  with  malignant 
ulcer.  While  no  patient  with  malignant  ulcer 
had  free  acid  over  51  degrees  only  5.5  per 
cent  of  the  benign  cases  had  gastric  acid 
determinations  above  this  level.  Thus  gastric 
acid  levels  in  individual  cases  usually  offer 
little  ancillary  help  in  the  attempt  to  dif- 
ferentiate benign  from  malignant  gastric  ul- 
cers. Gastric  cytology  may  be  helpful  in 
establishing  a diagnosis  of  cancer  when 
studies  are  positive  but  negative  findings  by 
no  means  exclude  existence  of  a malignant 
lesion.  Certainly  the  most  accurate  preopera- 
tive method  of  appraisal  of  gastric  ulcera- 
tions is  contrast  roentgenography  and  many 
skilled  radiologists  are  able  to  maintain  a 
high  level  of  accuracy  in  their  attempts  to 
differentiate  benign  and  malignant  gastric 
lesions.  However,  under  no  circumstances  can 
radiologic  study  preclude  possible  existence 
of  cancer  in  an  ulcerated  lesion  of  the  stomach 
in  an  unequivocal  manner.  The  inescapable 
conclusion  of  this  study  is  that  it  is  impos- 
sible to  definitely  differentiate  benign  from 
malignant  gastric  ulcerations  by  any  other 
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means  than  microscopic  examination  of  the 
excised  ulcer. 

Medical  vs.  surgical  management 

Medical  management  of  the  benign  gastric 
ulcers  in  this  study  was  generally  unsatis- 
factory in  that  74  per  cent  of  the  medically 
managed  patients  could  not  be  adequately 
followed  by  the  desired  program  of  rigid 
medical  control  and  repeated  roentgen  exam- 
inations. In  the  group  of  patients  with  benign 
ulcer  who  could  be  followed  on  a medical 
regimen,  incidence  of  recurrence  was  24  per 
cent  and  the  rate  of  recurrence  increased  pro- 
portionately with  length  of  follow-up. 

In  contrast  to  the  inadequacies  of  medical 
management,  results  of  surgical  treatment 
have  been  gratifying.  In  our  series  of  170 
surgically  treated  patients,  thirty  were  found 
to  have  ulcerated  tumors;  all  but  one  of 
which  was  found  to  be  malignant.  The  sal- 
vage rate  of  43  per  cent  in  the  two  to  eleven 
year  survivors  far  exceeds  that  usually  at- 
tained in  surgical  treatment  of  other  mani- 
festations of  gastric  cancer.  Hoerr^  has  re- 
cently reported  similar  findings  in  a study  of 
his  surgically  treated  patients  at  the  Cleve- 
land Clinic,  having  attained  a fourfold  in- 
crease in  per  cent  of  three  to  five  year  sur- 
vivals in  his  malignant  ulcer  group  as  com- 
pared to  salvage  from  non-ulcerating  gastric 
carcinoma.  Over-all  operative  mortality  rate 
in  this  group  of  170  patients  was  2.8  per  cent, 
and  this  same  low  rate  obtained  in  the  group 
of  140  patients  with  surgically  treated  be- 
nign ulcers. 

The  work  of  Dragstedt  and  others^  has 
produced  strong  evidence  that  gastric  ulcer 
is  promoted  by  stasis  with  hyperactivity  of 
the  gastric  antrum.  Our  patients  with  be- 
nign gastric  ulcers  as  in  most  clinics  have 
been  treated  by  50  to  75  per  cent  resection  of 
the  distal  stomach.  Since  physiologic  studies 
indicate  that  antral  hyperfunction  and  not 
vagotonia  is  the  factor  responsible  for  gastric 
ulcer,  this  type  of  operation  — antrectomy 
with  excision  of  the  ulcer  in  continuity  — 


seems  to  solve  both  the  physiologic  as  well 
as  the  pathologic  problems  of  gastric  ulcer. 
No  recurrence  of  gastric  ulcer  has  been  en- 
countered in  any  surgically  treated  patient  in 
this  series.  However,  the  incidence  of  margin- 
al ulcer  (2.8  per  cent)  while  low  as  compared 
to  the  recurrence  rate  of  24  per  cent  in  medi- 
cally treated  patients,  raises  a question  as  to 
the  possible  advisability  of  adding  vagotomy 
to  the  resection.  While  Dragstedt  has  shown 
that  most  patients  with  gastric  ulcer  are  not 
hypersecretors,  nevertheless  18  per  cent  of 
our  surgically  treated  patients  with  gastric 
ulcer  had  associated  duodenal  ulcer.  Use  of 
concurrent  vagotomy  to  protect  the  stoma 
is  in  our  opinion  certainly  sound  in  this 
group.  While  certain  physiologic  studies  sug- 
gest that  a less  extensive  operation  than  par- 
tial gastrectomy  might  prove  to  be  satisfac- 
tory for  benign  gastric  ulcer  (e.g.,  wedge 
excision  of  the  ulcer  with  pyloroplasty) , pos- 
sibility of  grossly  unrecognized  malignancy 
in  ulcerating  lesions  of  the  stomach  requires 
a therapeutic  operation  which  removes  the 
lesion  with  a wide  margin. 

Summary 

A study  was  made  of  classical  manage- 
ment of  gastric  ulcer  in  186  patients  at  Van- 
derbilt University  Hospital.  Appraisal  of  re- 
sults of  surgical  treatment  of  ulcerating  le- 
sions of  the  stomach  in  a total  of  170  patients 
at  Vanderbilt  and  Thayer  Veterans  Admin- 
istration Hospitals  was  also  made.  The  study 
has  led  us  to  the  conclusion  that  patients 
with  ulcerating  lesions  of  the  stomach  should 
have  prompt  surgical  intervention  without  a 
preliminary  trial  of  medical  management.  • 
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conditions. 


Nuclear  medicine  takes  its  origin  from  a 
discussion  of  Fermi’s  report  of  his  production 
of  radioactive  iodine  in  1934.  Since  then  an 
intensive  amount  of  work  has  been  done  and 
a vast  literature  has  accumulated.  Here  we 
will  consider  some  of  the  most  important 
features  of  the  use  of  1-131  in  thyroid  condi- 
tions. 

Physical  considerations 

Isotopes  are  atoms  of  similar  atomic  num- 
ber but  of  different  atomic  weights.  In  a 
given  element  the  number  of  protons  having 
a positive  electric  charge  in  the  nucleus  must 
remain  constant  to  maintain  the  identity  of 
the  element  and  to  give  the  atom  its  chemical 
characteristics.  Neutrons,  which  are  tight 
combinations  of  protons  and  electrons,  and 
therefore  electrically  neutral  or  without 
charge,  can  vary  in  number  in  the  nucleus 
of  the  atom,  giving  a variety  of  isotopes, 
some  of  which  may  be  unstable  combinations 
which  lend  themselves  to  change.  These 
changes  or  disintegrations  are  accompanied 
by  emanations  of  radioactive  energy.  Three 

‘Presented  at  the  First  Annual  Meeting  of  The  Colorado 
Society  of  Nuclear  Medicine,  held  at  the  Denver  V.  A.  Hos- 
pital, May  28,  1958.  From  the  Department  of  Radiology, 
Radio-isotopes  Division,  General  Rose  Memorial  Hospital, 
Denver,  Colorado.  The  author  is  Associate  Professor  of 
Radiology,  University  of  Colorado  Medical  Center. 


forms  of  radioactive  energy  are  commonly 
identified:  (1)  the  alpha  particle  or  ray, 
which  is  the  nucleus  of  the  helium  atom  con- 
taining two  protons  and  two  neutrons,  and 
carrying  positive  electrical  charge;  (2)  the 
beta  particle  or  ray,  which  is  an  electron, 
generally  negatively  charged;  and  (3)  the 
gamma  ray,  an  electromagnetic,  non-particu- 
late form  of  energy,  in  many  respects  similar 
to  x-ray  or  cosmic  radiation. 

In  the  process  of  radioactive  disintegra- 
tion the  atom  involved  changes  to  an  atom 
of  a different  element;  e.  g.,  radium  in  giving 
off  an  alpha  particle  is  converted  to  lead 
which  has  a lower  atomic  number  for  having 
lost  protons.  When  a beta  particle  is  ex- 
truded, it  has  broken  away  from  its  tight 
combination  with  a proton  in  the  neutron, 
leaving  the  newly  established  proton  with 
an  added  positive  charge  in  the  nucleus  of 
the  atom.  With  the  addition  of  this  new  pro- 
ton, the  atom  then  assumes  different  chem- 
ical characteristics,  that  of  the  element  of 
one  higher  atomic  number.  This  happens  with 
radioactive  iodine,  radioactive  phosphorous 
and  radioactive  strontium.  Having  been  in- 
corporated into  a molecule  as  an  atom  of  one 
element,  the  change  to  an  atom  of  another 
element  within  a molecule  which  forms  part 
of  a living  cell  may  bring  about  not  only  the 
physical  effects  due  to  radiation  but  also 
chemical  changes  which  may  alter  the  ac- 
tivity of  the  cell  and  may  destroy  the  cell. 

Thus  while  we  commonly  think  of  changes 
arising  from  the  use  of  radioactive  materials 
as  being  a physical  phenomenon  because  we 
have  intriguing  detection  and  measuring  in- 
struments for  this,  we  may  be  neglecting  to 
give  proper  consideration  to  the  microchem- 
ical changes  within  the  living  cell  which  may 
be  an  equally  important  factor  in  the  trans- 
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formation  of  activity  or  death  of  the  involved 
cell.  Gamma  radiation,  like  x-radiation,  af- 
fects living  cells  by  extruding  electrons  from 
their  location  in  cell  molecules  and  convert- 
ing them  to  beta  rays,  after  which  the  effect 
of  gamma  or  x-radiation  becomes  similar  to 
the  effect  of  beta  radiation  from  radioactive 
materials. 

Radioactive  iodine,  1-131,  which  has  in  its 
atomic  nucleus  four  neutrons  more  than  are  in 
the  stable  1-127  nucleus,  has  a disintegration 
rate  such  that  50  per  cent  of  its  energy  is  lost 
every  eight  days.  This  is  called  a half  life 
of  eight  days.  In  the  process  of  radioactive 
disintegration  it  gives  off  a small  fixed  per- 
centage of  gamma  radiation,  which  conveni- 
ently makes  its  presence  easily  detectable  by 
instruments  at  a distance.  Nearly  all  of  the 
radiation  produced  in  1-131  is  in  the  form  of 
beta  rays  whose  energy  is  such  that  their 
maximum  penetration  in  tissue  is  2 mm. 
The  radioactive  energy  of  1-131  is  almost 
ideally  localized  to  its  zone  of  radioactive 
disintegration. 

Measurement  of  thyroid  activity 

Since  in  nearly  every  individual  the 
amount  of  iodine  taken  up  by  the  thyroid 
gland  from  the  blood  circulation  is  used  for 
production  of  the  thyroid  hormone,  estima- 
tion of  iodine  uptake  by  the  thyroid  gland 
becomes  an  excellent  index  of  thyroid  func- 
tion. Normally  the  adult  thyroid  requires 
about  100  micrograms  of  iodine  a day.  There 
are  many  factors  of  local  and  distant  origin 
which  influence  uptake  of  iodine  and  its 
incorporation  into  the  thyroxine  molecule, 
but  a chief  regulatory  factor  is  the  thyroid 
stimulating  hormone  (TSH)  of  the  pituitary 
gland  which  seems,  in  turn,  to  be  controlled 
by  activity  of  the  hypothalamus. 

Since  the  chemical  activity  of  1-131  is 
identical  with  that  of  stable  1-127,  a minute 
amount  of  1-131  can  be  administered,  usually 
by  mouth  in  a fasting  state,  and  the  per- 
centage of  uptake  studied  by  measuring  the 
gamma  emanation  from  the  thyroid  gland 
with  a sensitive  counting  instrument  after 
a suitable  interval,  usually  24  hours.  Normal 
euthyroid  values  range  between  10  and  40 
per  cent  uptake.  Below  10  per  cent  uptake 
is  considered  hypothyroid  range.  Above  55 
per  cent  uptake  is  hyperthyroid  range  and. 


with  rare  exceptions,  indicates  hyperthyroid- 
ism. The  range  between  35  and  55  per  cent 
is  a borderline  area  between  euthyroid  and 
hyperthyroid  state.  That  iodine  which  is  not 
taken  up  by  the  thyroid  is  almost  entirely 
and  rather  rapidly  excreted  through  the 
kidneys.  If  carefully  collected,  the  urine 
usually  contains  a reciprocal  fraction  of  ad- 
ministered iodine  131. 

PBI  and  BMR 

The  thyroid  is  the  regulator  of  oxidation 
at  the  cells  through  its  hormone,  thyroxine. 
The  thyroid  hormone  is  an  iodine-protein 
molecular  combination  which  can  be  meas- 
ured in  the  circulation  by  determining  the 
amount  of  protein-bound  iodine.  Normal 
range  for  this  is  4 to  8 micrograms  per  100 
cc.,  with  lower  figures  indicating  hypothy- 
roidism and  higher  figures  a hyperthyroid 
state.  It  has  a high  degree  of  accuracy  also. 

Estimation  of  thyroid  activity  was  done 
prior  to  the  above  tests  by  measurement  of 
oxygen  used  by  an  individual  as  an  index  of 
heat  production  while  at  rest  but  awake,  re- 
cumbent and  without  food  for  12  hours.  This 
test  has  a comparative  low  accuracy  but  in 
some  circumstances,  as  when  both  the  1-131 
uptake  and  the  PBI  test  cannot  be  done,  this 
measurement  of  the  basal  metabolic  rate 
may  prove  useful.  Normal  range  is  usually 
taken  to  be  between  — 15  and  +15. 

No  one  laboratory  procedure  is  infallible 
and  each  has  its  inherent  inaccuracies.  A 
relative  evaluation  of  accuracies  of  these 
three  tests  by  Jaffe  is  as  follows:  1-131  up- 
take 95  per  cent,  PBI  80  per  cent,  BMR  67 
per  cent.  Bauer  has  listed  accurates  as  fol- 
lows: 

Method  of  examination  Estimate  of  accuracy 


History  and  physical 

(in  good  hands)  75-90% 

Cholesterol  20-50% 

BMR  50-70% 

PBI  70-85% 

1-131  uptake  80-90% 

Thyroid  Suppression  Test 

(1-131  uptake  after  thyroxin)  .85-95% 
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Our  own  feeling  is  that  both  the  1-131 
uptake  and  PBI  have  a higher  degree  of 
accuracy  if  done  in  good  laboratories  than 
Bauer  credits  them,  with  the  PBI  probably 
carrying  a higher  degree  of  accuracy  than 
Jaffe’s  and  Bauer’s  figures  indicate,  and  that 
of  the  two  methods  the  1-131  uptake  is  the 
more  dependable,  but  that  both  are  best  done 
simultaneously  when  thyroid  function  evalu- 
ation is  required  since  they  are  good  checks 
on  each  other  and  divergent  figures  in  these 
tests  are  often  indicative  of  a diagnosis. 

Method  of  1-131  uptake  study 

On  an  empty  stomach  30  microcuries  are 
usually  given  by  mouth  in  water.  All  urine 
passed  in  the  next  24  hours  is  collected.  At 
the  end  of  the  24-hour  interval,  radio-activity 
over  the  thyroid  gland  is  directly  measured. 
The  urine  content  is  also  measured  for  the 
confirmatory  reciprocal  fraction.  Allowances 
are  made  for  background  radio-activity,  e.  g., 
cosmic  radiation.  Allowance  for  interval 
radioactive  disintegration  is  usually  made  by 
i;^ing  as  a standard  an  amount  equal  to  the 
amount  administered  and  taken  from  the 
same  stock  solution  or  stock  capsule  group. 

Preparation 

Iodine  should  be  omitted  from  dietary  in- 
take for  seven  days,  especially  sea  foods. 
Iodized  salt  may  occasionally  interfere  with 
the  test,  therefore  use  of  non-iodized  salt  is 
preferred  in  this  interval.  Rutabagas  and 
turnips  also  may  influence  the  test.  There 
should  have  been  no  recent  treatment  with 
steroids,  sulfa  drugs,  PAS  or  PABA,  buta- 
zolidine,  iodides  or  thyroid  extracts.  Patient 
should  have  been  without  propylthiouracil 
for  several  days.  He  should  not  have  had 
administered  iodine  containing  contrast  me- 
dia for  some  time,  such  as  in  urography  or 
cholecystography.  Retained  lipiodol  or  panto- 
paque  will  affect  the  uptake  (and  PBI)  as 
long  as  these  are  in  the  body,  which  may  be 
years. 

Thyroid  suppression  test 

In  equivocal  cases,  the  borderline  group 
between  hyperthyroidism  and  euthyroidism, 
employment  of  thyroxine  or  triiodothyronine 
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prior  to  tracer  uptake  study  may  be  useful. 
Triiodothyronine  0.075  grams  is  given  by 
mouth,  daily,  for  seven  days  after  the  equivo- 
cal 1-131  uptake  study.  On  the  seventh  day 
an  1-131  tracer  dose  is  again  given,  after 
measurement  and  allowance  for  residual 
radioactivity  in  the  gland.  A 24-hour  uptake 
is  determined  the  next  day.  Failure  of  the 
uptake  to  decrease  significantly  is  indicative 
of  hyperthyroidism  since  triiodothyronine 
(or  thyroxine)  sharply  decreases  the  uptake 
in  the  euthyroid  gland.  A sharp  drop,  usually 
to  less  than  20  per  cent  uptake,  confirms  the 
euthyroid  state.  There  are  other  supplemen- 
tary tests  for  the  equivocal  hyperthyroid- 
euthyroid  range  uptake  case  but  for  several 
reasons  the  thyroid  suppression  test  appears 
best. 

Indications  for  1-131  treatment 
of  thyrotoxicosis 

Postoperative  recurrence 
Propylthiouracil  failure 
Poor  surgical  risk 
Severe  exophthalmos 
Diffuse  toxic  goitre 
Occasional  nodular  toxic  goitre 
It  is  now  quite  generally  accepted  that 
1-131  therapy  for  diffuse  toxic  goitre  in  suit- 
able cases  is  the  method  of  choice.  While 
many  therapists  feel  that  nodular  toxic  goitre 
is  also  best  treated  by  1-131,  claiming  that 
only  1 per  cent  or  less  of  toxic  nodular  goitre 
is  malignant,  we  are  still  inclined  to  feel  that 
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because  of  that  1 per  cent  chance  of  malig- 
nancy the  toxic  nodular  goitre  case  should  be 
offered  surgery  first.  If  he  refuses,  or  cannot 
tolerate  surgery,  then  1-131  therapy  should  be 
undertaken.  Toxic  nodular  goitre  requires  a 
larger  dosage  than  that  given  to  diffuse  toxic 
goitre,  but  the  toxic  goitre  case  never  seems 
to  develop  myxedema  as  a sequel  to  1-131 
therapy. 

The  most  brilliant  results  are  obtained  in 
postoperative  recurrences.  Here,  of  course, 
there  is  microscopic  confirmation  of  the  di- 
agnosis. 1-131  therapy  has  proven  to  be  nearly 
100  per  cent  effective  in  this  group.  The  first 
patient  treated  with  1-131  in  Colorado  at  the 
University  of  Colorado  Medical  Center  in 
1949  was  a postoperative  recurrent  hyper- 
thyroid to  whom  3.1  millicuries  of  1-131  was 
given  with  excellent  results.  He  had  had  four 
previous  thyroidectomies  beginning  in  1917 
and  after  the  last  operation  he  became  para- 
thyroid deficient  for  which  he  also  required 
therapy. 

Exophthalmos  has  been  reported  as  being 
mildly  increased  or  developing  in  a mild 
form  in  8 per  cent  of  cases  after  1-131  therapy. 
After  surgical  thyroidectomy,  the  incidence 
of  exophthalmos  is  reported  as  20  per  cent. 
After  x-ray  therapy  it  is  said  to  develop  in 
6 per  cent. 

Contraindications  to  1-131  therapy 

Large  goitre  exceeding  80  grams 

Recent  treatment  with  1-131 

Nodular  toxic  goitre  (with  exceptions) 

Pregnancy  beyond  the  12th  week 

It  has  been  established  by  giving  1-131  to 
women  shortly  before  therapeutic  abortion 
that  the  fetal  thyroid  does  not  take  up  iodine 
before  the  12th  week.  By  the  14th  week  of 
development  1-131  was  taken  up  by  all  fetal 
thyroids.  This  confirms  the  histologic  pattern 
of  fetal  thyroid  development.  Toxic  thyroids 
with  estimated  weight  of  80  grams  or  more 
are  best  treated  surgically  as  a rule.  Patients 
with  large  thyroids  do  not  respond  as  well 
to  1-131  therapy  as  do  the  smaller  thyroids. 
When  therapeutic  failure  occurs,  it  is  gener- 
ally in  a large  thyroid.  Adequate  time  should 
be  permitted  to  elapse  before  re-treatment 
with  1-131  is  considered.  The  full  biologic 
effect  is  not  to  be  expected  before  three  or 
four  months  have  elapsed  after  administra- 


tion of  1-131  although  increasing  benefit  is 
usually  manifest  after  a few  weeks,  usually 
four  to  six. 

Possible  complications 

Transient  acute  thyroiditis  (thyroid  ten- 
der to  palpation) 

Transient  increase  in  toxicity 
Sore  throat  and  cough 
Radiation  tracheitis  (possibly  blood 
streaked  sputum) 

Recurrence  after  remission 
Hypothyroidism 

Dryness  of  the  throat  with  slight  soreness 
may  occur  about  seven  to  ten  days  after  a 
therapeutic  dose  of  1-131  in  a small  percent- 
age of  cases.  Patients,  if  uninformed  pre- 
viously, generally  think  that  they  must  have 
caught  cold.  It  is  best  to  inform  the  patient 
of  the  possibility  of  this  occurrence  in  antici- 
pation and  to  prescribe  hard  candies,  without 
mint  flavoring,  to  be  allowed  to  dissolve  in 
the  mouth,  thus  increasing  the  salivary  flow 
when  the  throat  becomes  dry. 

If  recurrence  after  remission  develops,  a 
repeat  dose  may  be  given.  Hypothyroidism 
occurs  in  about  6 per  cent  of  cases.  There 
seems  to  be  no  constant  relationship  between 
dosage  given  and  response. 

Results  in  thyrotoxicosis 

Werner,  Quimby  and  Schmidt  (Columbia 
University) : 

96.5  per  cent  relieved  of  toxicity 
5.9  per  cent  hypothyroid 

3.0  per  cent  failures 

65.0  per  cent  required  only  one  dose 
Gordon  and  Albright  (Wisconsin  Univer- 
sity) : 

98  per  cent  good  results 
3 per  cent  hypothyroid 
49  per  cent  required  only  one  dose 

Dosage  formulae 

A RAD  is  defined  as  the  unit  of  absorbed 
radiation  dose  equal  to  100  ergs  per  gram. 
Concentration  or  C is  the  ratio 

microcuries  administered  X uptake  per  cent 
grams  of  tissue 

The  Marinelli  formula  (modified)  for  any 
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beta  emitter  with  the  beta  dose  uniformly 
distributed  in  tissue  is: 

Dose  in  RADS=73XE  (average  energy) 
XTVz  (in  days)  X C 

TV2  is  the  effective  half  life  which  can  be 
plotted  on  a graph  from  daily  monitoring  of 
the  thyroid.  It  indicates  the  effective  time 
of  activity  at  the  thyroid. 

Average  effective  half  life  in  the  euthy- 
roid is  6.9  days. 

Average  effective  half  life  in  the  hyper- 
thyroid is  5.7  days.  Therefore  dose  in  RADS 
is  73X0.2  (MEV)  X6±;  = C.  For  1-131  average 
energy  of  the  beta  ray  is  0.2  MEV  (MEV= 
Million  Electron  Volts).  For  1-131  add  10 
per  cent  to  the  above  dose  for  gamma  effect. 
(If  a 4.5  MC  dose  is  given  to  a patient  with 
75  per  cent  uptake  having  a 30  gram  gland 
with  TV2  of  six  days  10,000  RADS  is  received 
at  the  gland.) 

Dosage  in  thyrotoxicosis 

Standard  dose  method — 3 to  4 MC  of  1-131 
is  given  by  mouth.  Two-thirds  of  the  patients 
become  well  after  four  months.  A rare  pa- 
tient becomes  hypothyroid;  85  per  cent  are 
well  after  a second  such  dose;  90  per  cent  are 
well  after  a third  such  dose. 

Variable  dose  method — a single  dose  vary- 
ing from  2 to  10  MC,  depending  on  size  of 
the  gland  and  degree  of  toxicity.  A second 
dose  is  usually  smaller. 

Multiple  small  dose  method — a small  dose, 
usually  1 to  2 MC,  is  given  at  weekly  inter- 
vals. This  is  still  in  the  investigative  stage. 

Method  of  microcuries  per  estimated  gram 
of  thyroid  weight— between  100  and  250 
microcuries  are  given  per  estimated  gram  for 
diffuse  toxic  goitre  and  350  microcuries  per 
gram  for  nodular  toxic  goitre.  In  one  clinic 
the  dose  is  always  120  microcuries  per  gram. 
The  probable  error  in  estimating  weight  of 
the  thyroid  gland  in  situ  is  30  per  cent  and 
has  been  as  high  as  100  per  cent.  Biologic 
variations  in  sensitivity  to  radiation  also  con- 
tribute to  substantial  error. 

Radiation  dose  method — a single  dose  of 
1-131  is  successful  in  over  50  per  cent  if  7,500 
to  10,000  RADS  are  provided  to  the  gland. 
There  is  an  ameliorating  effect  in  the  rest 
who  may  require  repeat  dosage.  Errors  in 
weight  estimation  occur  here  also.  There  is 
some  difficulty  in  accurate  estimation  of  ef- 


fective half  life  with  possible  error  of  33  per 
cent,  plus  or  minus,  if  effective  half  life  is 
taken  as  six  days.  This  method  gives  a false 
sense  of  a high  degree  of  accuracy. 

There  is  poor  correlation  between  the 
therapeutic  results  and  the  calculation  of  the 
dose  in  RADS.  Rawson  follows  the  micro- 
curies per  gram/ weight  method.  He  attempts 
to  give  a dose  which  will  deposit  150  micro- 
curies in  each  estimated  gram  of  thyroid. 
Rawson’s  formula: 

Treatment  dose = estimated  thyroid  weight  X 
150  microcuries/gram  of  thyroid 

uptake  at  thyroid 
40X150 

Treatment  dose= =8,600  microcuries 

0.70 

or  8.6  millicuries. 

Follow-up  study  is  usually  done  after  four 
months  and  supplementary  1-131  therapy  is 
given  if  necessary.  The  size  of  the  thyroid  for 
the  repeat  dose  is  usually  smaller,  a factor 
which  needs  to  be  taken  into  account  because 
of  the  greater  concentration  of  isotope  in  a 
smaller  space. 

Changes  after  1-131  therapy 

Grossly,  there  are  found  to  be  atrophy, 
telangiectasis  at  the  gland  surface,  with  oc- 
casionally fibrous  adhesions  to  adjacent  struc- 
tures. Microscopically,  the  chief  findings  are 
irregularity  in  size  and  outline  of  nuclei  and 
bizarre  distortion  of  chromatin  patterns.  Fi- 
brosis is  present  associated  with  groups  of 
acini  containing  cells  of  variable  height.  The 
latter  is  characteristic  of  radiation  injury. 

1-131  uptake  in  thyroid  tumors 

Benign — None  to  slight,  except  in  the 
hyperplastic  type. 

Malignant — There  is  no  uptake  in: 

Papillary  carcinoma — these  patients  may 
live  for  many  years,  20  years  or  more,  with 
lung  metastases. 

Giant  and  spindle  cell  carcinoma — these 
occur  in  elderly  individuals.  They  are  ful- 
minating malignancies  and  the  patient  is 
usually  dead  in  six  months. 

Hurthle  cell  carcinoma — This  is  a disputed 
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entity.  Some  pathologists  claim  that  it  does 
not  occur  in  humans.  It  shows  no  1-131  up- 
take, however,  in  those  cases  where  patholo- 
gists are  willing  to  make  the  diagnosis. 

Tumors  capable  of  function 

Adenocarcinoma,  or  follicular  carcinoma, 
frequently  mixed  with  papillary  type,  and 
“benign  metastasizing  struma.”  1-131  uptake 
occurs  in  less  than  one-third  of  all  malig- 
nancies of  the  thyroid.  Except  in  the  mature 
types,  with  a high  degree  of  function,  such  as 
the  so-called  “benign  metastasizing  struma,” 
1-131  treatment  has  a limited  effect  in  thy- 
roid cancer  destruction.  The  treatment  of 
choice  is  multiple.  Therapy  should  begin  with 
as  radical  surgery  as  the  surgeon  considers 
safe,  as  a rule.  After  the  operation  the  sur- 
geon should  attempt  to  map  out  the  zones 
of  residual  tumor  masses  and  estimate  their 
size  for  the  radiation  therapist.  An  1-131 
tracer  is  next  done.  Large  repeated  doses  of 
1-131  are  then  begun,  using  50  or  75  milli- 

r- 


Fig.  1. — Shows  the  effect  of  gamma  radiation  on 
an  x-ray  film  from  a dose  of  70  me.  of  1-131  prov- 
ing uptake  after  thyroidectomy  in  papillary  adeno- 
carcinoma metastases  to  the  lungs.  The  film, 
exposed  in  1949,  with  its  casette  was  fastened  to 
the  patient’s  back  for  four  hours.  The  general 
configuration  of  the  lungs  is  presented  with  the 
mediastinum  indicated  as  a midline  divider. 


curies  as  the  first  dose  usually.  The  residual 
normal  thyroid  tissue  is  usually  destroyed 
with  the  first  dose.  Only  about  15  per  cent 
of  metastases  show  uptake  in  the  presence 
of  normal  thyroid  tissue.  Thyroidectomy  sur- 
gically and/or  by  1-131  permits  the  metastases 
to  take  up  1-131  subsequently  in  the  case  of 
functioning  thyroid  carcinoma.  It  has  been 
established  that  60  to  70  millicuries  of  1-131 
will  destroy  a normal  thyroid  gland.  X-ray 
mediastinum  indicated  as  a midline  divider, 
therapy  is  to  be  administered  for  known 
residual  thyroid  malignancy,  especially  since 
a papillary  component  or  an  undifferentiated 
component  is  frequently  present.  Recently, 
palliative  therapy  with  thyroxin  extract  is 
being  tried  as  a suppressant  of  TSH  produc- 
tion. 

Periodic  survey  with  large  tracer  doses 
is  done  for  follow-up  study,  as  well  as  diag- 
nostic surveys  of  the  lungs  and  skeleton, 
which  may  receive  additional  therapy,  usu- 
ally palliative,  or  for  retardation. 

1-131  therapy  alone  benefits  20  per  cent 
of  patients  after  total  surgical  thyroidectomy 
and  it  may  have  useful  palliative  effects  in 
metastases. 

1-131  in  heart  disease 

Occasionally  a patient  with  auricular  fib- 
rillation who  has  had  the  usual  gamut  of 
therapy  for  heart  disease  can  be  converted 
to  a normal  rhythm  with  1-131  therapy  added, 
especially  if  an  occult  hyperthyroidism  is 
present  as  a complicating  factor. 

In  1928  a cardiac  patient  in  Boston  was 
misdiagnosed  as  a thyrocardiac.  After  sur- 
gical thyroidectomy  the  pathologist  reported 
a normal  thyroid.  To  the  pleasant  surprise 
of  the  internists  and  surgeon,  the  patient’s 
cardiac  status  improved  markedly  postopera- 
tively.  It  was  then  reasoned  that  by  thyroid- 
ectomy the  metabolic  rate  had  been  lowered, 
thus  easing  the  demands  on  the  circulation. 
A project  was  thereafter  launched  to  study 
the  value  of  thyroidectomy  in  intractable  an- 
gina pectoris  and  congestive  heart  failure. 
This  showed  some  degree  of  promise,  but  the 
operation  was  too  formidable,  too  high  a 
percentage  of  patients  did  not  survive  the 
surgery,  and  the  method  was  abandoned. 

With  the  advent  of  abundant  1-131  from 
the  atomic  pile,  the  study  was  resumed  using 
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1-131  as  a thyroidectomizing  agent.  Subse- 
quently, a countrywide  survey  showed  this 
newer  method  to  be  worthwhile  adjunct  ther- 
apy in  65  to  75  per  cent  of  patients  with  strik- 
ing improvement  in  about  50  per  cent.  It  is 
stressed  that  the  usual  means  of  therapy  for 
the  cardiac  patient  must  be  continued  while 
1-131  therapy  is  superadded.  Candidates  for 
this  means  of  treatment  should  have  a suit- 
able 1-131  uptake.  If  the  patient  already  has 
diminished  thyroid  function,  1-131  therapy 
has  little  to  offer.  The  euthyroid  cardiac 
patient  is  deliberately  rendered  hypothyroid 
by  1-131  therapy.  It  has  been  mentioned  that 
60  to  70  me.  of  1-131  will  usually  destroy  the 
thyroid  gland  quite  totally.  The  dosage  for 
the  euthyroid  cardiac  is  usually  25  to  35  me. 
Some  prefer  to  give  10  me.  per  week  for 
three  consecutive  weeks  and  repeat  later  if 
necessary.  The  latter  method  is  said  to  di- 
minish the  frequency  of  the  transient  radia- 
tion thyroiditis.  Others  use  6 me.  orally 
weekly  for  five  consecutive  weeks.  If  the 
supervening  myxedema  requires  therapy,  the 
metabolism  can  be  tailored  to  the  optimum 
level  by  counteracting  therapy  with  thyroid 
extract.  Practically  all  patients  who  benefit 
get  at  least  some  increase  in  blood  cholesterol. 
Therefore  a low  cholesterol  intake  is  advo- 
cated as  a means  of  diminishing  the  chance 
of  increased  atherosclerosis. 


Fig.  2.  Diagram  showing  the  rationale  of  1-131 
therapy  in  intractable  heart  disease.  Level  B is 
the  basal  metabolic  level  with  range  BC  the 
patient’s  reserve  of  activity  before  restrictive 
symptoms  occur.  Range  CD  represents  the  addi- 
tional activity  which  may  be  permitted  before 
restrictive  symptoms  occur  when  patient  is  main- 
tained on  standard  cardiac  therapy.  When  this  is 
not  adequate,  additional  oxygen  may  be  made 
available  for  voluntary  activity  usage,  borrowed 
largely  from  that  used  for  tonus,  by  lowering  the 
metabolic  level  from  B to  A by  1-131  partial 
thyroidectomy. 


1-131  therapy  in  heart  disease 

When  the  patient  is  prevented  from  earn- 
ing a living  or  from  obtaining  adequate  sleep 
or  rest. 

When  the  response  to  a careful  regimen 
of  life  and  adequate  medical  therapy  has  been 
unsatisfactory. 

When  spontaneous  improvement  appears 
unlikely  from  its  duration. 

When  there  are  no  signs  and  symptoms 
of  hypothyroidism  and  the  1-131  tracer  up- 
take is  within  normal  limits. 

When  the  patient  is  willing  to  adhere  to 
a low  fat  diet  and  abstain  from  tobacco  in 
excess. 

In  over  100  patients  treated  with  1-131, 
one  investigator  found  no  evidence  of  bone 
marrow  depression,  no  radiation  sickness,  no 
more  than  transient  radiation  thyroiditis  nor 
more  than  slight  temporary  hyperthyroidism. 

1-131  in  pulmonary  emphysema 

Paralleling  the  objective,  indications,  and 
method  in  heart  failure,  and  following  a 
promising  pilot  study,  we  are  currently'  en- 
gaged in  a critical  study  as  to  the  efficacy 
of  1-131  therapy  in  protracted  lung  failure 
or  severe  emphysema.  • 
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• • • • • • • Peptic  ulcer  with 
coexisting  urinary  tract  disease* 

Mabel  E.  Tuchscherer,  M.D.,  Anaconda,  Montana 


Long  continued  use  of  milk 
and  patent  antacids  for  ulcers  may 
precipitate  renal  calculi, 
especially  in  those  with 
previous  urinary  disease. 


Although  it  has  been  recognized  by  some 
medical  authorities  for  a number  of  years 
that  continuous  use  of  a high  milk  diet  and 
absorbable  alkalis  in  the  management  of 
peptic  ulcer  may  be  associated  in  some  man- 
ner with  renal  stone  formation,  there  are  still 
those  who  apparently  minimize  this  fact 
because  they  write  about  treatment  of  peptic 
ulcer  without  any  reference  to  this  possibility 
and  others  treat  without  thought  of  this 
renal  complication.  Four  patients  seen  within 
a period  of  four  months  illustrate  the  follow- 
ing points  with  which  one  should  be  con- 
cerned: 1.  A patient  who  does  not  have  any 
history  or  findings  of  urinary  tract  disease 
and  who  is  treated  for  peptic  ulcer,  gastritis, 
or  duodenitis  with  the  usual  antacids  and 
high  milk  diet  should  be  warned  that  he  is 
not  to  continue  them  indefinitely  or  to  re- 
start such  therapy  for  recurrent  gastroin- 
testinal symptoms  on  his  own  judgment  with- 
out requesting  an  evaluation  of  his  urinary 
tract.  2.  Medical  treatment  of  persistent  and 
recurrent  peptic  ulcers  does  not  appear  to 
require  highly  absorbable  alkalis  and  a high 
milk  diet.  3.  History  of  any  urinary  tract 
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disease  should  alter  the  treatment  of  peptic 
ulcer.  4.  A patient  who  develops  a urinary 
tract  disease  should  be  asked  whether  he  has 
had  gastrointestinal  disease  and  more  spe- 
cifically whether  he  has  been  in  the  habit  of 
taking  antacids  and  a high  milk  diet. 

CASE  REPORTS 

Case  1 — M.  M.,  a 55-year-old  white  married 
female  music  school  teacher,  was  seen  for  the 
first  time  November  26,  1956,  complaining  of 
tiredness  present  for  two  months,  epigastric  dis- 
tress with  a duodenal  ulcer  history  since  1942, 
recent  constipation,  and  pain  in  the  left  knee 
while  walking  upstairs.  She  had  no  definite  com- 
plaints referable  to  the  urinary  tract.  Treatment 
for  the  ulcer  from  1942  to  1956  had  been  a high 
milk  and  cream  diet.  She  had  used  no  other 
antacids  than  Amphojel  or  Gelusil.  The  only  posi- 
tive physical  findings  were  tenderness  in  the 
epigastrium,  and  tenderness  to  the  left  and  right 
of  the  umbilicus  extending  around  to  the  right 
flank  and  back.  Urine  showed  a two  plus  albumin 
and  was  packed  with  red  and  white  cells.  She 
was  admitted  to  the  hospital  for  urinary  tract 
and  gastrointestinal  tract  studies.  Intravenous 
pyelogram  showed  the  right  kidney  to  be  larger 
than  the  left.  There  were  several  opacities  in  the 
region  of  the  left  ureter  suggestive  of  stones.  After 
opaque  media  the  kidney  structure  was  well  vis- 
ualized on  the  right  but  not  on  the  left.  Retro- 
grade study  of  the  left  kidney  also  failed  to  out- 
line the  left  kidney  structure.  Stomach  x-ray 
revealed  a chronic  active  duodenal  ulcer.  Because 
the  left  kidney  was  nonfunctioning  and  infected 
with  both  escherichia  coli  and  non-hemolytic 
streptococci,  it  was  considered  wise  to  remove  this 
left  kidney  in  order  to  protect  the  right  kidney 
which  contained  sterile  urine.  The  urologist  would 
not  perform  a nephrectomy  until  the  peptic  ulcer 
was  healed  since  he  felt  that  surgery  could  pre- 
cipitate gastrointestinal  hemorrhage. 

She  was  kept  at  bed  rest  with  only  bathroom 
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privileges  for  two  weeks.  She  received  a serving 
of  jello  in  place  of  the, usual  milk  for  the  first 
two  days  on  the  odd  hours  through  the  day  and 
at  night  as  necessary.  This  was  followed  by  a 
progressive  soft  diet  based  on  the  Shorr  Diet, 
containing  1200  mg.  of  phosphorus  and  700  mg. 
of  calcium  per  day.  Gelatin  replaced  any  milk  or 
cream  usually  used  between  meals.  One  table- 
spoonful of  Basaljel  (Wyeth)  was  taken  on  the 
even  hours  at  the  onset  of  her  treatment  and 
between  meals  and  as  necessary  thereafter.  Basal- 
jel was  chosen  because  of  its  proved  ability  to 
protect  the  kidney  from  stone  formation,  as  well 
as  for  its  antacid  properties.  Sedation  was  given 
as  required  and  antibiotics  were  used  to  control 
the  urinary  tract  infection.  A recheck  stomach 
x-ray  on  December  15,  1956,  showed  no  ulcer 
crater  and  the  bulb  was  less  irritable.  She  was 
allowed  to  go  home  on  the  same  regimen.  Stomach 
x-ray  taken  January  19,  1957,  revealed  deformity 
of  the  duodenal  bulb  but  there  was  no  crater  nor 
irritability  and  the  ulcer  was  considered  to  be 
healed  or  quiescent. 

On  January  25,  1957,  a left  ureterectomy  and 
nephrectomy  were  done.  The  pathologic  diagnosis 
was  pyelonephritis,  ureterolithiasis,  and  severe 
hydronephrosis  of  the  left  kidney.  Stone  analysis 
was  positive  for  ammonium,  uric  acid,  phosphate, 
and  strongly  positive  for  calcium.  She  has  con- 
tinued asymtomatic  on  her  diet  without  milk  and 
cream.  Stomach  x-ray  on  September  28,  1957, 
again  showed  a healed  or  quiescent  duodenal 
ulcer.  Calcium  and  phosphorus  blood  levels  were 
within  normal  limits  at  this  time  as  was  the 
urinalysis.  Incidentally  she  tried  ice  cream  for 
the  first  time  on  August  5,  1957,  and  on  August 
6,  1957,  was  operated  for  an  acute  appendicitis 
which  was  pathologically  present  with  fecalith 
formation. 

Case  2— F.  H.,  a 52-year-old  white  housewife, 
was  seen  January  11,  1957,  complaining  of  epi- 
gastric pain  which  had  awakened  her  about  3 
each  morning  for  a period  of  two  years.  Pain  had 
been  partially  relieved  by  Gelusil  and  milk  and 
cream  added  to  an  otherwise  unrestricted  diet. 
Milk  always  caused  constipation  and  bleeding 
hemorrhoids.  In  1949  her  right  kidney  had  been 
removed  because  of  pyelonephritis  with  bleeding. 
She  had  had  no  urinary  tract  sy.mptoms  since  that 
time.  Physical  findings  were  now  essentially  nega- 
tive. Intravenous  pyelogram  showed  absence  of 
the  right  kidney  and  compensatory  hypertrophy 
of  the  left  kidney  with  its  well  visualized  struc- 
ture of  normal  contour.  Stomach  x-ray  revealed 
an  old  healed  duodenal  ulcer  without  evidence  of 
activity.  Since  her  history  was  suggestive  of  duo- 
denitis, she  was  placed  on  a regimen  similar  to 
the  first  case  presented  and  was  warned  how 
necessary  it  might  be  to  protect  her  one  remaining 
kidney  while  continuing  to  treat  the  gastrointes- 
tinal symptoms.  She  improved  and  had  no  return 


of  symptoms  when  seen  ten  months  later. 

Case  3 — B.  J.,  a 68-year-old  widow  and  realtor, 
was  seen  for  the  first  time  February  12,  1957, 
because  she  had  been  having  epigastric  pain  and 
gas  distress  despite  being  on  a continuous  milk 
diet  and  antacid  therapy  as  treatment  for  a duo- 
denal ulcer  discovered  in  September,  1956.  Since 
1955  she  had  been  treated  off  and  on  by  a urologist 
for  chronic  bladder  and  urethral  disturbance.  Be- 
cause of  this  history  of  urinary  tract  disease  she 
was  now  given  an  ulcer  diet  with  gelatin  as  a 
substitute  for  the  milk.  Basaljel  was  used  for  the 
antacid.  When  she  was  seen  two  weeks  later  she 
stated  that  the  pain  was  gone.  Even  the  smallest 
amount  of  milk  caused  gas  pain,  and  she  had  had 
less  disturbance  on  urination  since  she  had  stopped 
the  milk  and  had  taken  the  Basaljel.  She  was 
referred  back  to  her  original  physician  for  follow- 
up study. 

Case  4— -H.  O.,  a 55-year-old  male,  was  treated 
for  the  first  time  for  kidney  stone  by  his  urologist 
in  1954.  Calcium  was  present  in  the  stone  found. 
It  was  too  small  for  further  analysis.  This  man 
had  a responsible  position  and  had  for  years  noted 
epigastric  distress  when  under  tension.  Without 
instruction  he  automatically  took  large  quantities 
of  milk  and  any  type  of  patent  antacid.  Early 
this  spring  he  again  passed  a kidney  stone  as 
evidenced  by  bloody  urine  and  severe  abdominal 
pain.  He  was  treated  by  his  urologist,  but  failed 
to  give  this  doctor  the  history  that  at  that  par- 
ticular time  he  was  having  epigastric  distress  and 
was  taking  large  quantities  of  milk  and  antacids. 
When  this  history  was  obtained,  we  advised  him 
to  use  gelatin  and  Basaljel.  He  tolerated  these 
well  and  has  been  asymptomatic  since. 

Comment 

Since  I trained  with  neurologist  A.  B. 
Baker^  of  Minnesota  who  reported  in  1955 
the  use  of  Basaljel  in  the  paralytic  polio- 
myelitis patients  to  prevent  kidney  stone 
formation,  our  first  choice  for  kidney  protec- 
tion in  the  cases  presented  was  Basaljel.  As 
a basic  aluminum  carbonate  it  obviously  also 
had  antacid  properties.  The  Wyeth  Labora- 
tory was  contacted  and  they  have  written 
that,  as  far  as  they  know,  there  has  been  no 
report  on  the  use  of  Basaljel  in  ulcer  therapy 
prior  to  this  one.- 

Discussion 

Review  of  the  literature  in  reference  to 
this  general  problem  proved  interesting. 
Snape-  in  the  Journal  of  the  Medical  Society 
of  Nem’-  Jersey  in  July,  1955,  in  his  article 
entitled  Duodenal  Ulcer  and  Renal  Calculi  in 
Twins  reported  that  five  times  in  world  lit- 
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erature  duodenal  ulcer  had  been  reported  in 
identical  twins  and  he  was  reporting  a sixth 
pair  born  in  1908  who  also  had  renal  calculi. 
Twin  A had  an  ulcer  in  1930  and  a kidney 
stone  in  1932.  Twin  B developed  an  ulcer  in 
1944  and  a renal  calculus  in  1954.  Both  had 
received  alkali  and  large  quantities  of  milk 
for  their  peptic  ulcer  treatment.  He  men- 
tioned that  despite  several  careful  investiga- 
tions the  inheritance  of  either  a specific  organ 
inferiority  or  the  familial  susceptibility  to 
peptic  ulcer  has  not  been  proved. 

Several  reports  were  noted  in  the  litera- 
ture in  reference  to  Management  of  Milk 
Drinker’s  Syndrome  by  Poppel  and  ZeiteP 
in  Radiology  1956  and  Milk-Alkali  Syndrome 
by  Scholz  and  Keating-'  in  the  1955  Archives 
of  Internal  Medicine  with  prolonged  treat- 
ment of  peptic  ulcer  with  absorbable  alkalis 
tending  toward  a hypercalcemic  state  with 
symptoms  of  hypercalciuria,  renal  insuffi- 
ciency, azotemia,  and  occasionally  alkalosis. 

Lewis  Leiter''  in  Portis’  third  edition  of 
Diseases  of  the  Digestive  System,  devoted 
two  chapters  to  showing  a relationship  be- 
tween gastrointestinal  tract  and  urinary  tract 
functions.  He  stated  that  there  is  a limit  of 
ability  of  the  kidney  to  concentrate  any 
given  substance,  and  when  the  limit  is 
reached,  further  increase  in  excretion  must 
depend  on  increase  of  urine  volume.  (There- 
fore increased  fluid  intake  is  important.)  He 
also  stated  “it  is  important  for  the  physician 
who  administers  alkali,  to  determine  renal 
function  prior  to  development  of  alkalosis 
because  it  is  hard  to  control  if  a damaged 
kidney  is  present.  . . . During  medical  man- 
agement of  peptic  ulcer  particularly  by  milk 
and  cream  and  alkaline  powder  regimen, 
alkalosis  should  be  suspected  when  a patient 
complains  of  distaste  for  milk  and  cream  or 
powder.  It  is  dangerous  to  rely  on  the  re- 
action of  the  urine  as  a measure  of  alkalosis, 
because  the  urine  may  become  neutral  or 
acid  as  the  alkalosis  increases.  In  persons 
with  known  renal  or  urologic  disease  the  use 
of  alkalis  should  be  undertaken  with  con- 
siderable caution.  . . . Urolithiasis  of  the 
calcium  or  magnesia  type  is  a contraindica- 
tion to  alkaline  therapy.  In  fact  there  is 
reason  to  believe  that  ingestion  of  large 
amounts  of  milk  for  long  periods  along  with 


alkali  medication  may  lead  to  a syndrome 
of  nephrocalcinosis,  renal  impairment,  and 
hypercalcemia  with  metastatic  calcification 
in  the  conjunctiva  and  sclera.”  Leiter  also 
told  of  the  development  of  typhoid  pyelo- 
nephritis which  reached  the  kidney  via  the 
blood  from  intestinal  ulceration.  (A  similar 
possibility  with  other  types  of  infection  exists 
with  every  type  of  extensive  intestinal  ulcer- 
ation.) He  further  stated  “it  is  not  unreason- 
able to  insist  that  every  patient  should  have 
an  accurate  estimation  of  renal  function  prior 
to  and  during  the  alkali  treatment  of  peptic 
ulcer.” 

Portis  and  Grave®  in  Portis’  textbook 
stated  that  history  taking  should  be  complete 
for  all  the  body  systems,  and  one’s  attention 
should  not  be  focused  on  a particular  spe- 
cialty just  because  one  is  either  a urologist 
or  an  internist. 

Urologic  literature 

Essentially  the  remainder  of  the  litera- 
ture checked  came  from  the  urologist’s  stand- 
point. The  idea  of  treatment  of  renal  stones 
came  from  Shorr'  in  1945  in  the  Journal  of 
Urology,  when  he  presented  his  low  phos- 
phorus (1200  mg.)  and  low  calcium  (700  mg.) 
diet  and  the  use  of  aluminum  hydroxide  gel 
with  the  purpose  of  precipitating  insoluble 
aluminum  phosphate  in  the  bowel.  In  1950 
Shorr  and  Carter®  found  Basaljel  (basic 
aluminum  carbonate  gel)  35  per  cent  more 
effective  in  lowering  urinary  phosphorus.  In 
1952  Marshall  and  Green®,  in  1955  Marshall 
and  Spellman'®,  and  G.  S.  Barrett"  in  1951 
all  reported  similarly  in  the  Journal  of  Urol- 
ogy, and  Barrett  added  that  Basaljel  is  more 
palatable.  These  men  noted  that  Basaljel  was 
especially  appropriate  in  infections  caused 
by  ammonium  forming  organisms  like  Pro- 
teus, which  render  valueless  an  acidifying 
regimen  because  these  urea  splitting  organ- 
isms alkalinize  the  urine.  In  Basaljel  therapy 
alkalinity  of  the  urine  is  of  no  significance. 
Phosphatic  stones  tend  to  increase  in  size, 
impair  renal  function,  resist  treatment  and 
recur  after  excision.  Highly  alkaline  urine 
produced  through  formation  of  ammonia  by 
urea  splitting  organisms  infecting  the  urin- 
ary tract  is  especially  favorable  to  precipita- 
tion and  development  of  phosphatic  calculi. 
To  control  by  acidification  of  urine  through 
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acid  ash  diets  and  acidifying  agents  would 
often  require  the  patient  to  be  placed  in  a 
dangerous  state  of  acidosis,  and  still  be  in- 
effective. Basic  aluminum  carbonate  helps  to 
excrete  both  urea  and  phosphate  in  the  stool. 

Basal j el  is  also  effective  in  management 
of  other  types  of  stones.  In  treatment  of  uric 
acid  and  cystine  stones  alkalinization  is  nec- 
essary, but  such  alkalinization  may  allow 
formation  of  phosphatic  calculi.  Basal  j el  will 
help  prevent  this  by  holding  the  phosphate 
in  the  bowel.  It  has  been  stated  that  when 
calcium  oxalate  stones  enlarge  to  a size 
greater  than  100  mg.,  co-precipitation  of  phos- 
phate with  calcium  oxalate  occurs.  Basaljel 
has  seemed  to  have  protected  the  kidney 
from  stone  formation  in  these  cases  and  has 
relieved  dysuria.  It  does  not  increase  cal- 
cium output  which  occurs  with  acidification. 
This  drug  used  in  quantities  of  180  cc.  daily 
for  seven  years  in  Shorr’s  patients  showed 
no  pathologic  effects,  no  CO,  content  change, 
no  change  in  serum  calcium  or  alkaline  phos- 
phatase levels,  and  no  demineralization  of 
the  skeleton.  Androgens  were  used  to  stimu- 
late bone  matrix  formation  by  Shorr,  Carter, 
and  Satterthwaite’^  Fruits,  mineral  oil,  milk 
of  magnesia,  or  cascara  were  used  to  control 
constipation  by  these  men. 

British  experience 

In  September,  1956,  Pyrah,  Raper,  and 
Smith^®  in  the  British  Journal  of  Urology 
reported  a new  drug  called  Hyalgel  produced 
in  England  by  Hough,  Hoseason  & Co.  Ltd. 
which  gave  2.9  per  cent  to  3.1  per  cent  alu- 
minum available  for  precipitating  phosphorus 
as  compared  to  2.6  per  cent  by  Basaljel.  They 
advised  to  watch  the  use  of  the  gels  in  chil- 
dren and  in  pregnancy,  although  Page  and 
Page’^  reported  in  1955  that  aluminum  gel 
with  lowered  milk  intake  helped  increase 
ionized  calcium  and  prevent  leg  cramps  in 
pregnancy. 

An  interesting  concept  of  pathologic  cal- 
cification was  reported  by  Rodger  BakeC® 
in  the  New  York  State  Journal  of  Medicine, 
January,  1957.  He  stated  that  theoretically  a 
cohesive  substance  must  be  present  in  the 
urine.  He  suspected  that  this  was  a muco- 
protein  released  from  the  bone  matrix  espe- 
cially when  metabolic  disease  participates  in 
renal  stone  formation.  This  mucoprotein  is 


thought  to  find  the  calcium  salts  in  the  kid- 
ney and  precipitation  is  thought  to  occur. 
With  this  hypothesis  calcium  need  only  be 
present  in  the  urine  but  not  in  excess.  Also 
there  is  a possibility,  according  to  Baker,  that 
there  could  be  some  factor  which  converts 
the  renal  tubule  matrix,  mucopolysaccharide, 
into  a calcium-bindable  mucoprotein.  He 
speculated  there  may  be  a basic  mechanism 
in  a patient  who  is  disposed  to  stone  forma- 
tion which  is  triggered  by  contributing  fac- 
tors such  as  dehydration,  infection,  increased 
intake  of  milk  products,  prolonged  bed  rest, 
hypercalciuria,  and  obstructive  uropathy.  It 
was  his  opinion  that  time  is  needed  for  de- 
velopment of  calculi. 

Conclusion 

1.  It  is  essential  to  take  an  adequate  his- 
tory and  do  a complete  examination.  Four 
cases  are  presented  with  histories  and  find- 
ings of  both  gastrointestinal  and  urinary 
tract  disease. 

2.  High  milk  diet  and  highly  absorbable 
alkalis  appear  not  to  be  required  to  treat 
peptic  ulcer.  A low  phosphorus,  low  calcium 
ulcer  diet  and  Basaljel  have  been  demon- 
strated to  be  apparently  effective  in  the 
treatment  of  gastrointestinal  disease  when  it 
is  associated  or  coexists  with  urinary  tract 
disease.  • 
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LECTIONS 

Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“It  is  seldom  found  that  the  patient  will  present 
himself  to  the  physician  with  the  diagnosis  boldly 
emblazoned  in  red  letters  across  the  forehead.” 
(C.  H.  Ross.)  But  occasionally  he  does. 

Clinical  data 

A 37-year-old  lady  complained  of  swelling  of 
the  right  upper  eyelid  associated  with  mild  frontal 
headache,  of  two  months’  duration.  There  were  no 
visual  disturbances  or  background  of  unusual 
nasal  drainage.  The  physical  examination  disclosed 
a moderate  proptosis  of  the  right  eye;  no  other 
pertinent  findings  were  evident. 

Radiographic  studies 

Films  of  the  sinuses  demonstrated  an  increase 
in  the  radiotranslucency  in  the  frontal  area  with 
marginal  scalloping  (see  Fig.  1).  There  is  absence 
of  a distinguishable  lining  membrane. 

These  changes  are  characteristic  of  a frontal 
mucocele.  The  explanation  of  the  striking  radio- 
lucent  effect  is  that  it  depends  on  the  degree  of 
bone  destruction  produced  by  the  tumor;  the 
greater  the  destruction,  the  more  the  increase  in 
the  radiolucency.  When  this  exceeds  the  radio- 
lucency  of  the  air  normally  present  in  the  un- 
involved sinus,  it  presents  as  above.'  Obviously, 
some  mucoceles,  without  much  destruction,  will 
not  have  this  effect. 


Figure  1 
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Epilogue 

The  patient’s  mucocele  was  resected  surgically, 
and  the  patient  was  cured. 
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IN  DEBILITATING  DISEASE 


Patients  receiving 

NILEVAR 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 

these  appear: 

Underweight —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet. . . . More  ambition 
while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn— “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.,  ampuls  of 
25  mg.  (1  cc.)  and  Nilevar  Drops  of  0.25  mg.  per  drop. 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Contrary  to  the  usual  procedure  in  a first  ses- 
sion, the  86th  Congress  this  year  already  is  getting 
on  with  its  work,  particularly  in  health  fields.  In 
past  Congresses,  not  much  is  accomplished  the 
first  session,  with  most  bills  held  over  to  the 
second,  which  always  is  an  election  year. 

The  session  was  only  weeks  old  when  action 
was  under  way.  Here  are  some  of  the  develop- 
ments, portending  enactment  before  adjournment 
of  a number  of  bills: 

1.  After  hearings,  a subcommittee  of  the  Senate 
Banking  and  Currency  Committee  reported  favor- 
ably on  a housing  bill  that  contained  provision 
for  mortgage  guarantees  for  proprietary  nursing 
homes.  Subsequently,  the  measure  was  passed  by 
the  Senate. 

At  this  writing  the  House  is  at  work  on  an- 
other housing  bill  that  also  contains  the  nursing 
home  loan  section.  With  House  passage  assumed. 


the  question  is  whether  the  bill  (containing  more 
money  than  the  White  House  wants  spent)  will 
be  vetoed,  and  if  vetoed  whether  it  can  be  enacted 
anyway  by  two-thirds  majorities  in  both  houses. 

2.  Without  bothering  with  hearings,  the  House 
Ways  and  Means  Committee  overwhelmingly  ap- 
proved the  Keogh  bill  to  encourage  retirement 
plans  for  self-employment.  It  acted  in  line  with 
the  committee’s  established  procedure  to  quickly 
reapprove  bills  that  passed  the  House  the  previous 
Congress,  but  not  the  Senate.  The  Keogh  bill  is 
identical  with  a measure  that  easily  cleared  the 
House  last  session  but  lost  out  in  the  Senate. 

3.  Driven  forward  by  Chairman  Carl  Vinson 
of  the  House  Armed  Services  Committee,  legisla- 
tion to  extend  the  regular  and  doctor  drafts  four 
years  rolled  through  the  House.  However,  indica- 
tions were  the  Senate  would  take  its  time  and  give 
careful  consideration  to  the  need  for  a four-year 
extension. 

4.  The  Senate  Labor  and  Welfare  Committee, 
under  the  leadership  of  Chairman  Lister  Hill  (D., 
Ala.),  demonstrated  its  interest  in  legislation  for 
the  aged.  Senator  Hill  named  a subcommittee  to 
make  a full  year’s  study  of  problems  of  the  aged, 
taking  in  housing,  employment  and  recreation,  as 
well  as  medical  aspects. 

Chairman  of  this  subcommittee  is  Senator  Pat 
McNamara,  Detroit  Democrat.  Other  Democrats 
are  Senators  John  Kennedy  of  Massachusetts, 
Joseph  Clark  of  Pennsylvania  and  Jennings  Ran- 

continued  on  108 


THE  EMORY  jOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO 

MEIrose  4-8828 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 

Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 

E.  JAMES  BRADY,  M.D.,  Medical  Director 
CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D.,  Paul  A.  Draper,  M.D.,  Charles  W.  McClellan,  M.D. 
Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 
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B.  I.  □. 

CONTROL 


Jl  day  (2) 


NEW 







patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 


In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 


EVEN  REFRACTORY  CASES  RESPOND 


‘Trademark 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 
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More  effective  clinicalff 
in 


the  first  true  tranquilaxant 


the  first  true 


TRANQUILAXANT^ 


Potent  MUSCLE  RELAXANT 
and  equally  effective  as  a TRANQUILIZER 

:|(tran-qui-lax-ant  (tran'kwi-lak'sant) 

1 < L.  tranquillus.  quiet;  L.  laxare,  to 
loosen,  as  the  muscles! 


Clinical  Comments 


“We  have  just 
started  using  it 
[Trancopal]  for 
relaxing  spastic 
musculature  and 
are  very  much 
encouraged.”^ 


Baker,  University  of 
Minnesota  Medical 
School 


“Chlormethazanone 
[Trancopal]  not  only 
relieved  painful  muscle 
spasm,  but  allowed  the 
patients  to  resume 
their  normal  activities 
with  no  interference 
in  performance  of 
either  manual  or 
intellectual  tasks.”^ 

Lichtman,  New  York 
Polyclinic  Medical  School 
and  Hospital 


“The  effect  of  this 
preparation  in  these 
cases  [skeletal  muscle 
spasm]  was  excellent 
and  prompt . . 

Mullin  and  Epifano,  Long 
Island  College  Hospital 


'Tn  120  patients 
with  anxiety  or  tension 
states,  114  received 
satisfactory  control  of 
their  condition.  Severe 
dysmenorrhea  and 
premenstrual  tension 
in  65  patients  refractory 
to  the  usual  medications 
were  relieved 
satisfactorily 
in  56.”4 
Lichtman 


fi 


The  results  of  clinical  studies  of  over  4092  patients 
by  105  physicians  demonstrate  that  Trancopal  often  is 
effective  when  other  drugs  have  failed.  From  these 
studies  it  is  clear  that  Trancopal  probably  can  provide 
more  help  for  a greater  number  of  tense,  spastic, 

Sand/  or  emotionally  upset  patients  than  any  other 
pharmaceutical  agent  in  current  use. 

S 

[ 

f 


^Excellent,  good  and  fair 


Dosage : 

Usual  adult  dose,  1 Caplet 
(100  mg.)  three  or  four  times 
daily.  Children  ( from  5 to  12 
years) , % Caplet  (50  mg.) 
three  or  four  times  daily. 

Supplied : 

Trancopal  Caplets®  (peach 
colored,  scored)  100  mg., 
bottles  of  100  and  1000. 


ADVANTAGES  OF  TRANCOPAL 

• Lower  incidence  of  side  effects 
than  with  zoxazolamine,  metho- 
carbamol or  meprobamate. 

• No  known  contraindications. 
Blood  pressure,  pulse  rate,  res- 
piration and  digestive  process- 
es unaffected  by  therapeutic 
dosage.  No  effects  on  hemato- 
poietic system  or  liver  and  kid- 
ney function. 

• Low  toxicity. 

• No  gastric  irritation.  Can  be 
taken  before  meals, 

• No  clouding  of  consciousness, 
no  euphoria  or  depression. 

• No  perceptible  soporific  ef- 
fect, even  in  high  dosage. 


SUPPLIED 
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the  first  true  tranquitaxant 


Musculoskeletal 

INDICATIONS 

Psychogenic 

Neurologic 

\ 


New  revitalizing  tonic 
brightens 

the  second  half  of  life! 


Ritonic 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 
gonadal  function— ritonic  meets  all  these  problems  of  middle  age  and 
senile  let-down.  The  unique  combination  of  RITALIN,  the 
safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium,  / 

and  hormones  acts  to  renew  vitality,  re-establish  hormonal 
and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being.”^ 


PRESCRIBE  RITONIC 
for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains : 


Ritalin®  hydrochloride 

5 mg. 

methyltestosterone 

1.25  mg. 

ethinyl  estradiol 

5 micrograms 

thiamin  (vitamin  Bi) 

5 mg. 

riboflavin  (vitamin  Ba) 

Img. 

"pyridoxin  (vitamin  Be) 

2 mg. 

vitamin  Bis  activity 

2 micrograms 

nicotinamide 

' 25  mg. 

dicalcium  phosphate 

250  mg. 

Dosage : 
Supplied : 
References ; 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. : J.  Am.  Geriatrics  Soc.  6 : 534  (July)  1958. 

2.  Baclirach,  S. : To  be  published, 
hydrochloride  (methylphenidate  hydrochloride  CIBA) 
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In  potentially- 
serious 
infections . . . 


/ 


/ 


Washington  Scene  cont.  from  98 


dolph  of  West  Virginia.  Republicans  are  Senators 
Everett  Dirksen  of  Illinois  and  Barry  Goldwater 
of  Arizona. 

5.  At  the  same  time,  three  members  of  the 
standing  health  subcommittee  of  the  Hill  Commit- 
tee, Senators  Jacob  K.  Javits  of  New  York,  Clif- 
ford B.  Case  of  New  Jersey  and  John  Sherman 
Cooper,  all  Republicans,  asked  Congress  to  author- 
ize a two-year  study  of  the  health  problems  of 
the  entire  population.  If  approved  by  Congress, 
the  investigation  would  look  into  the  quality  and 
quantity  of  health  services,  problems  of  extending 
health  insurance,  special  problems  of  the  aged  and 
minority  groups. 

Notes 

Fifty-four  Senators  are  supporting  legislation 
that  would  project  the  U.  S.  farther  into  the  inter- 
national medical  picture.  It  would  set  up  an  Insti- 
tute of  International  Medical  Research  as  part  of 
NIH,  establish  an  advisory  council,  and  authorize 
spending  of  $50  million  a year  for  research,  part 
of  it  to  go  to  foreigners  in  the  form  of  grants. 

Medicare  has  not  been  able  to  keep  within  the 
$72  million  “ceiling”  recommended  by  Congress 
for  the  present  year.  Through  the  Navy  it  is  ask- 


ing $6  million  more.  In  addition,  Army  and  Air 
Force  will  shift  funds  to  meet  the  bill,  estimated 
at  $93.6  million.  The  budget  asks  $89  million  for 
next  year,  in  expectation  that  restrictions  begun 
in  October  will  bring  a saving  of  between  $4  mil- 
lion and  $5  million. 

Medicine  has  won  an  argument  within  the 
new  Federal  Aviation  Agency.  As  a consequence, 
FAA’s  civil  air  surgeon  will  assist  the  adminis- 
trator in  setting  standards  for  fitness,  direct 
physical  examination  and  inspection  programs, 
advise  on  research  needs,  and  evaluate  all  of 
FAA’s  medical  personnel  plans. 

The  President’s  health  budget,  now  under  scru- 
tiny in  Congress,  is  expected  to  be  substantially 
increased.  As  an  example  of  the  White  House 
efforts  for  economy,  Mr.  Eisenhower  recommended 
$101.2  million  for  Hill-Burton  hospital  construc- 
tion grants,  in  contrast  to  $186.2  million  HB  has 
for  the  current  fiscal  year. 

Through  the  Civil  Service  Commission,  the 
Federal  government  is  attempting  to  recruit  physi- 
cians for  service  in  this  country  and  abroad.  Salary 
ranges  from  $7,510  to  $12,770. 

The  Administration  is  pressing  Congress  to 
pass  legislation  giving  the  U.  S.  power  to  regulate 
coaltar  and  other  colors  in  foods,  drugs  and  cos- 
metics. One  objective  is  to  require  that  manufac- 
turers demonstrate  that  the  colors  are  harmless 
before  the  products  can  be  put  on  the  market. 
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PARENTERAL  | 
MEDICATIONS  I 


j 


FIRST  WITH 


SAN-OTT  Laboratories 


OUR 


"Special  of  the  Month'' 


ALLOWS  YOU 


TO  OBTAIN  QUALITY  INJECTABLES  AT  REDUCED  COST 


Attaching  catalog  request  to  R blank, 
you  are  entitled  to  purchase  one  or 
more  (limit  3) 


lOcc  Vials  Vitamin  B12 
1000  mcg/cc 


AT  SPECIAL 

OFFER  PRICE  PER  VIAL 


! SAN-OTT  LABORATORIES  | 

I P.  O.  Box  No.  19  ! 

I Brooklyn  22,  N.  Y.  | 

j [H  Please  send  catalog  and  information.  | 

I Q Ship vial(s)  of  1 Occ  Vitamin  Bi-  | 

j 1000  mcg/cc  and  bill  me.  I 

I I 
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I 
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running  noses 


and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 


• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than 


topical  medication 


• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


flrsU-the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 


the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  ...  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleale 25  mg. 


One  half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid» 
afternoon  and  in  the  evening,  if  needed. 


rp'A  • • • ® 

1 riammic 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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NOW-YOU  CAN  GET  THE 
UNSURPASSED  ADVANTAGES 
OF  ARISTOCORT 
IN  SALICYLATE 
COMBINATION 


Aristogesic  combines  the  a7iti-inflam7natory  effects  of  Aristocort®  Triamcinolone 
with  the  analgesic  action  of  a most  potent  salicylate.  This  means  that  the  dosage 
of  each  is  substantially  lower  than  that  ordinarily  required  for  each  agent  alone. 
With  Aristogesic  the  physician  has  exceptionally  wide  latitude  in  adjusting  the 
dosage  to  the  lowest  effective  level. 

The  possibility  of  gastric  distress  from  either  salicylamide  or  corticosteroid  is 
minimized  because  of  lower  dosage  required.  This  is  further  reduced  by  the 
buffer  action  of  aluminum  hydroxide.  And  the  ascorbic  acid  helps  meet  the 
increased  need  for  this  vitamin  in  stress  conditions.  Because  of  the  low  dosage, 
side  effects  with  Aristogesic  have  been  relatively  infrequent  and  minor  in  nature. 
Howe\’er,  more  serious  side  effects  ha\’e  traditionally  been  observed  on  all 
corticosteroid  therapy.  Patients  on  long-term  Aristogesic  therapy  should, 
therefore,  be  obser\-ed  carefully. 
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for  relief  of  chronic— hut  less  severe  pain  of  rheumatic  origin 


Indications:  cases  of 

rheumatoid  arthritis,  tenosynovitis, 
synovitis,  bursitis,  mild  spondylitis, 
myositis,  librositis,  neuritis  and 
certain  muscular  strains. 

Dosage:  Average  initial  dosage: 

2 capsules  3 or  4 times  daily. 
Maintenance  dosage  to  be 
adjusted  according  to  response. 

Each  Aiistogesic  Capsule  contains: 
ARISTOCORT®  Triamcinolone 


. 0.5  mg. 

Salicylamide  . . . 

, 325  mg. 

■ Aluminum  Hydroxide 

. 75  mg. 

k Ascorbic  Acid  .... 

. 20  mg. 

Supply:  Bottles  of  100, 

p Collagen  tissue  (x2S0) 

^TRADEMARK 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 
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ORGAN  I Z ATI  O N 


Medicolegal  Symposium 
April  17-18,  Salt  Lake  City 

The  regional  Medicolegal  Symposium,  spon- 
sored by  the  American  Medical  Association,  will 
be  held  in  the  Hotel  Utah  on  April  17  and  18, 
beginning  at  12  noon  on  Friday,  followed  by  a 
Saturday  session  which  begins  at  9:30  a.m.  and 
adjourns  at  4:30  p.m. 

All  members  of  the  medical  and  legal  profes- 
sions are  cordially  invited  to  attend  this  unusually 
fine  meeting.  Registration  will  be  limited.  Write 
to  the  Law  Department  of  the  A.M.A.,  535  North 
Dearborn  Street,  Chicago  10,  Illinois,  for  an  ad- 
vance registration  card.  There  will  be  a five  dollar 
registration  fee  which  includes  one  luncheon  and 
any  proceedings  which  may  be  published. 


Tentative  Program 

12 :00 — Registration 

Conference  Chairman:  C.  Joseph  Stetler,  Director, 
Law  Division,  American  Medical  Association,  Chi- 
cago, Illinois 

1:30 — Opening  Remarks — Welcome 
George  M.  Fister,  M.D.,  American  Medical  Associa- 
tion, Ogden,  Utah 

General  Franklin  Riter,  American  Bar  Association, 
Salt  Lake  City,  Utah 

R.  W.  Farnsworth,  M.D.,  Past-President,  Utah  State 
Medical  Association,  Cedar  City,  Utah 
Ira  A.  Huggins,  President,  Bar  Association  of  Utah, 
Ogden,  Utah 

2:00 — Medical  and  Legal  Problems  Involved  in 
Narcotic  Addiction 

Robert  H.  Felix,  M.D.,  Bethesda,  Maryland 
Colonel  George  H.  White,  San  Francisco,  California 
Edward  T.  Mancuso,  San  Francisco,  California 
4:30 — Adjournment 
Saturday,  April  18,  1959 

9:30 — Res  Ipsa  Loquitur  in  Professional  Liability 
Cases 

R.  Crawford  Morris,  Cleveland,  Ohio 

continued  on  116 


71-  !'*  OFFIc¥  SURGERYt 


ELECTIVE  AND  TRAUMATIC 


use 


XYLOCAINE®  HCI  SOLUTION 

(brand  of  lldoeaine*> 

as  a local  or  topical  anesthetic 


Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


AK1KA 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; oompound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U  S.  PAT.  NO.  2,441,498  MADE  IN  U 5. A. 
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EMPIRIN 


J 


COMPOUND 


CODEINE 


PHOSPHATE 


* 


. . .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

TABLOID’ 


...from  mild  pain  complicated  by  tension  and  restlessness. 


EMPIRAL 


Phenobarbital gr.  V* 

Acetopbenetidin gr.  2V^ 

Aspirin  (Acetylsalicylic  Acid) gr.iVz 


^Subject  to  Federal  Narcotic  R^nlations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Fiber  of  skeletal  muscle  relaxed  (phatomkrogfaphs) 


Fiber  of  skeletal  muscle  in  spasm 


Methocarbamol  Robins 


7C&43 


Summary  of  six  published  clinical  studies; 

ROBAXiN  BENEFICIAL  IN  92.4%  OF 
SKELETAL  MUSCLE  SPASM  CASES 


• Highly  potent  — and  long  acting, 

® Relatively  free  of  adverse 

side  effects.’'^'"'^'" 

• In  ordinary  dosage,  does  not  reduce 
muscle  strength  or  reflex  activity.’ 

REFERENCES;  1.  Carpenter, E.B.:  Southern  M.J. 51:627, 
1958.  2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Lewis, 
W.  B. : California  Med.  90:26,  1959.  4.  O’Doherty,  D.  S., 
and  Shields,  C.  D. : J.A.M.A.  167 : 160, 1958.  5.  Park,  H.  W. : 
J.A.M.A.  167:168,  1958.  6.  Plumb,  C.  S. : Journal-Lancet 
78:531, 1958. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


NO. 

V .V 

PATIENTS  ' 

RESPONSE  - 

“marked”  _ 

mederate 

siight 

none 

Carpenter^  , 

33 

26 

6 

1 

■■  — 

Forsyth  “ 

58 

Vnronounced” 

37 

20 

1 

Lewis  ’ 

38 

"good" 

25 

6 

■— 

7 

O'Doherty  & 
Shields'* 

17 

“excellent” 

14 

2 

1 

0 

Park® 

30 

“significant" 

27 

2 

1 i 

Plumb® 

60 

“gratifying" 

55 

— - 

— 

5 

TOTALS 

236 

184 

34 

4 

14 

{78.0%)  (14.4%) 
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LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 
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Hugh  G.  Head,  Jr.,  Atlanta,  Georgia 

10:30 — Cardinal  Principles  of  Cross  Examining  an 

Expert  Medical  Witness 

Irving  Goldstein,  Chicago,  Illinois 

11:00 — Impartial  Medical  Testimony 

Joe  Cummins,  Los  Angeles,  California 

(Other  speaker  to  be  announced) 

12:00 — Panel  Discussion 

12:30 — Lunch 

2:00 — Traumatic  Neurosis 

Sid  Gislason,  New  Ulm,  Minnesota 

2:30 — Film,  “The  Man  Who  Didn’t  Walk” 

3:00 — Tape  Recording  of  Jury  Deliberation  in  a 
Case  Involving  Traumatic  Neurosis 
3:30 — Panel  Discussion 
4 :30 — Ad  j ournment 

Obituaries 


HARRY  O.  FRAZIER 

Harry  O.  Frazier,  M.D.,  prominent  Salt  Lake 
City  eye,  ear,  nose,  and  throat  specialist,  died  De- 
cember 31,  1958.  He  was  53. 

Dr.  Frazier  graduated  from  Kansas  State  Col- 
lege in  1931  and  received  his  M.D.  degree  in  1936 
from  the  University  of  Nebraska  Medical  School. 
He  did  graduate  work  at  New  York  Eye  and  Ear 
Infirmary,  after  which  he  came  to  Salt  Lake  to 


P.  A.  F.  pH' 


(Fortified  Triple  Strength) 


Improved  Douche  Powder 
G-ii®  (Hexachloro phene  USP),  deodorant 


FORTIFIED — ^With  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION— Increases 
penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY— Liquifies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
vaginal  tract. 


Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKCED,  net  wt. 

10  oz $1.25 


Mfg.  by  C.  M.  CASE  LAB., 
San  Diego  16,  Calif. 
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enter  private  medical  practice  in  1940. 

He  served  in  the  U.  S.  Army  Medical  Corps 
from  1942  to  1945. 

He  was  a member  of  the  American  Medical 
Association,  Utah  State  Medical  Association,  and 
the  Salt  Lake  County  Medical  Society.  He  was 
Past  President  and  Secretary  of  the  Intermountain 
Ophthalmological  Society  and  the  Pan-American 
Association  of  Opthalmology. 

He  belonged  to  the  Salt  Lake  City  Lions  Club 
and  the  University  Club.  He  was  also  a staff  mem- 
ber of  the  LDS  Hospital. 

GORDON  M.  JENSEN 

Gordon  M.  Jensen,  M.D.,  physician  and  surgeon, 
died  in  a Salt  Lake  City  hospital  February  3,  1959, 
of  leukemia. 

He  attended  Utah  State  University  where  he 
was  awarded  a Bachelor  of  Science  degree  in  1936. 
He  taught  school  at  Madison  High  School,  Rex- 
burg,  Idaho,  for  three  years  and  then  attended  the 

continued  on  120 


"Oh,  come  now,  Mr.  Newton,  where's  your 
Easter  spirit?" 


Oculist  Prescription  Service  Exclusively 

Shadford-Fletcher 
Optical  Co. 

Guild 

Dispensing  Opticians 

21 S 16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.)  FL.  5-0202 
1801  High  Street,  Florida  5-1815 
2465  Sauth  Downing,  SPruce  7-2424 
DENVER,  COLORADO 
1140  Spruce  Street,  Boulder,  Colorado 


YOU  CAN  ORDER 


of  any  feature  article  or 
advertisement  appearing  in 

OL 

ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

I Orders  must  be  placed  within  30  days 
of  date  of  publication.  Minimum  charge 
applies  for  300  copies  or  less. 

The  cost  is  very  reasonable.  For  further  in- 
formation write  to  your  Medical  Journal  busi- 
ness or  editorial  office,  or  to — 

Publishers  Press 

(Printers  of 

The  Rocky  Mountain  Medical  Journal) 

1 830  Curtis  Street,  Denver  2,  Colorodo 


COCKS-CLARK 

ENGRAVING  CO. 

PHOTOENORAVERS 

DE5ICNERS 

2ZOO  ARAPAHOE  $T. 

= DENVER  2, COLORADO 


PROMPT  SERVICE 
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CHiOROTH) AZ I DE 


An  unparalleled  record 
of  safety  and  efficacy. 

DIURIL  has  proved  to  be 
highly  effective  in  dvercoming 
edema  associated  with 
a wide  variety  of  fluid  retention 
states  including: 
hypothyroidism,  menopausal 
syndrome,  allergy, 
peripheral  phlebitis,  arthritis, 
migraine  headache, 
ascites  or  peripheral  edema 
due  to  malignant  tumor, 
and  obesity.  In  the  last  case, 
Landes  and  Peters^ 
achieved  excellent  to  good 
results  in  nine  obese 
patients  in  whom  overweight 
was  associated  with 
moderate  or 
severe  fluid  retention. 

1.  Landes,  R,  P.  and  Peters,  M.: 

Postgrad.  Med.  23:648,  June  1958. 

dosage:  one  or  two  500  mg.  taWets  of  DIURIL  once 
or  twice  a day. 

supplied:  250  mg.  and  500  mg.  scored  tablets 
DIURIL  (Chlorothiazide);  bottles  of  100  and  1000. 

DIURIL  is  a trademark  of  Merck  & Co.,  Inc. 

© 1959  Merck  & Co,,  Inc 

Trademarks  outside  the  U.  S.: 

CHLOTRIDE,  CLOTRIDE,  SALURIC. 

any  indication  for  diuresis  is  an 
indication  for  DIURIL 


JUlAriak  rill 


More  direct  control  of 
specific  rheumatic  types 


Effective,  fast  anti-rheumatic  activity  without 
experimentation — that’s  the  simple  truth  about  P-B- 
SAL-C  (Ulmer)  combinations  which  have  been  dem- 
onstrated in  a wide  range  of  rheumatic  diseases. 

ReUef  is  not  only  fast,  but  is  sustained  on  small 
daily  dosage.  Specially  fabricated  combinations  of 
P-B-SAL-C  provide  a choice  in  specific  rheumatic 
disorders.  In  severe  joint  pain  (particularly  in  persons 
over  40,  say  leading  medical  authorities) , P-B-SAL-C 
with  COLCHICINE  can  be  used  diagnostically  to 
ascertain  or  disprove  a gouty  condition.  Colchicine 
is  specific  for  the  diagnosis  and  control  of  gout. 

And  for  muscular  spasm  associated  with  severe 
joint  pain,  P-B-SAL-C  WITH  ESOPRINE  provides 
a two-way  action  to  help  control  both  pain  and  spasm. 

Where  arthritis  is  complicated  by  cardiovascular 
conditions,  P-B-SAL-C  SODIUM  FREE  brings  relief 
without  disturbing  electrolyte  balance.  Neither  so- 
dium nor  potassium  are  contained  in  this  combination. 

In  routine  therapy,  high  plasma  salicylate  levels 
are  quickly  reached  with  the  basic  combination, 
P-B-SAL-C. 

Whichever  P-B-SAL-C  combination  is  prescribed, 
you’re  assured  that  thousands  of  patients  have  ex- 
perienced rapid  relief  and  sustained  it  at  a very  moder- 
ate cost.  Let  us  forward  your  name  to  our  nearest 
detail  man  for  complete  information. 

P-B-SAL-C 

(UUMER) 


THE  ULMER  PHARMACAL  COMPANY 

MINNEAPOLIS  3,  MINNESOTA 
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University  of  Utah  Medical  School  for  two  years. 
In  1943  he  graduated  from  the  Medical  College 
of  the  State  of  South  Carolina. 

He  interned  at  St.  Vincent’s  and  Providence 
Hospitals  in  Portland,  Oregon.  He  served  in  the 
U.  S.  Army  for  three  years  as  a major  in  the 
Medical  Corps. 

Dr.  Jensen  entered  practice  at  Driggs,  Idaho, 
where  he  operated  the  Teton  Valley  Community 
Hospital. 

Active  in  the  Church  of  Jesus  Christ  of  Latter- 
day  Saints,  he  served  on  the  Teton  Stake  High 
Council  as  a high  priest  and  was  a member  of 
the  Logan  Ninth  Ward. 

Dr.  Jensen  spent  four  years  in  the  Veterans 
Hospital  in  Salt  Lake  City  in  residence  training 
where  he  specialized  in  surgery.  He  moved  to 
Logan,  February  1,  1956,  where  he  was  associated 
with  the  Budge  Clinic  as  a general  surgeon. 

He  was  a member  of  the  Cache  County  and 
Utah  State  Medical  Associations  and  the  American 
Medical  Association. 


Obituaries 

One  of  Denver’s  oldest 

general  practitioners  dies 

Morris  J.  Krohn,  M.D.,  Denver,  80,  died  De- 
cember 26,  1958. 

Dr.  Krohn  was  born  in  Kansas  City,  Missouri, 
and  graduated  from  the  University  Medical  Col- 
lege at  Kansas  City.  He  was  elected  to  the  Denver 
Medical  Society  in  1905  and  was  founder  of  Gen- 

continued  on  130 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
giye  your  patients 
the  satisfaction  they 
must  have.  In  busi- 
ness since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 
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Clinically  confirmed 
\in  over  2,500 
\documented 
\case  histories^ 


CONFIRMED  EFFICACY 

Deprol  ► acts  promptly  to  control  depression 
without  stimulation 

► restores  natural  sleep 

► reduces  depressive  rumination  and  crying 

DOCUMENTED  SAFETY 

Deprol  is  unlike  amine-oxidase  inhibitors 

► does  not  adversely  affect  blood  pressure 
or  sexual  function 

► causes  no  excessive  elation 

► produces  no  liver  toxicity 

► does  not  interfere  with  other  drug  therapies 

Deprol  is  unlike  central  nervous  stimulants 

► does  not  cause  insomnia 

► produces  no^mphetamine-like  jitteriness 

► does  not  depress  appetite 

► has  no  depression-producing  aftereffects 

► can  be  used  freely  in  hypertension  and 
in  unstable  personalities 

1.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate  combined  with  benactyzine  (2-diethyldminoethyt  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  1,  1956.  2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

frUAOC-MARX 

co-74e9  Literature  and  samples  on  request  W WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Dosage:  Usual  start* 
ing  dose  is  1 tablet 
q.i.d.  When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 
Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl  benzilate  hydro- 
chloride (benactyzine 
HCl). 

Supplied:  Bottles  of 
50  scored  tablets. 


maintenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides.'’  ® "’- 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an.  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoicacid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257;278  (Aug.)  1957. 


Buffered  Pabiriff  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


newest  steroid 

CLINICALLY  PREPROVED 


maximum 

steroid  effectiveness  in  more  patients 

highest 

anti-inflammatory  activity  per  milligram 

lowest 

dosage  of  currently  used  steroids 

unexcelled 

freedom  from  significant  diabetogenic  effects 

widest 


range  of  steroid  usefulness 


today’s  steroid...  DE3RONIL 

dexamethasone 

in  rheumatoid  arthritis— effective ...  in  remarkably  small  daily 
milligram  doses. 

The  initial  anti-inflammatory  effect  of  Deronil,  the  most  active  anti- 
rheumatic steroid  on  a weight  basis  synthesized  to  date,i'^  is  observed 
in  most  patients  within  24  to  48  hours.  Joint  pain  is  relieved,  swelling 
and  stiffness  diminish,  and  range  of  motion  increases.  The  patient 
usually  feels  a sense  of  well-being  and  the  appetite  improves.  The 
intensified  anti-inflammatory  activity  helps  assure  successful  initial 
therapy  in  rheumatoid  arthritic  cases  and  frequently  restores  relief  to 
patients  who  have  shown  a diminution  in  response  to  previous  steroids. 


TYPICAL  RESULTS  WITH  DEXAMETHASONE  THERAPY  IN  ARTHRITIS 


Investigator 
or  Study 

No.  of 
patients 

Improvement 

Very  marked 
or  marked 

Moderate 

Slight  or 
inadequate 

Boland,  E.  W., 
and  Headley,  N.  E.' 

11 

4 

5 

2 

Bunim,  J.  J., 
and  others® 

18 

5 

7 

6 

Series  A® 

15 

4 

9 

2 

Series  B® 

6 

6 

- 

- 

Series  C® 

3 

3 

- 

- 

DERONIL  IN  BRONCHIAL  ASTHMA  AND  SEVERE  RESPIRATORY  ALLERGIES 


Investigator 
or  Study 

No.  of 
patients 

Results 

Excellent 

Fair  to  good 

Poor 

Series  D® 

24 

10 

9 

5 

Series  E® 

12 

8 

3 

1 

Series  F® 

20 

13 

4 

3 

clinically  preproved  in  steroid-responsive  diseases 

IMPROVEMENT  WITH  DERONIL  IN  A WIDE  VARIETY  OF 
ALLERGIC  AND  INFLAMMATORY  SKIN  DISEASES5 


Disease 

No.  of  patients 

improved 

Same 

Worse 

Seborrheic  psoriasis 

1 

1 

Neurodermatitis 

5 

5 

Allergic  dermatitis 

5 

5 

Psoriasis 

5 

2 

1 

2 

Lupus  erythematosus, 
chronic  discoid 

1 

1 

Atopic  dermatitis 

3 

3 

Acne  rosacea 

1 

1 

Nummular  eczema 

2 

2 

“id”  reactions 

2 

2 

Contact  dermatitis 

2 

2 

Pityriasis  rosea,  severe 

1 

1 

Urticaria,  chronic 

1 

1 

Totals 

29 

24 

3 

2 

THERAPY  WITH  DERONIL  IN  A VARIETY  OF 
INFLAMMATORY  EYE  DISEASES^ 


Patient,  age 
and  sex 

Diagnosis 

Symptoms 

Results  with  DERONIL 

Side 

effects 

A.B.,  46,  M. 

Postoperative 

uveitis 

Improved;  treatment 
being  continued 

None 

reported* 

A.E.,  53,  M. 

Choroiditis 

Severe  choroidal 
involvement 

Excellent; 

marked  improvement 

None* 

B.F.,  60,  F. 

Acute 

choroiditis 

Marked  visual  loss  and 
choroidal  effect 

Marked  improvement; 
therapy  being  continued 

None* 

B.K,  29,  F. 

Chronic 

uveitis 

Generalized 

involvement 

No  change  despite 
dosage  increase 

None* 

H.K.,  28,  M. 

Acute 

iritis 

Blurred  vision 

Excellent;  recovered 

None* 

A.P.,  52,  M. 

Uveitis  and 
perivasculitis 

Vision  loss  to  20/80 

Marked  improvement;  vision 
20/30;  treatment  continued 

None* 

A.S.,  34,  M. 

Uveitis 

Excellent;  patient  recovered 

None* 

*Short-term  therapy 


guide  to  the  clinical  use  of  new  DERONIL 

dexamethasone 

Deronil,  new  9-alpha-fluoro- 16-alpha-methyl  derivative  of  prednisolone, 
has  at  least  six  times  the  anti-inflammatory  activity,  milligram  for  milligram, 
of  other  steroids  in  current  use.  Effective  dosages  are  the  lowest  in  steroid 
therapy.  And  the  price  of  Deronil  to  the  patient  is  no  higher  than  those 
prevailing  for  other  steroids. 


STEROID  DOSAGE  EQUIVALENTS  OF  DERONIL 


Comparative  dosages  of  corticosteroids  for  equivalent  anti-inflammatory  activity 


Dosages  pre-established  in  the  vast  majority 
of  steroid-responsive  diseases 

The  comprehensive  clinical  studies  conducted 
with  Deronil  before  introduction  mean  that 
initial  and  maintenance  dosages  are  already 
established  for  the  physician  in  practically  all 
steroid-responsive  diseases  including  rheumatoid 
arthritis,  acute  rheumatic  fever,  bursitis,  bron- 
chial asthma,  pulmonary  emphysema  and 
fibrosis,  intractable  hay  fever  (pollenosis),  dis- 
seminated lupus  erythematosus,  allergic  and 
inflammatory  dermatoses  and  eye  diseases  and 
the  adrenogenital  syndrome.  For  complete  infor- 
mation on  dosage,  precautions  and  contraindica- 
tions, consult  Schering  literature. 


Packaging 

Deronil  Tablets,  0.75  mg.,  scored,  bottles  of 
50  and  500. 

Bibliography 

(1)  Boland,  E.  W.,  and  Headley,  N.  E.:  Preliminary 
clinical  observations  with  a new  series  of  synthetic 
corticosteroid  compounds  in  patients  with  rheuma- 
toid arthritis.  Paper  presented  at  Annual  Meet.,  Am. 
Rheumat.  Assn.,  San  Francisco,  June  21,  1958.  (2) 
Boland,  E.  W.:  California  Med.  55:417,  1958.  (3)  Bu- 
nim,  J.  J.,  and  others:  Arthritis  and  Rheumatism 
i:313,  1958.  (4)  Spies,  T.  D.;  Stone,  R.  E.,  and  Nie- 
dermeier,  W. : South.  M.J.  57:1066,  1958.  (5)  Reports 
to  Clinical  Research  Division,  Schering  Corporation. 

Deronil  — T.M.  — brand  of  dexamethasone. 
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OR-J-1029 


new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — Bi,  Be,  B12. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  l-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
10  maximum  growth  potential. 


discourage  nutritionai  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. 


new 


ITCRElMEXXr 

WITH  IRON  CYl-J.J 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4-  and  16  fl.  oz. 
Each  teaspoonful  (6  cc.)  contains: 


l-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  HCI  (Bj) ‘'lO  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 
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especially  logical 


to  be  treated, 
»ng-term  therapy 
is  indicated 
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PANTHO-F  0.2%  CREAM  . the  dramatic  inflammatofy'suppressive, 
antiallergic,  antipruritic  effects  of  hydrocortisone 


plus  the  soothing,  antipruritic,  healing  qualities  of  pantothenylol 
promptly  alleviate  itching,  pain,  swelling  and  inflammation,  and 

" .■*  % ^1“  ix  - 

accelerate  healing  in  , . . 

atopic  dOrmatltis  (infantile  eczemas,  allergic  eczemas,  disseminated 
neurodermatitis,  lichen  chronicus  simplex,  eczematoid  dermatitis,  etc.) 


contact  dermatitis  (poison  ivy,  bak,  sumac,  drugs, 
cosmetics,  metais,  chemicals) 


effective  topical 
steroid  therapy 

no  longer 
expensive! 

for  the  itching, 
inflamed  skin 


PANTHO-F  0.27.“““ 


PAN!  HO  r 0.2%  cream  provides: 


Organization  cont.  from  120 


J^ewton 

Optical  Qompany 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309-I6th  Street  Denver 


POWER 

I 

at  j around 
your  j the 
fingertips  | clock 

I 

PUBLIC  SERVICE  COMPANY 
OF  COLORADO 


RADIUM 

(including  Radiunn  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

QUINCY  X-RAY  & RADIUM 
LABORATORIES 

(Owned  and  Directed  by  a Physician-Radiologist) 
HAROLD  SWANBERG,  B.S.,  M.D.,  Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


eral  Rose  Memorial  Hospital.  He  endowed  the 
Joseph  A.  Krohn  Memorial  Library  at  the  Uni- 
versity of  Denver  School  of  Law  in  memory  of  his 
only  child,  Joseph,  who  was  killed  in  action  while 
serving  as  a captain  with  the  U.  S.  Marines  during 
World  War  II.  He  is  survived  by  two  brothers, 
three  sisters  and  a nephew. 

Young  doctor  dies  at  bedside  of  patient 

Robert  W.  Watson,  M.D.,  of  Cortez,  35,  died 
unexpectedly  while  on  an  emergency  call  to 
Stoner,  Colorado.  Dr.  Watson  was  born  November 
25,  1923,  in  Denver  and  attended  public  schools  in 
Denver.  He  received  his  M.D.  degree  from  the 
University  of  Colorado  Medical  School  and  com- 
pleted his  internship  at  Presbyterian  Hospital  in 
Denver.  He  practiced  in  Denver  for  one  year  be- 
fore going  to  Cortez  in  1955.  He  was  elected  to  the 
office  of  county  coroner  in  November  and  was  to 
officially  take  office  on  the  day  he  died. 

He  is  survived  by  his  wife,  four  children,  his 
mother,  three  sisters  and  two  brothers. 


Physicians  delivering  100  or  more  infants 

The  Wyoming  Department  of  Public  Health 
has  released  its  annual  list  of  Wyoming  physicians 
delivering  100  or  more  live  babies  in  the  preceding 
year.  The  figures  are  for  the  calendar  year  1958, 
and  the  list  includes  15  physicians. 


1.  Bowden,  Robert  H.,  Casper 340 

2.  Young,  Clarke  M.,  Casper 278 

3.  Sullivan,  Bernard  J.,  Laramie 264 

4.  Travis,  Bane  T.,  Cheyenne 229 

5.  Shwen,  Ralph  O.,  Cheyenne 179 


^ui^iorJ^ecipina  C^entep 


28th  year 
serving  the  hard  of  hearing 


ectPing. 

the  iate5t  deueiopmenti  in  hearing,  aidd 


Friendly  dependable  service. 


Complete  modern  testing  with  Puretone  and  speech  audiometers 


Two  offices 

for  your  convenience 


413  16th  Street,  Denver 
between  Glenarm  and  Tremont  Places 

MAin  3-1920 


8 West  Ellsworth,  Denver 
RAce  2-4551 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pediatric. 


a good  supplement 
in  a great  new  package. 


5 On  your  right, 


\ X \ 

\ f L First,  \ 

^ see  what  happens  when  \ 
you  push  the  metered  plunger. 


see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


A (synttietic)  5000  U.S.P.  units 
D (Calciferol)  1000  U.S.P.  Units 
B,  {Thiamine)  1 mg. 

Ba  (Riboflavin)  1 mg. 

S*  (Pyrtdoxine)  1 mg. 

8]a{Cyanocobalamin)  1 meg. 

C (Ascorbic  Acid)  50  mg. 

Niacinamide  10  mg. 

Panthenoi  2 mg. 

In  a d'Sorbitol  base  for  better  vitaminBi  a absorption 
f (Minimum  daily  requirement  has  not  been  estab- 
lished. 

DOSAGE:  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles 

no  refrigeration  needed 


6 Let’s  take  a minute 
to  admire  the  formula. 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  Will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRIC 

ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


a METERED-FLOW 
BOTTLE 


Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17,  N.  Y. 

Division.  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  world's  well-being 
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VARIDASE 

STREPTOKINASE-STREPTOOORNASE  LECERLE 


lEOERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


6.  Schleyer,  Otis,  Cheyenne 164 

7.  McNamara,  Edward  W.,  Rawlins 145 

8.  Halsey,  Guy  M.,  Rawlins 137 

9.  Harrison,  G.  Myron,  Rock  Springs 132 

10.  Engelman,  A.  A.,  Worland 125 

11.  Tipton,  Harry  B.,  Lander Ill 

12.  Koford,  Glenn  W.,  Cheyenne 110 

13.  Ashbaugh,  Dale,  Riverton 104 

14.  Fernau,  Robert  L.,  Riverton 103 

15.  Holman,  Theodore  L.,  Casper 101 


New  Mexico  space  medicine  program 

The  Annual  Meeting  of  the  New  Mexico  Medi- 
cal Society  in  Las  Cruces,  May  5,  6,  and  7,  will  be 
devoted  exclusively  to  space  medicine,  James  C. 
Sedgwick,  M.D.,  President,  has  announced. 

The  first  day.  May  5,  will  include  a tour  and 
demonstration  at  Holloman  Air  Base,  N.  M.,  a few 
miles  from  Alamogordo  where  the  Air  Force  Mis- 
sile Development  Center,  Air  Research  and  Devel- 
opment Command  of  the  U.  S.  Air  Force  is  located. 

Sessions  on  May  6 and  7 will  be  held  in  Milton 
Hall  at  New  Mexico  State  University.  Research 
problems  in  space  medicine  will  be  discussed  by 
the  guest  speakers  at  these  sessions. 

Physicians  will  witness  the  routine  operation 
of  missile  testing  and  possibly  may  see  missiles 
fired. 

The  program  may  include  a high-speed  rocket 
sled  run  on  the  new  35,000-foot  missile  testing 
track.  Holloman  officials  report  that  the  sled  runs 
are  scheduled  almost  every  day  and  that,  barring 
weather,  one  would  be  witnessed  by  the  group  of 
physicians. 

Other  possibilities  include  a MACE  launching 
or  an  Aerobee  launching. 

The  following  doctors  and  scientists  are  already 
scheduled  for  the  program  in  discussions  on  the 
subjects  listed  after  their  names. 

W.  Randolph  Loveland,  II,  M.D.,  Albuquerque, 
head  of  Lovelace  Foundation  and  Chairman,  Na- 
tional Aeronautics  and  Space  Agency,  Special  Ad- 
visory Committee  on  Life  Sciences,  “Crew  Selec- 
tion for  Space  Flight”;  Colonel  John  Pickering, 
MC,  Randolph  Air  Force  Base,  San  Antonio,  Texas, 
Research,  School  of  Aviation  Medicine,  “Radiation 
Problems  in  Space  Medicine”;  Colonel  John  Paul 
Stapp,  MC,  Chief,  Aeromedical  Laboratory,  Wright 
Air  Development  Center,  Ohio,  “Accelerations  in 
Space  Flight”;  Major  Stanley  White,  MC,  Wash- 
ington, D.  C.,  National  Aeronautice  and  Space 
Agency,  Air  Force  Liaison  Officer  in  Human  Fac- 
tors to  National  Aeronautice  and  Space  Agency, 
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striking  clinical  results  i^rith  DECADRON  are  reportedt  in  92  percent  of  319  j^atipnts  with 


dermatological  disorders,  including  cases  previously  unresponsive  or  resistant  to  corticosteroids. 
There  were  no  major  complications,  and  even  minor  side  effects  occurred 
in  less  than  eight  percent  of  patients.  / 

Moreover,  in  many  cases  reactions  induced  by  previous  steroid  therapy,  such  as  edema, 
Cushingoid  appearance,  headache,  vertigo,  muscular  weakness,  depression,  hirsutism, 
and  glycosuria,  disappeared  during  therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  usually  replace  one  4 mg.  tablet  of  methylprednisolone  or  triamcinolone, 
one  5 mg.  tablet  of  prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or  one  25  mg.  tablet  of  cortisone. 

Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  :in  bottles  of  100  and  1000. 

®1958  Merck  & Co.,  Inc.  *DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


“Cabin  Ecology  for  Space  Flight”;  and  Captain 
George  Ruff,  MC,  Chief,  Biophysics  Branch,  Aero- 
medical  Laboratory  at  Wright  Air  Development 
Center,  Ohio,  “Phychophysiology  of  Space  Flight.” 

Also  present  will  be  F.  J.  L.  Blasingame,  M.D., 
Executive  Vice  President  of  the  American  Medical 
Association. 

The  Air  Force  requires  that  all  who  plan  to  go 
on  the  conducted  tour  MUST  pre-register  by  April 
15,  ia59,  to  be  cleared  through  security.  All  who 
have  a registration  badge  will  be  permitted  to 
board  the  Air  Force  buses  for  the  tour  including 
wives,  exhibitors,  and  guests.  The  Air  Force  will 
not  permit  private  automobiles  or  cameras.  Please 
mail  your  advance  registration,  with  registration 
fee  of  $10.00,  to  New  Mexico  Medical  Society,  220 
First  National  Bank,  Albuquerque,  New  Mexico. 
Room  reservation  information  will  be  mailed  to 
those  who  forward  registration. 

Obituary 

CHARLES  L.  GANDY 

Dr.  Charles  L.  Gandy  of  Mesilla  Park,  N.  M., 
died  from  heart  disease,  on  November  12,  1958. 

Dr.  Gandy  was  born  in  1889  and  was  a graduate 
of  the  University  of  Michigan,  in  1912.  He  ob- 
tained his  New  Mexico  license  in  1949  and  served 
as  the  physician  for  the  New  Mexico  State  College 
at  Las  Cruces,  until  his  retirement  in  1956. 


Dr.  Gandy  was  an  emeritus  member  of  the 
New  Mexico  Medical  Society,  and  a member  of 
the  Dona  Ana  County  Medical  Society  and  the 
American  Medical  Association. 


“And  what's  the  big  emergency  tonight,  Doctor?" 


^ PERFECT! 


...  in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  Cit}'  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  qualit)'  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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Cancer  seminar 

A cancer  seminar  for  all  interested  physicians 
will  be  held  March  25-26  at  the  Hotel  Riverside 
in  Reno.  Co-sponsors  of  this  program  include 
Nevada  Division  of  the  American  Cancer  Society; 
Department  of  Public  Health;  Nevada  State  Medi- 
cal Association;  Reno  Surgical  Society;  Nevada 
Academy  of  General  Practice. 

Nine  nationally  known  guest  speakers  will  par- 
ticipate in  the  sessions.  For  further  information 
contact  Mr.  Nelson  B.  Neff,  Executive  Secretary, 
Nevada  State  Medical  Association,  506  Humboldt 
Street,  Reno,  Nevada. 

Annual  assembly 

The  Nevada  Chapter  of  the  American  Academy 
of  General  Practice  will  hold  its  Annual  Assembly 
May  21-23,  at  the  Hotel  Riverside,  Reno.  The 
faculty  of  the  University  of  Southern  California 
School  of  Medicine,  Los  Angeles,  will  put  on  the 
program.  Additional  details  will  be  sent  you  upon 
request  by  Dr.  Roy  M.  Peters,  495  So.  Arlington 
Avenue,  Reno,  Nevada. 
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!\ew  hooks  received 

New  books  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

The  Management  of  Fractures  and  Dislocations — an  Atlas: 
By  Anthony  F.  DePalma,  M.D.  Philadelphia,  W.  B.  Saunders 
Co.,  1959.  2 volumes.  Price:  $35.00. 

Vascular  Surgery:  By  Geza  deTakats,  M.D.,  M.S.,  F.A.C.P. 
Philadelphia,  W.  B.  Saunders  Co.,  1959.  726  p.  Price:  $17.50. 

Practical  Dermatology:  By  George  M.  Lewis,  M.D.,  F.A.C.P. 
2nd  edition.  Philadelphia,  W.  B.  Saunders  Co.,  1959.  363  p. 
Price:  $8.00. 

Long-term  Illness;  Management  of  the  Chronically  III  Patient: 
By  Michael  G.  Wohl,  M.D.,  F.A.C.P.  Philadelphia,  W.  B. 
Saunders  Co.,  1959.  748  p.  Price:  $17.00. 

Ciba  Foundation  Symposium  on  Amino  Acids  and  Peptides 
With  Antimetabolic  Activity.  Boston,  Little,  Brown  & Co., 
1958.  286  p.  Price:  $8.75. 

Clinical  Obstetrics  and  Gynecology,  Vol.  1,  Number  4,  De- 
cember, 1953.  Symposium  on  Operative  Obstetrics,  ed.  by 
J.  R.  Wilson;  Symposium  on  Genital  Cancer,  ed.  by  D.  G. 
Morton.  N.  Y.,  Grune  & Stratton,  1958. 


Gynecologic  Radiography:  By  Jean  Dalsace,  M.D.,  and  J. 
Garcia-Calderon,  M.D.  N.  Y.,  Hoeber-Harper,  1959.  188  p. 
Price:  $8.00. 

Bone  Tumors:  By  Louis  Lichtenstein,  M.D.  St.  Louis,  C.  V. 
Mosby  Co.,  1959.  402  p.  Price:  $12.00. 

Fracture  Surgery:  By  Henry  Milch,  M.D.,  and  Robert  Austin 
Milch,  M.D.  N.  Y.,  Hoeber-Harper,  1959.  Price:  $17.50. 

Physical  Diagnosis:  By  John  A.  Prior,  M.D.,  and  Jack  S. 
Silberstein,  M.D.  St.  Louis,  C.  V.  Mosby  Co.,  1959.  388  p. 
Price:  $7.50. 

The  Sedimentation  Rate  of  Human  Erythrocytes:  By  Frank 
Wright,  M.D.,  F.A.C.P.,  F.A.S.  N.  Y.,  Vantage  Press,  1958. 
43  p.  Price:  $2.50. 


Book  Reviews 

A Textbook  of  Clinical  Neurology:  By  Israel  S.  Wechsler, 
M.D.  Philadelphia,  W.  B.  Saunders  Co.,  1958.  8th  edition.  782  p. 
Price:  $11.00. 

This  new  edition  of  Wechsler’s  clinical  neuro- 
logical text  after  30  years  was  a much-needed 
revision,  as  the  author  states  in  his  preface — “it 
seems  exceedingly  important  now  that  neurology 
is  being  so  greatly  enriched  experimentally.” 

The  chapters  on  the  neurological  examination 
and  interpretation  of  signs  and  reflexes  is  particu- 
larly excellent.  As  an  indication  of  the  change  in 
emphasis  in  recent  neurology,  there  are  only  a 
little  over  two  pages  devoted  to  subacute  com- 
bined degeneration,  a cliincal  entity  which  in 
years  past  was  dealt  with  in  many,  many  pages. 

There  are  certain  entities  which  are  discussed 
with  rather  little  enlightenment  as  to  the  current 
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136 


Rocky  Mountain  Medical  Journal 


thought  regarding  their  pathology;  i.  e.,  chronic 
progressive  ophthalmoplegia  attributed  to  progres- 
sive nuclear  degeneration  in  the  roof  of  the  third 
ventricle.  In  general  too  little  is  spent  on  patho- 
logical description  and  too  much  on  differentia] 
diagnosis  and  treatment.  It  is  surprising  that  more 
space  was  not  devoted  to  the  neurological  compli- 
cations of  the  collagen  diseases. 

The  references  usually  include  the  original 
description  of  the  disease,  but  unfortunately  are 
in  either  German  or  French,  and  the  good  English 
articles  are  frequently  not  mentioned. 

Barbara  W.  Thulin,  M.D. 


Eye  banks 

The  Colorado  Chapter  of  the  National  Society 
for  the  Prevention  of  Blindness  announced  that 
it  is  endeavoring  to  place  in  each  accredited  hos- 
pital in  the  State  of  Colorado  facilities  for  the 
removal  and  transportation  of  eyes  donated  to  the 
Bank.  The  equipment  is  being  supplied  by  the 
various  local  Lions  Clubs  in  accredited  hospitals 
only,  and  for  the  use  of  medical  personnel  only. 
Hospitals  accepting  this  equipment  will  be  sup- 
plied with  the  necessary  legal  forms  to  be  used 
in  securing  donor  eyes. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 
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D.  Johnson 
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L.  Quinlisk 


1207  East  Thirteenth  Ave. — Tel.  AComa  2-7075 — Denver  18,  Colorado 
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cAMir  Camby  says,  ""C AMBRIDCE  DAIRY  has  been 
producing  QUALITY  MILK  for  Denver  babies  since  1892."* 

We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 


SKyline  6-3651 


690  So.  Colorado  Blvd. 
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The  Colorado  State  Medical  Society 

Rocky  Mountain  Medical  Conference, 

September  8-11,  1959 
Denver 

President;  John  I.  Zarit  (Chairman  of  the  Board),  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1959. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  1960;  (Alternate,  Irvin  E.  Hendryson,  Denver, 
1960) ; E.  H.  Munro,  Grand  Junction,  1960;  (Alaternate,  Harlan 
E.  McClure,  Lamar,  1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  Telephone  AComa  2-0547. 


Montana  Medical  Association 

Interim  Session,  April  3-4,  1959 
Helena 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 

Acting  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 
Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 


"i  don't  care  what  the  sign  says!  What  you're 
looking  for  is  around  the  corner." 


Nevada  State  Medical  Association 

Annual  Meeting,  August  19-22,  1959 
Reno 

President:  Roland  Stahr,  Reno. 

President-elect:  Ernest  W.  Mack,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  HI,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno;  alternate;  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno; 
telephone  FA.  3-6788. 

New  Mexico  Medical  Society 

Annual  Session,  May  5-7,  1959 
Las  Cruces 

President;  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Councilors;  Junius  A.  Evans,  Las  Vegas,  1959;  Aaron  E.  Mar- 
gulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farmington,  1960; 
George  Prothro,  Clovis,  1960;  Gerald  Slusser,  Artesia,  1960; 
W.  J.  Hossley,  Deming,  1961;  Guy  Rader,  Albuquerque,  1961. 
Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 

The  Utah  State  Medical  Association 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

PreSident-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County,  1960, 

A.  R.  Demnxan,  Helper;  Central  Utah,  1959,  Stanford  Rees, 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Ce'^’.ar  City; 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E.  Jorgenson, 
Provo. 

Executive  Committee;  U.  R.  Bryner,  Salt  Lake  City,  Chair- 
man; Reed  W.  Farnsworth,  Cedar  City;  I.  Bruce  McQuarrie, 
Ogden;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dal- 
rymple, Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-19.59:  Kenneth 

B.  Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 


The  Wyoming  State  Medical  Society 

Annual  Session,  June  11-14,  1959 
Jackson  Lake  Lodge 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins:  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Teton 
County,  Robert  Knapp,  Pinedale;  Uinta  County,  Joseph 
Whalen,  Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe, 
Newcastle:  Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
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writing  Recording  Instruments  for  Use  in  Surgery,  in  Studies 
of  Pulmonary  Function,  and  in  Teaching  Respiratory  Physi- 
ology. J.  Lab.  & Clin.  Med.  40:457,  1952. 

’^Castellanos,  M.;  Thompson,  R.;  Adams,  W.  E.;  Perkins,  J.  F., 
Jr.,  and  Webber,  W.:  Use  of  the  Recording  Oximeter  in  Man- 
agement of  Postoperative  Oxygen  Therapy.  J.  Thor.  Surg. 
29:419,  1955. 


Ugh,  this  institution  food! — Chicken's  tough,  coffee's 
cold,  pudding's  lunripy — " 


"I  suppose  if  I were  a bone  surgeon  instead  of  an 
Obstetrician  you'd  break  every  bone  you  could!" 


Family  doctors  schedule 
San  Francisco  meeting 

What  does  the  “space  age”  mean  to  medicine? 
How  do  doctors  treat  bad  burns?  What’s  new  in 
the  realms  of  heart  surgery,  foot  fractures,  hyper- 
tension and  diabetes?  These  and  countless  other 
questions  will  be  answered  at  the  American  Acad- 
emy of  General  Practice  11th  Annual  Scientific 
Assembly,  April  6-9,  in  San  Francisco’s  Civic  Audi- 
torium. 

The  scientific  program  will  feature  28  promi- 
nent physician-authorities.  More  than  100  scien- 
tific and  300  technical  exhibits  will  be  prepared 
for  the  7,000  doctors  and  guests  expected  to  attend. 
The  Academy  is  the  nation’s  second  largest  medi- 
cal association  and  the  only  American  medical 
group  organized  strictly  for  family  doctors. 

The  Congress  of  Delegates,  the  Academy’s 
policy-making  body,  will  convene  at  2 p.m.,  Sat- 
urday, April  4,  in  the  Fairmont  Hotel.  Delegates 
from  each  of  the  49  states,  Hawaii,  Puerto  Rico 
and  the  District  of  Columbia  will  meet  until  noon, 
Monday,  April  6,  when  the  scientific  sessions  open 
in  the  auditorium. 

Of  the  more  than  100  national  medical  associa- 
tions, the  Academy  is  the  only  one  that  requires 
its  members  to  do  continuing  postgraduate  study. 
Each  member  must  complete  150  hours  of  ac- 
credited postgraduate  study  every  three  years. 
Only  in  this  way,  the  Academy  believes,  can 
doctors  learn  about  medicine’s  newest  discoveries 
and  technics.  For  this  reason,  the  Assembly  plays 
a vital  role  in  the  Academy’s  study  program.  This 
year,  subjects  range  from  surgery  and  public 
health  to  animal  diseases  and  immunization. 

N.  Frederick  Hicken,  University  of  Utah  physi- 
cian, will  be  one  of  the  guest  speakers  at  this 
meeting,  appearing  on  the  program  on  Tuesday, 
April  7.  His  topic  will  deal  with  hernia  repair  and 
methods  to  minimize  complications. 
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Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away, 
day  or  night;  our  kindly  voice  conscientiously  tends 
your  telephone  business,  accurately  reports  to  you 
when  you  return. 


TELEPHONE 

ANSWERING 

SERVICE 

CALL  ALpine  5-1414 


FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

Ki  4-5271 

REPUBLIC  BUILDING  CORPORATION 


1624  Tremont  Place 


Denver  2,  Colorado 


GENERATE  PRACTITIONER  WANTED;  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana.  34TF 

ARVADA  NEEDS  doctors  and  dentists.  Downtown 
Wadsworth  location.  103-foot  frontage,  2000  square 
foot  building.  Plenty  parking.  Excellent  financing. 
Call  Mr.  Fullerton — Ann  Jackson  Realty,  HArrison 
4-7726;  evenings,  HArrison  4-6609.  .35 

FOR  RENT;  Medical  office  three  years  old.  South 
Sheridan  Shopping  Center.  Available  about  April  1, 
1959.  Call  WEst  5-0515.  36 

ASSUME  MY  PAYMENTS;  Practically  new  Picker 

Century  X-ray  machine;  100  me  Rotating  Anode 
Anatomatic  Control  Board,  all  accessories  including 
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Abbey  Rents,  140 
Abbott  Laboratories,  35-41 
Ames  Company,  Cover  III 
Astra  Pharmaceuticals,  28,  112 
Ayerst  Laboratories,  24 

Baxter,  21-22 
Bob’s  Place,  140 
Boyle  & Company,  44-45 
Burroughs  Wellcome 
Company,  113-114 

Cambridge  Dairy,  137 

Case,  G.  M.,  Laboratories,  116 

Children’s  Hospital,  137 

Ciba  Pharmaceutical  Products 

Company,  Inc.,  17,  25,  105 

City  Park-Brookridge  Farms,  134 

Coca-Cola,  141 

Cocks-Clark  Engraving  Company, 
117 

Darwin  Laboratories,  34 
Denver  Optic  Company,  120 

Earnest  Drug,  140 

Emory  John  Brady  Hospital,  98 

Empire  Casualty  Co.,  8 

Geigy,  14 


Glenbrook  Labs.  46 

Kincaid’s  Pharmacy,  140 

Lederle  Laboratories,  6-7,  32, 

70-71,  110-111,  116,  127,  132,  135,  142 
Lilly,  Eli  & Company,  52 
Lorillard,  P.,  & Co.,  48 

Mead-Johnson  & Company,  33 
Merck,  Sharp  & Dohme,  Inc.. 

3,  9-12,  118-119,  133 

Newton  Optical  Company,  130 

Parke,  Davis  & Company, 

Cover  II-l 

Pfizer  Laboratories,  4,  26-27,  99 
Physicians  Casualty  Association. 
135 

Physicians  & Hospital  Supply 
Company,  120 

Picker  X-Ray  Corporation,  137 
Public  Service  Company  of 
Colorado,  130 

Publishers  Press,  Inc.,  117 

Quincy  X-Ray  & Radium 
Laboratories,  130 

Republic  Building  Corporation,  140 


Robins,  A.  H.,  Company,  Inc., 

42-43,  115 

Roerig,  J.  B.,  & Company,  Inc., 
18-19,  31,  100,  131 

Sandia  Ranch  Sanatorium,  136 
San-Ott  Laboratories,  108 
Sobering  Corporation,  51,  123-126 
Searle,  G.  D.,  & Company,  97 
Shadford  Fletcher  Optical 
Company,  117 
Smith-Dorsey  Company, 

15,  20,  109,  122 
Smith,  Kline  & French 
Laboratories,  Cover  IV 
Squibb,  E.  R.,  & Sons,  16,  49 

Taylor  Hearing  Center,  130 
Telephone  Answering  Service,  140 

Upjohn  Company,  29,  106-107 
U.  S.  Brewers  Foundation,  5 
U.  S.  Vitamin  Corporation,  128-129 

Vent-Air  Contact  Lens,  30 

Wallace  Laboratories,  47,  121 
Wantads,  140 

Winthrop  Laboratories,  Inc.,  101-104 
Wyeth,  23 
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TetracycUne-Antihistamine-Analgesic  Compound  lederi'e 


Started 


as 


a 


to  prevent  the 
sequelae  of  u.r.i. 
and  relieve  the 
symptom  complex 


Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacterial  complication  in 
about  one  in  eight  cases  of 


acute  upper  respiratory 
infection.^  To  protect  and 
relieve  the  "cold”  patient.. 
ACHROCIDIN, 


Usual  dosage:  2 taWets  or 
teaspoonfuls  q.i.d,  (equiv.  1 Gm. 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®- Tetra- 
dyciine  (i25  mg.);  phenacetin 
iKO  mg.);  caffeine  (30  mg.);  sati- 
^lyiamide  (150  mg.);  chlsrothen 
Cfksrte  (25  mg.).  Also  as  SYRUP 
flavored),  caffeine- 


it'*8ased  on  estimate  by  Van  Velhsn- 
bu'rgh,  V.  A.,  and  Frost,  W.  H.: 

Am.  J.  Hygiene  71:122  (Jan.)  1933. 


LEDERLE  LABORATORIES, 
a Division  of 

AMERICAN  CYANAMIO  COMPANY, 
Pearl  River,  New  York 


T- 


(s^ 


introducing 


Ffnl 


kD 


□ 


Succinate 


so  versatile  you  can  give  it  intramuscularly 


subcutaneously 




^OUlVAttNTT^ 

, 1 GRAM  ,cJ 

UMonnipliinKOL  P- 


CHLOROMYCETIN  SUCCINATE  is  a soluble 
ester  of  CHLOROMYCETIN  that  can  be  admin- 
istered intramuscularly,  intravenously,  or  sub- 
cutaneously.- Highly  soluble  in  water  or  other 
aqueous  parenteral  fluids,  CHLOROMYCETIN 
SUCCINATE  solution  is  easily  prepared  for 
use  by  recommended  parenteral  routes  in  a 
wide  range  of  concentrations.  Tissue  reaction 
at  the  site  of  injection  is  minimal, ^ permitting 
continuous  daily  dosage,  even  in  pediatric 
patients.3 

RWIi,  EFFECTIfE  BLOOD  LEVELS 

CHLOROMYCETIN  SUCCINATE  is  rapidly 
hydrolyzed  by  body  esterases  and ‘produces 
effective  blood  and  tissue  concentrations  of 
CHLOROMYCETIN  within  a short 
Although  the  intravenous  route  provides  high 
immediate  serum  concentrations,  after  four 
hours  the  blood  levels  of  CHLOROMYCETIN 
for  all  three  routes  are  about  equal,  and  effec- 
tive concentrations  are  maintained  for  eight 
hours.2 

WIDE-SPECTiUM  ANTIMICROIIftL  iFFECTI¥EKiSS 
CHLOROMYCETIN  SUCCINATE,  providing 
broad-spectrum  antimicrobial  effectiveness, 
may  be  used  whenever  CHLOROMYCETIN  is 
indicated.  It  has  produced  effective  response 

TfPICiL  CLiSIfiftL  EXPERIENeE 
IITH  CHlOROMYCiTIM  SOCCIMATi 

RESULTS 

Xiimber  of  Excellent 


T>‘|>e  of  infection 

Patients 

to  Good 

F-air 

Poor 

Re-spiratory’'-"* 

32 

32 

ShigeUa  dysentery' 

14 

14 

Enteritis" 

10 

6 

2 

2 

Bacteremia’'® 

5 

5 

Meningitis"'® 

4 

3 

Rocky  Mountain 

spotted  fever"’® 

2 

2 

Ear  ab.scess  with 

cellulitis* 

1 

1 

Lung  abscess* 

1 

1 

lyphoid  fever® 

TOTALS' 

70 

64 

2 

4 

^Includes  15  patients  who  were  administered 
CHLOROMYCETIN  SUCCINATE  by  nebulizalion 
under  intermittent  positive  pressure  breathing. 
**Patient  was  hydrocephalic  at  birth;  cerebrospinal 
fluid  was  sterile  at  time,  of  death. 


in  respiratory,  gastrointestinal,  and  rickettsial 
infections.®-®  Because  of  the  rapid,  effective 
blood  levels  of  CHLOROMYCETIN  provided, 
it  is  especially  useful  in  Hemophilus  influen- 
zae meningitis,  in  certain  septicemias, typhoid 
fever,  and  other  Salmonella  infections.®’® 
WELL  TOLlRftTEO 

CHLOROMYCETIN  SUCCINATE  is  well  toler- 
ated, even  by  small  children.  Signs  of  irritation 
at  injection  sites  have  been  few.i-®  Its  relative 
freedom  from  irritation  makes  it  possible  to 
use  CHLOROMYCETIN  SUCCINATE  for  pro- 
longed periods  in  patients  who  are  not  able 
to  take  oral  medication. 

DiSftSE  AND  kmmismmm- Adults:  1 Gm. 
every  six  to  eight  hours.  Children:  100  mg.  per 
Kg.  of  body  weight  per  day  in  divided  doses 
at  six-  to  eight-hour  intervals.  The  total  dose 
in  children  should  not  exceed  the  adult  dose 
of  1 Gm,  given  at  any  single  injection,  with 
exception  of  treatment  of  Hemophilus  influ- 
enzae meningitis  in  which  higher  doses  are 
-employed. 

In  all  cases,  severity  of  infection  and  clinical 
response  to  therapy  should  be  the  guiding  fac- 
tors determining  the  proper  dosage  schedule. 
Premature  and  full-term  newborn  infants 
require  special  dosage  supervision.  For  details 
see  literature. 

SUPPLY— CHLOROMYCETIN  SUCCINATE 
(chloramphenicol  sodium  succinate,  Parke- 
Davis)  is  supplied  in  Steri- Vials,®  each  contain- 
ing the  equivalent  of  1 Gm.  chloramphenicol; 
packages  of  10. 

CHLOROMYCETIN  is  a potent  therapeutic  agent 
and,  because  certain  blood  dyserasias  have  been 
associated  with  its  administration,  it  should  not 
be  used  indiscriminately,  or  for  minor  infections. 
Furthenrnore,  as  with  certain  other  drugs,  ade- 
quate blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 

REFEiENCES-(l)  Glazko,  A.  J..  et  al.,  in  Welch,  H.,  & M.irti- 
Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medi- 
cal Encyciox>cdia,  Inc.,  1958,  p,  792.  (2)  Unpublished  data: 
Researcb  Laboratories,  Parke,  Davis  & Company,  1958,  (3) 
Boss,  S.;  Puig,  J.  R..  & Zaremba,  E.  A.,  in  Welch,  H.,  & Marti- 
Ibahcz,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical 
Encyclopedia,  Inc.,  1958,  p.  803.  (4)  Payne,  H.  M.,  & Hackney, 
R,  L.,  Jr.:  ibid.,  p.  821.  (5)  VlcCrumb,  E R.,  Jr.;  Snyder,  J., 


& Hicken,  W.  J.:  ihUL,  p.  837. 
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NOW  many  more 
hypertensive 

may  have  THE  FULL 

BENEFITS  OF 
CORTICOSTEROID 

THERAPY 

Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON— the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  Hypertension 
induced  by  other  steroids  diminished  or  disappeared. 

Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
•diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  "peculiar” 
side  effects.  Moreover,  DECADRON  helped 
restore  a "natural”  sense  of  well-being. 

tAnalysis  of  clinical  reports. 

♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1959  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC.,  PHILADELPHIA  1,  PA. 


DEXAMETHASONE 


treats  mwe  patients 
more  effectively 
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QaUd^iMif, 


which  do  you  prefer? 


either  may  serve 
your  need  in 
reaching  your 
destination... 


however  one  mode  of  transportation  may  be  more  to 
your  liking  than  the  other  — or  time,  too,  may  play  a 
factor.  As  in  insurance,  one  should  take  time  in  ana- 
lyzing various  policies,  in  order  to  decide  which  gives 
the  most  protection  . . . Empire  Casualty  Company 
was  organized  by  several  members  of  the  Colorado 
State  Medical  Society  in  order  that  they  could  have 
a say  in  the  protection  they  wanted  at  rates  based  on 
their  actual  loss  experience.  Empire  Casualty  Com- 
pany may  be  your  preference  too.  Why  not  take  time 
now  and  call  or  write  the  Insurance  Department  of 
Garrett-Bromfield  and  Company  for  more  information 
relating*  to  Empire  Casualty  Company's  professional 
liability  insurance. 


CARL  W.  OHLIN 

INSURANCE  DEPT. 


Operating  Management 

201  Security  Bldg.  Denver,  Colorado  AComa  2-8621 
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to  prevent  the  sequelae 
of  u.r.i.  ...  and  relieve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Pneumonitis,  otitis,  tonsillitis,  adenitis,  sinusitis  or 
bronchitis  develops  as  a serious  bacterial  complication  in 
about  one  in  eight  cases  of  acute  upper  respiratory 
infection.^  To  protect  and  relieve  the  "cpld" 
patient...  ACHROCIDIM. 


Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm, 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorotHen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  ^ J.  Hygiene  71:122  (Jan.)  1933 


C^derl^  LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


TAY-O 


PRONOUNCED 


ififyctio 


(triacetyloleandqmypn).- 


^j^Cd^ules  / Oral  Suspension 

.4.-1-  i.. ............  ..1  .1... 


in  the 
patient: 


9§%  effective  in  published  cases'' 


Conditions  treated 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


No.  of 

Patients 


558 

258 

65 

90 

44 

31 

28 


Skin  and  soft  tissue  infections 
Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


230 

191 

38 

41 

33 

8 

51 

43 

8 

58  * 

51 

6 

43 

28 

15 

19 

19 

18 

■ 

1 

Genitourinary  infections 

Acute  pyelitis  and  cystitis 

Urethritis  with  gonorrhea  or  cystitis 

Pyelonephritis 

Salpingitis 

Pelvic  inflammation  with  endometriosis 


Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 
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in  the 
laboratory: 

over  90%  effective 
against  resistant  staph 

COMPARATIVE  TESTS  BY  THREE  METHODS 
(DISC,  TUBE  DILUTION,  CYLINDER  PLATE) 
ON  130  STAPHYLOCOCCI’ 


I Hi  Antibiotic  A 2-10  units  H Tao  2-15  meg. 

i I Antibiotic  B 5-30  meg.  H Antibiotic  D 2-15  meg. 

I n Antibiotic  C 5-30  meg.  H Antibiotic  E 5-30  meg. 

I Percentage  of  organisms  inhibited  by  the  range  of 
iconcentrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed  - stable  in  gastric  acid,^  TAO 
needs  no  retarding  protective  coating 
Low  In  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable  - “practically  tasteless”^  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules -250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension- 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  a(.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct  15-17, 1958.  3.  Mellman,  et  at:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.!  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct  15-17,  1958.  5.  Shubin,  H., 
et  at:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children-flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers— 5 drops  (approx. 
25  mg.)  and  10  drops  (approx.  50  mg.), 

10  cc.  bottle. 

TaO-AC  (Tao  analgesic,  antihistaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied;  In  bottles  of  36  capsules. 

Taomio*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 


# 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  SPONTIN® 

(Ristocetin,  Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  witli 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections^.  And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis®. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— aU  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported®, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a short  space  of  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  non 

with  a serious  infection.  Uu/utMl 


8 


Rocky  Mountain  Medical  Journal 


STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 

—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.®” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.®” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.'^” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.®” 


Spontin  In  Treating  Staphylococcal  Pneumonia 
—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  1 6 patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.®” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy.^®” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al..  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al..  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al..  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press. 
Antibiotics  Annual,  1958-59. 
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Triva's  ‘‘Chelating  Agent”  Intensifies 
Organism  Disintegratien  Comparative  new- 
comers to  thefield  of  therapeutics . . .are  the  Chelating  Agents. 
Though  effective  in  minute  quantities  and  non-toxic,  these 
agents  combine  with  calcium,  phosphorus  and  other  metallic 
ions  to  form  stable,  extractable  compounds.  / T riva’s  Chelating 
Agent*  attacks  the  metallic  ions  in  the  cell  walls  of  vaginitis 
organisms... rendering  them  more  susceptible  to  the  germi- 
cidal activity  of  T riva’s  surface  active  agents.  / Within  seconds 
after  her  first  douche,  your  vaginitis  patient  gets  relief  from 
intense  itching,  burning  and  other  symptoms.  Within  12  days, 
most  cases  of  trichomonal  and  non-specific  vaginitis  are 
rendered  organism-free  (Monilia  genus  may  require  longer 
treatment).  / Administration:  Douche,  b.i.d.,  for  12  days. 
Supplied:  Package  of  24  individual  3 Gm.  packets.  Composition:  35% 
Alkyl  Aryl  sulfonate  (wetting  agent  and  detergent);  5%  Di-sodium 
ethylene  bis-iminodiacetate  (chelating  agent);  53%  Sodium  sulfate; 
2%  Oxyquinoline  sulfate;  9.5%  dispersant.  / *Di-sodium  ethylene 


bis-iminodiacetate. 


&.  Company  / Los  Angeles  54,  Calif. 


Now , relief  within  seconds! 


VAYARIT  WGURIN6;  CIRCA  400  A.D.  TO  800  A.D, ; NAYARIT,  MEXICO / COURTESY  OF  PRIMUS  GALLERIES 


Yeratrite 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains; 
Cryptenamine  (tannates)  40  C.S.R.*  Units 


Sodium  nitrite 1 gr. 

Phenobarbital M gr- 


*Caroii(l  Sinus  Refles 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILLINOIS 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


!mpro¥e  appetite  and  energy 

with  ample  amounts  of  vitamins  — Bf,  Bg,  B12. 


rr'"':- ' 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


WITH  IRON  SYRUP 


delicious 
cherry  flavor— 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  02. 


Each  teaspoonful  (6  cc.)  contains: 

1-Lysine  HC! . SOO  mg. 

Vitamin  B12  Crystalline 26  mcgm. 

Thiamine  HC!  (Bi) 10  mg. 

Pyridoxlne  HCi  (Be)  . . . 5 mg. 

Ferric  Pyrophosphate  (Soluble)  260  mg. 

Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol 3.6  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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THE  HOUSE-CALL  ANTIBIOTIC 


Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical. 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIN 


glucosamine-potentiated  tetracycline 
with  triacetyloleandomycin 


capsules 


oral  suspension 


125  mg. 
250  mg. 


1 aspberiy  flavored, 

2 oz.  bottle,  125  mg. 
per  teaspoonful  (5cc.) 


pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 


REFERENCES:  1.  Adams,  J.:  Advantages  of  combined  tetracycline-oleandomycin  therapy  in  common  infections,  J.  Tennessee  M.  Assoc.  50:446 
(Nov.)  1957.  2.  Andersson,  B.:  Pulmonary  abscess  cured  with  antibiotics,  Opuscula  Medica,  2:8  (Oct.)  1957.  3.  Anello,  V.  J.,  and  Gerschenfeld, 
D.  S.;  Staphylococcal  septicemia  in  a child:  Treatment  with  a combination  of  oleandomycin  and  tetracycline,  Dia  med.,  B.  Air.  iO:192I  (July  28) 
1958.  4.  Arncil,  G.  C.;  Tetracycline-oleandomycin  treatment  of  acute  respiratory  disease  in  childhood,  paper  read  at  Sixth  Annual  Symposium  on 
Antibiotics,  Washington,  D.  C.,  October  1958,  to  be  published.  5.  Arrigoni,  G.;  Grignani,  G.  C.,  and  Varesi,  M.:  A hew  antibiotic  association  in 
the  treatment  of  urologic  infections,  Minerva  med.  4^’:2701  (Aug.  25)  1957.  6.  Baccaredda  Boy,  A.,  and  Cappelli,  E.:  Clinical  study  of  the  activity 
of  a new  antibiotic  preparation,  Signemycin,  in  skin  conditions  of  infectious  (pyogenous)  origin.  Minerva  med.  45:2690  (Aug.  25)  1957.  7.  Berg- 
dahl,  U.:  Clinical  experiences  with  a so-called  double-spectrum  antibiotic,  Signemycin.  Svenska  Lakartidningen  55:1715,  1958.  8.  Blundi,  E,:  Use 
of  Signemycin  in  a chest  clinic,  to  be  published.  9.  Bolognesi,  C.:  Preliminary  results  of  the  use  of  Signemycin  in  certain  otorhinolaryngological 
Infections  due  to  pyogenic  organisms,  Minerva  med.  45:2693  (Aug.  25)  1957.  10.  Brodhage,  H.:  Bakteriologische  in-viiro-versuche  mit  einer 

kombination  von  letracyclin  and  oleandomycin  (Signemycin).  Praxis  26:579,  1957.  11.  Calvi,  A.:  Antibiotics  in  the  therapy  of  influenza  and  its 
pulmonary  complications,  to  be  published.  12.  Carter,  C.  H.,  and  Maley,  M.  C.:  Application  of  tetracycline-oleandomycin  in  clinical  practice,  Anti- 
biotics Annual  1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  51.  13.  Castellanos,  A.:  Signemycin  in  pediatrics,  to  be  published.  14. 
Chiappara,  P.:  A case  of  sepsis  with  multiple  osteomyelitis  treated  with  a new  antibiotic,  Minerva  med.  45:2697  (Aug.  25)  1957.  15.  Chiarenza. 
A.:  Observations  on  the  effects  of  Signemycin  in  nongonococcic  urethritis,  Minerva  med.  45:2692  (Aug.  25)  1957.  16.  Cimmino,  A.;  Boni,  A., 
an(i  Orsi,  N.:  Antibiotic  activity  of  oleandomycin-tetracycline  combination.  In  vitro  study  on  332  strains  of  Micrococcus  pyogenes  var.  aureus  clini- 
cally isolated.  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  708-715.  17.  Cooper,  J.;  Sprogis,  G.  R.;  Heinemann, 
M.,  and  Feirer,  G.  M.:  Therapy  of  amebiasis  carriers  with  oleandomycin-tetracycline  (Signemycin),  Antibiotic  M,  5:302  (May)  1958.  18,  Com- 
bleet,  T.,  and  Firestein,  B.  Z.:  Use  of  oleandomycin-tetracycline  (Signemycin)  for  acne.  Antibiotic  M.  4:598  (Oct.)  1957.  19.  Cupples,  J.  F.  B., 
and  Perry,  A.  W.:  Acute  staphylococcal  endocarditis  treated  with  tetracycline-oleandomycin  successfully,  Canad.  M.  Assoc.  J.  77:699  (Oct.)  1957. 
20.  Davis,  W-  G.:  Report  on  tetracycline  and  oleandomycin  used  in  combination.  Clinical  Review  & Research  Notes,  7:21-23  (April)  1958.  21. 
DeRomana,  J.;  Zaldivar,  C.,  and  Falcone,  F.:  Actual  therapeutic  conduct  in  the  treatment  of  osteomyelitis,  paper  read  at  Sixth  Annual  Symposium 
on  Antibiotics,  Washington,  D,  C.,  Oct.  1958,  to  be  published.  22.  Durrieu,  C.  A.;  Rodriguez,  J.  B.,  and  Petrella,  E. : The  use  of  oleandomycin- 
tetracycline  in  buccal  surgery,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington.  D.  C.,  Oct.  1958,  to  be  published.  23.  English, 
A.  R.:  McBride,  T.  J.;  Van  Halsema,  G..  and  CarlozzI,  M.:  Biologic  studies  on  PA-775,  a combination  of  tetracycline  and  oleandomycin  with 
synergistic  activity,  Antib.  & Chemo.  6:511-522  (AUg.)  1956.  24.  Farah,  L.:  Some  therapeutic  indications  of  Signemycin.  Medicina,  Mex.  755:519 
(Nov.)  1957.  23.  Faz  Tabio,  H.:  Severe  enlerosepsis  treated  with  Signemycin,  Rev.  cubana  pediat.  29:3  (May)  1957.  26.  Faz  Tabio,  H.:  Signe- 
mycin in  the  treatment  of  certain  diseases  of  the  respiratory  tract.  Rev.  cubana  pediat.,  30:219  (Apr.)  1958.  27.  Febles,  D.,  and  Biderman,  1.: 
Antibiotic  management  of  acute  infections  in  the  obstetric  patient,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics.  Washington.  D.  C.,  Oct. 
1958,  to  be  published.  28.  Felder,  J.:  Signemycin  in  der  padiatrie,  Schweiz,  med.  Wschr.  55:953  (Sept.  27)  1958.  29.  Fiora,  F.,  and  Compa,  F.: 
The  combination  antibiotic  oleandomycin-tetracycline  (Signemycin)  in  acute  blennorrhagia,  Dia  med.  B.  Air.  36:570  (Apr.  3)  1958.  30.  Florio, 
I.,  and  Scoppetta,  F.  P.:  Sigmamicina  ed  occlusione  intestinale  sperimentale.  Bulletin  med.  & surg.  soc.,  Pavia,  77:1.  1957.  31.  Foradori,  M.:  A 
case  of  meningitis  due  to  Staphylococcus  aureus  complicating  tubercular  meningitis,  treated  successfully  with  Signemycin.  Minerva  med.  45:2707 
(Aug.  25)  1957.  32.  Frank,  L.,  and  Siritzler,  C.:  Newer  antibiotics  in  the  treatment  of  acne.  Antibiotic  M.  4:419  (July)  1957.  33.  Friedrich,  K., 
and  Hammerl,  H.:  A new  treatment  for  bacterial  infection  with  an  antibiotic  combination,  to  be  published.  3 l.  Gemma,  G.  B.;  Mel,  C.,  and  Bacht, 
V.:  First  experiences  with  Signemycin  in  surgical  infections,  Minerva  med.  45:2643  (Aug.  25)  1957.  35.  Gilley,  E.  W.:  Clinical  appraisal  of  tetra- 
cycline and  oleandomycin  used  in  combination,  to  be  published.  36.  Hagan.  H.,  and  Scheffler,  H.:  Preliminary  clinical  experience  with  oleando- 
mycin and  the  double-spectrum  antibiotic,  Signemycin.  Medizinische,  74:477  (Apr.  6)  1957.  37.  Harris,  H.  J.:  Tetracycline  and  oleandomycin 
(Signemycin)  in  chronic  brucellosis,  to  be  published.  38.  Hasenclever,  H.  F. : Comparative  m vitro  studies  of  hospital  strains  of  Staphylococcus 
aureus  with  oleandomycin,  tetracycline  and  an  oleandomycin-tetracycline  mixture.  Antibiotic  M.  5:14-25  (Jan.)  1958.  39.  Hegglin,  R.:  Cjrnithosls, 
Schweiz,  med.  Wchnschr.  3:64,  1958.  l(>.  Henne,  H.  F.:  Clinical  experiences  with  the  double-spectrum  antibiotic  Signemycin,  Med.  Klin.,  Berk, 
29:1267-1270  (July  18)  1958.  tl.  Heredia  Diaz,  J.;  Saavedra  Zavaleta,  G.;  Robles,  M.  A.,  and  Aguilar,  D.  L.:  Tetracycline-oleandomycin  (Signe- 
mycin) in  the  treatment  of  puerperal  infections.  Medicina,  Mex.  35:308.  1958.  42.  Hoffmann,  H.:  Clinical  experiences  with  the  broad-spectrum 
antibiotic.  Signemycin,  Medizinische,  45:1850  (Nov.  8)  1958.  43.  Hoz  Fabra,  J.:  Preliminary  results  of  a clinical  trial  with  Signemycin,  Rev.  din. 
espan.  67:101  (Oct.  31)  1957.  44.  K.iiser,  J.  A.;  Mazzarino,  C.;  Bajek,  E.  M..  and  P’an,  S.  Y.:  Oleandoyiycin-tetracycline:  Toxicity  in  experimental 
animals.  Antibiotics  & Chemother.  7:255-259  (May)  1957.  -15.  Kanee,  B.,  and  Cockcroft.  W.  H.:  (Clinical  and  bacteriological  studies  on  Signemycin 
(oleandomycin-tetracycline)  ointment,  Canad.  M.  Assoc.  J.  75:614  (Apr.  15)  1958.  46.  Keil,  P.  G.;  Tieszen,  R.  L.,  and  Solomon,  R.  J.:  An  evalua- 
tion of  Signemycin  in  the  treatment  of  pneumonia,  to  be  published.  47.  Klovstad,  O.:  Signemycin  “Pfizer”  a combination  of  oleandomycin  and 
tetracycline,  Tidsskr.  norske  laegefor  75:681  (Aug.)  1957.  48.  Kohler,  H.  F. : Case  report  of  the  month:  chronic  osteomyelitis.  Clinical  Review 
& Research  Notes.  7:16  (Apr.)  1958.  49.  Kraljevic.  R..  et  al.:  Investigation  of  the  therapeutic  value  of  the  combination  of  tetracycline  and  oleando- 
mycin. Antibiotic  M.  5:364-371  (June)  1958.  50.  Kraljevic,  R.:  Discussion  of  the  paper  by  Florentin  and  Sison  (The  role  of  antibiotics  in  Asian 
Influenza).  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc..  1958,  p.  948.  51.  Kraljevic,  R.;  Pearson,  E.,  and  Borgano,  J.  M.: 
Combined  oleandomycin-tetracycline  therapy  in  respiratory  tract  and  other  infections,  to  be  published.  52.  LaCaille.  R.  A.,  and  Prigot,  A.: 
Combinations  of  oleandomycin  with  oxytetracycline  and  tetracycline  in  soft-tissue  infections.  Antibiotics  Annual  1956-1957.  New  York,  Medical 
Encyclopedia.  Inc.,  1957,  p.  67.  5:t.  kevi,  W.  M.,  and  Kredel,  F.  E.:  A clinical  trial  of  Signemycin.  South  Carolina  M.  J.  53:178  (May)  1957. 
54.  Lewis,  H.  M.:  Frumess,  G.  M..  and  Henschel,  E.  J.:  Treatment  of  skin  infections  with  tetracycline  and  oleandomycin.  Rocky  Mountain  M.  J. 
54:806  (Aug.)  1957.  55.  Lopez,  A.  V.,  and  Cohen,  H.  J.:  The  clinical  trial  of  a combination  of  tetracycline  hydrochloride  and  oleandomycin  (oral 
suspension)  in  the  treatment  of  severe  pulmonary  infections  in  children,'  to  be  published.  56.  Loughlin,  E.  H.,  and  Mullin,  W.  G.:  Combined  anti- 
biotic therapy  of  tropical  infections  with  Matroterra  and  Signemycin,  Antibiotics  Annual  1957-58.  New  York.  Medical  Encyclopedia,  Inc..  1958, 
p,  698.  57.  Loughlin,  E.  H.,  and  Mullin,  W.  G.:  Combined  antibiotic  therapy  of  tropical  infections  with  PA-765  and  PA-775,  Antibiotics  Annua] 


More  than  90  clinical  references  attest  to  the  superiority  and 
effectiveness  of  Cosa-Signemycin  (Signemycin).  Professional 
information  booklet  available  on  request. 
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1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  63.  58.  McCloud,  L.  C.;  Shidal,  W.,  and  Mulligan,  J.  L.:  Clinical  observations  on  infec- 
tions treated  with  a combination  of  tetracycline  and  oleandomycin,  to  be  published.  59.  McFadden,  H.  W.,  and  Schelhart,  D.:  Comparison  of  the  in 
vivo  sensitivity  of  micrococci  to  oleandomycin,  tetracycline  and  a combination  of  oleandomycin  and  tetracycline.  Antibiotics  Annual  1957-1958,  New 
York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  514-519.  60.  Manara,  G.,  and  Gasparetto,  A.:  The  first  clinical  experience  with  water-soluble  Signe- 
mycin.  University  of  Padua,  Minerva  chirurgica  /i:535  (May  15)  1958.  61.  Medina  Morales,  F.:  The  combination  of  tetracyclinesoleandomycin 
(Signemycin)  in  the  postoperative  treatment  of  three  cases  of  pulmonary  resection,  Medicina,  Mex.  800:347,  1958.  62.  Mehra,  B.  K.:  Combating 
the  resistant  staphylococci.  Current  Med.  Pract.  7:326-328  (May)  1957.  63.  Mendiola,  R.;  Naranjo.  R.,  and  Briseno.  F.:  New  contributions  to 
the  treatment  of  tuberculosis,  Medicina,  Mex.  37:269  (June  25)  1957.  64.  Mendoza  Diez,  J.:  Treatment  of  osteomyelitis,  with  Signemycin,  Thesis, 
Universidad  Nacional  Mayor  de  San  Marcos,  Facultad  de  Medicina,  Lima,  Peru,  1957.  65.  Moggian,  G.;  Preliminary  results  of  a new  antibiotic 
association  in  obstetrics  and  gynecology,  Minerva  med.  45:2648  (Aug.  25)  1958.  66.  Molinelli,  E.  A.;  Vera  Barros,  E.,  and  Ithurralde,  D.: 
Tetracycline-oleandomycin  in  human  brucellosis  therapy.  Antibiotics  Annual  1957-58,  New  York.  Medical  Encyclopedia,  Inc.,  1958,  pp.  692-697. 
67.  Montilli,  G.,  and  Avellino,  M.:  Experienze  con  una  nuova  associazione  di  antibiotic!  (tetraciclina  ed  oleandomicina)  in  terapia  dermatologica, 
Dermatologia  9:3,  1958.  68.  Morador,  J.  L.,  and  Morador,  S.:  Cause,  prevention  and  treatment  of  staphylococcal  infection  in  hospitals,  paper 
read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  69.  Morador,  J.  L.,  and  Tate,  L.  S.:  Treatment  of 
52  cases  of  infections  caused  by  coagulase-positive  staphylococci  with  a combination  of  oleandomycin  and  tetracycline.  Antibiotics  Annual  1957-58, 
New  York,  Medical  Encyclopedia.  Inc.,  1958,  pp.  702-707.  70.  Morador,  J.  L.,  and  Tate,  L.  S.:  The  treatment  of  anorectal  infections  with  Signe- 
mycin, An.  Ateneo  Clin.  Quirur.  7:52  (Jan.)  1958.  71.  Morel,  A.  S.:  Surgical  infections:  a guide  to  therapy.  Clinical  Review  & Research  Notes 
7:18-21  (July)  1958.  72.  Morey.  G.  S.:  Infections  in  nursing  babies  due  to  Pseudomonas  aeruginosa  (B.  pyocyaneus)  alone  or  associated  with  other 
organisms.  Rev.  Hosp.  nino,  72:3,  1958.  73.  Oates,  J.  K.:  Trial  of  Signemycin  in  non-specific  urethritis,  Brit.  J.  Vener.  Dis.  34:38,  1958. 

74.  O’HcrIihy,  F.  C.:  A clinical  trial  with  Signemycin.  Medical  Press  (London),  p.  897  (Sept.  17)  1958.  75.  Olmer,  J.,  and  Casanova,  P.:  Therapeutic 
notes:  Clinical  trials  of  Signemycin  in  the  treatment  of  59  patients,  Semaine  hop.  Paris,  Vol.  34,  no.  2 (Feb.)  1958.  76.  Ottolenghi,  C.  E.;  Frigerio, 
E.  R..  and  Soto  Jimenez,  D.:  Combined  antibiotic  therapy  in  35  cases  of  osteomyelitis,  Bol.  y trab.,  Soc.  cir.  Buenos  Aires,  •47:739,  1957. 
77.  Pagola,  J.  G.;  Benavides,  L.,  and  Heredia,  A.:  An  evaluation  of  tetracycline-oleandomycin  in  the  treatment  of  epidemic  typhus,  paper  read 
at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  78.  Pavone,  M.;  Anello,  A.,  and  Macaluso,  M.  P.: 
Signemycin  in  the  therapy  of  infections  of  urinary  passages,  to  bfe  published.  79.  Perez  Villasante,  G.:  Postoperative  treatment  of  the  ear  cavity. 
An.  Soc.  Mexico  de  Otorinolaringologia,  No.  34-35:175  (May-Aug.)  1957.  80.  Prokop,  O.:  On  the  question  of  staphylococcus  infections  resistant  to 
therapy.  Der  Praktische  Arzt,  72:145  (Feb.  15)  1958.  81.  Quarti,  M.:  Efficacy  of  the  association  of  oleandomycin  and  tetracycline  in  staphylo- 
coccal infections,  Aggiornamento  Pediatrico,  5:11,  1957.  82.  Quirno,  N.;  Fukelman,  R.,  and  Achaval,  M.:  Treatment  with  oleandomycin-tetracycline 
of  infections  observed  in  clinical  practice,  Dia  med.  39:2938  (Nov.  17)  1958.  83.  Ragazzini,  F.;  Moggi,  P.,  and  Acocella,  M.:  First  clinical 
applications  of  Signemycin  in  pediatrics,  Minerva  med.  45:2667  (Aug,  25)  1957.  84.  Randig,  K.:  Some  experiences  with  Signemycin,  Deutsches 
med.  J.  5:447  (Aug.  15)  1957.  85.  Rebelledo,  L.  M..  and  Heredia,  D.  J.:  Further  clinical  studies  of  an  association  of  tetracycline  and  oleandomycin 
in  the  treatment  of  various  infections,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C..  Oct.  1958,  to  be  published. 
86.  Rentchnick,  P.:  A combination  of  broad-spectrum  antibiotics,  Medecine  et  Hygiene,  379:562  (Nov.  30)  1957.  87.  Revelli.  E.,  and  Durando, 
C.:  Treatment  of  the  nonspecific  inflammatory  component  of  tuberculosis  of  the  female  genital  organs,  Minerva  med.  45:2658  (Aug.  25)  1957. 

88.  Rivera,  J.  A.;  Brame,  R.  E.,  and  Osborne,  D.:  Sensitivity  of  Micrococcus  pyogenes  from  burned  patients  to  the  action  of  oleandomycin.  The 
emergence  of  resistance  to  this  antibiotic,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published. 

89.  Rondanelli,  E.  G.:  The  therapeutic  problem  of  orchitis  by  parotitic  virus,  institute  of  General  Clinical  Medicine  and  Medical  Therapy  of  the 
University  of  Pavia,  Bulletin  med.  & surg.  soc.,  Pavia,  77:1,  1957.  90.  Saavedra  Amaro,  S.,  and  Lopez  Zepeda,  L.:  Comprobacion  clinica  de  la 
Signemycin  en  el  tratamiento  de  infecciones  diversas,  to  be  published  in  Medicina,  Mex.  91.  Sanchez  Creus,  P.:  Los  antibioticos  de  indicaciones 
limitadas.  Rev.  din.  espan.  69:378  (June  30)  1958.  92.  Sangiuolo,  F.:  Therapeutic  action  of  the  tetracycline-oleandomycin  (Signemycin)  associa- 
tion, Minerva  med.  45:2679  (Aug.  25)  1957.  93.  Santas,  A.  A.;  Ganora,  H.  M.,  and  Brea,  C.  M.:’  Antibiotic  prophylaxis  in  thoracic  surgery, 
paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  91.  Schenone,  H.:  Genitourinary  infections 
treated  with  the  antibiotic  combination  tetracycline  and  oleandomycin,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  1958,  to  be  published.  95.  Shubin,  H.:  Clinical  evaluation  of  combined  chemotherapy,  oleandomycin  and  tetracycline,  Antibiotic  M.  4:174 
(March)  1957.  96.  Signer,  A.,  and  Vinci,  G.  G.:  Signemycin  in  the  healing  of  wounds,  Arch.  Societa  Med-Chirurg.  Messina,  Vol.  II,  1957. 
97.  Smazal,  S.  F.,  and  Crowley,  P.  J.:  Routine  use  of  the  antibiotics  tetracycline  and  oleandomycin  in  combination  for  the  treatment  of  infections 
represented  in  an  unselected  series  of  general  office  patients,  to  be  published.  98.  Steinman,  E.:  Trial  of  an  antibiotic  combination  as  a routine 
agent  for  treatment  of  infections  in  office  practice,  to  be  published.  99.  Stritzler,  C.,  and  Frank,  L.:  Significance  of  the  response  of  acne  vulgaris  to 
antibiotics.  Antibiotic  M.  5:109  (Feb.)  1958.  100.  Talbot,  J.  R.:  Experience  with  an  antibiotic  combination  (tetracycline-oleandomycin)  used  routinely 
for  anti-infective  therapy  in  an  office  practice,  Wisconsin  M.  J.  57:237-238  (June)  1958.  101.  Tato,  J.  M.;  Galli,  L.  A.;  Rechniewski,  C.;  Arauz, 
S.;  Games,  J.;  Bello,  J.:  de  Sebastian,  G.,  and  Bergaglio,  O.r  Treatment  of  chronic  sinusitis  with  a combination  of  oleandomycin  and  tetracycline. 
Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  675.  102.  Willcox.  R.  R.:  Tetracycline  and  oleandomycin  in  com- 
bination in  nongonococcal  urethritis.  Antibiotics  Annual  1957-58,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  672.  103.  Willcox,  R.  R.:  The 
treatment  of  nongonococcal  urethritis  with  tetracycline  and  oleandomycin  in  combination  (Signemycin),  Medical  Press  (London)  (Dec.  11)  1957. 
104.  Willemot,  J.  P.,  et  al.:  Signemycin  in  the  treatment  of  pulmonary  infections,  Bruxelles  med.  35:1026  (June  22)  1958.  105.  Winton,  S.  S.,  and 
Chesrow,  E.  J.:  A clinical  study  of  ‘ombined  chemotherapy.  Antibiotics  Annual  1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  55. 
106.  Wittmoser,  R.:  Hospitalismus.  Cnirurgische  Praxis,  3:281  (Sept.)  1957.  107.  Zaldivar.  C.  G.,  and  Falcone,  F.:  Preliminary  results  in  osteo- 
myelitis with  tetracycline  and  the  phosphate  of  oleandomycin  (Signemycin),  Rev.  Hosp.  nino  75:151  (June)  1957.  108.  Zaldivar,  C.  G.:  Complicated 
forms  of  chronic  osteomyelitis,  Rev.  Hosp.  nino  72:315  (Dec.)  1957.' 
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How  can  the  problem  of  “postchole- 
cystectomy syndrome”  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G.:  J.  Internal.  Coll.  Surgeons  25:394,  1957. 


for  pre-  and  postoperative 
management  of  biliary 
tract  disorders. 


DECHOLIN 


“therapeutic  bile" 


//yr/rocholeresis  with  Df.cholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

in  functional  G.I.  distress . . . DECHOLir 

with  BELLADONNA 


• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets;  (dehydrocholic  acid,  Ames)  2%  gr. 
(250  mg.).  Bottles  of  100,  500  and  l,000:-drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  Vfe  gr.  (10  mg.). 
Bottles  of  100  and  500. 
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COMPANY,  INC 
Elkhart  • Indiono 
Toronto  • Conado 
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2V2  minutes  of  your  time  reading  about 
Trancopal  may  change  your  prescription 
habits  when  treating  musculoskeletal  and 
psychogenic  disorders. 


! 


the  first  true  tranquilaxant 


Potent  MUSCLE  RELAXANT 
. . .Equally  effective  as  a TRANQUILIZER 

^ tran-QUi-lax-ant  (tran'kwi-lak'sant)  [ < L.  tranquilius, 
quiet;  L.  laxare,  to  loosen,  as  the  muscles] 


j 

1 

I 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new  orally  administered 
nonhypnotic  central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of 
musculoskeletal  and  neurologic  conditions 
and  also  exerts  a marked  tranquilizing  effect 
in  anxiety  and  tension  states. 


Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely  new 
major  chemical  contribution  to  therapeutics. 


C— Cl 


N— CH, 


Chlormezanone:  2-(4-chlorophenyl)-3- 
methyl-4-metathiazanone-l-dioxide 


Thoroughly  evaluated  clinically, , , 

Clinical  studies  of  4092  patients  by  105  physicians^  have  demonstrated  that  Trancopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Trancopal  can  provide  more  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 


In  musculoskeletal  conditions’ 


effective  in 


INDICATIONS 


Low  back  pain  (lumbago) 

Bursitis 

Osteoarthritis 

Fibrositis 

Myositis 

Postoperative  myalgias 


Neck  pain  (torticollis) 
Rheumatoid  arthritis 
Disk  syndrome 
Joint  disorders  (ankle  sprain, 
tennis  elbow,  etc.) 


By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and  active  purposeful 
exercise  and  physical  therapy  to  accomplish  maximal  benefits  for  rapid  recovery. 


Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


In  anxiety  and  tension  states' 


effective  in 


88^  of  patients 


INDICATIONS 

Anxiety  and  tension  states  Dysmenorrhea 

Premenstrual  tension  Asthma 

Emphysema  Angina  pectoris 

Because  of  its  exceptional  calmative  property,  Trancopal  . . allows  the  patient  to 
use  his  energies  in  a more  productive  manner  in  overcoming  his  basic  problem.”^ 


MUSCULOSKELETAL 

CONDITIONS 


PSYCHOGENIC 

CONDITIONS 


TOTAL  4092  Patients 

MAJOR  IMPROVEMENT 
84% 


1 163  Patients 


2929  Patients 


Of  the  total  patients  treated,  Trancopal  produced  excellent  results  in  43  per  cent,  good 
results  in  41  per  cent,  fair  results  in  6 per  cent,  and  poor  results  in  10  per  cent. 


Better  tolerated  and  safer  than  older  drugs^ 

With  Trancopal  there  is  no  clouding  of  consciousness,  no  euphoria  or  depression.  Even 
in  high  dosage,  there  is  no  perceptible  soporific  effect.  Because  it  does  not  irritate 
gastric  mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Administration  does  not 
hamper  work  ~ or  play.  There  are  no  known  contraindications.  Blood  pressure,  pulse 
rate,  respiration  and  digestive  processes  are  unaffected  by  therapeutic  dosage. 

Toxicity  is  extremely  low.  And  Trancopal  has  a lower  incidence  of  side  effects  than 
has  zoxazolamine,  methocarbamol  or  meprobamate. 


Comparison  with  3 widely  used  central  relaxants 

When  compared  with  three  widely  used  central  relaxants  for  activity,  safety  and  clinical  effectiveness, 
Trancopal  offers  definite  desirable  advantages. 


for  activity 

In  the  usual  human  dose,  Trancopal  is  four  to  ten 
times  as  potent  per  milligram. 


TRANCOPAL  Meprobamate  Zoxazolamine  Methocarbamol 


Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe  or  up  to 
thirteen  times  less  toxic.  The  measure  of  safety 
was  the  LDso  in  mice/usual  human  dose. 


TRANCOPAL  Meprobamate  Methocarbamol  Zoxazolamine 


for  clinical  effectiveness 

A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  the  40 
patients  received  all  four  drugs  in  random  rota- 
tion for  several  days.  Although  each  of  the  four 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 

References:  1.  Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  • 2.  Cans,  S.E. : To 
be  published.  • 3.  Lichtman,  A.L. : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 


the  first  true  tranquilaxant 


Potent 

MUSCLE  RELAXANT 
...Equally  effective  as  a 
TRANQUILIZER 


Trancopal  (brand  of  chlormezanone)  and  Caplets 
trademarks  reg.  U.S.  Pat.  Off. 


New  York  18,  New  York 

Printed  In  U.  S.  A.  3-59  {4C 


PRODUCTS  OF  DiSTINCTION  FROM  THE  PURDUE  FREDERICK  COMPANY 


1 


or  TOTAL  ACTIVE  fl»NCI«4» 


i 

i 


Proved  clinically 
efeetive 
J.  in  4,464 
@5.0  per  cent; 
of  4,695  patients 
(ages 

3 months  to  |3  years) 
with  excess 
or  impacted  cerument 

For  patient  convenience  and  econ- 
omy, p rescribe  ‘Cerumenex*  Drops 
in  the  regular  15  cc.  bottle,  pack- 
aged with  cellophane,  wrapped 
blunt-end  dropper. 

Complete  bibliography  , ‘ 
available  on  request  ' ; 


; ctaawENtx , CONTAINS  ' ctRAi»o*(* 
V^C^T'iOtv-b-lEfrTEvC'ONb'ENSATt 


A unique 
cholecystokinetic- 
cholagogue, 
TroBilagol’  provides 
prompt  gallbladder 
evacuation, 
prolonged  relief, 
safety, 

extreme  palatability 


Supply:  Bottles  of 
12  and  6 fluid  ounces. 


OBItAGOL'*0'-GUU 


proBilagol 

LIQUID 

cholecystokinetic-cholagogue  action 

Specifically 

designed 

for  therapeutic  and 
prophylactic 
management 
of  dyspepsia  and 
food 

intolerance 


Gerumenex 


DROPS 


For  easy,  safe, 
painless  removal 
of  eai*  wax— 
without 

instrumentation 


IN  CONSTIPATION 


Assures  bowel 
correction 
and  rehabilitation 
because  it  “...acts 
in  a way  almost 
indistinguishable 
from  the  normal: 

physiologic  : 
mechanism...”^ 


without 

mucosal  irritation  due 
to  chemical  contact 

without 

incompatibilities 
to  antacids  and 
other  medications 

Supply : Tablets,  small  and 
easy  to  sivalloiv, 
in  bottles  of  100. 
Granules,  cocoa- flavored, 
in  8 and  k ounce  canisters. 

1.  Herlantb  A.  L.,  Lowenstein,  A. : Quart, 
Rev,  Suvjj:.  Obst.  & Gyncc,  14:196  (Dec.)  1957 


BEHONOT^STANMBNtTED  < 
QE  CASSIA  ACUTiroLiA  rbt 


® Copyright  1959,  The  Purdue  .Frederiek  Company 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1892 

NEW  YORK  14,  N.Y.  | TORONTO  1.  ONTARIO 


IN  OFFICE  SURGERY^ 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 : 100, 000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*  HCl  SOLUTION 

(brand  of  lidocoine*) 
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A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1358) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . 

“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”^ 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal. 

RECOMMENDED  ORAL  DOSACE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car- 
tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES: 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5.-897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
*T  rademark 
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The  Story  of  Kent 

H ow  Lorillard  research  produced 
a cigarette  with  less  tars  and  nicotine 
than  any  other  leading  filter  brand 


A major  research  foun- 
dation, under  Lorillard 
sponsorship,  determined 
that  the  average  puff  of 
cigarette  smoke  con- 
tained over  12  billion 
semi-solid  particles.  Fur- 
ther research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to 
1 micron  in  diameter, 
average  0.6  micron. 

Ordinary  filter  fibers  are  so  large  that 
they  create  spaces  through  which  the 
small  semi-solid  smoke  particle  can  easily 
pass.  However,  in  the  superior  Kent 
filter,  the  fibers  are  mechanically  manip- 
ulated in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 


smoke.  This  is  the 
“micronite”  Filter. 

The  Kent  filter  is  com- 
posed of  pure  cellulose 
acetate,  which  is  common 
to  the  filters  used  in  all 
leading  brands.  However, 
the  physical  construction 
of  the  Kent  filter  is  the 
exclusive  development  of 
Lorillard  research,  and  is 
different  from  and  supe- 
rior to  all  the  rest. 


Thus,  Lorillard  research  created  a filter 
of  ideal  purity,  with  extraordinary  ability 
to  eliminate  smoke  particles. .. and  at  the 
same  time,  a cigarette  of  such  fine  taste 
that  during  the  past  twelve  months  more 
smokers  changed  to  Kent  than  to  any 
other  cigarette  in  America. 


Of  all  leading  filter  cigarettes 

KENT  FILTERS  BEST 

You  get  less  tars  and  nicotine  in  the  smoke  of  Kent 
than  in  any  other  leading  filter  cigarette  in  America 


If  you  would  like  for  your  own  use  the  P.  Lorillard  Company,  Research  Department 
booklet,  “The  Story  of  Kent,"  write  to:  200  East  42nd  St.,  N.Y.  17,  N.Y. 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIH’. . . 


Ointment;  Tubes  of  oz.  and  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Ointment;  Tubes  of  H and  1 oz.  and  tubes  of  M oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  ; Bottles  of  10  cc.  with  sterile  dropper. 

N nif  i Lotion  : Plastic  squeeze  bottles  of  20  cc. 

N til  "I  Powder  ; Shaker-top  bottles  of  10  Gm. 


Ointment;  Tubes  of  14.  oz.,  1 oz.  and  14  oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


for  April,  1959 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Gelgy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 

new  Slerazolidli 


prednisone-phenylbutazone,  Gelgy 


26 


Rocky  Mountain  Medical  Journal 
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ivatciioo  for  an  ulcer. . . 


Napoleon  exhibited  ulcer  symptoms  through  most  of 
his  adult  life,  yet  he  scorned  medication  for  his  ever- 
ksting  “spasms  of  nervous  origin”  He  ignored  his. 
infirmities  with  violent  naivete  despite  an  intense  in- 
terest in  medical  science.  Thus,  the  classic  hand-in- 
coat pose  may  have  been  the  result  of  his  paroxysms 

I ! 

I of  gastric  pain  that  sliced  “like  the  stab  of  a penknife” 

|When  your  patient  is  besieged  with  an  ulcer, 
:^obins  provides  you  with  an  armamentarium 
sufficient  to  repel  it. 

frontal  assault your  tactics  dictate  Local 
^Action,  try  ROBALATE>®  which  is  dihydroxy 
ikiuminum  aminoacetate  (0.5  Gm.  per  tablet  or 
p cc.) , an  antacid  of  definitely  superior  efficacy. 

li' 

encirclement  — If  you  prefer  to  approach  the 
ulcer  Systemically,  prescribe 
,DONNATALi®  the  anticho- 


linergic-antispasmodic-sedative with  the  time- 
tested  natural  belladonna  alkaloids  and  pheno- 
barbital,  a veteran  campaigner  without  peer. 
FORMULA : hyoscyamine  sulfate,  0.1037  mg. ; 
atropine  sulfate,  0.0194  mg.;  hyoscine  hydro- 
bromide, 0.0066  mg.;  and  phenobarbital 
gr.),  16.2  mg. 

multi-pronged  attack  y®^  relish  the 
strategy  of  combining  antacid  and  antispasmod- 
ic-anticholinergic  effects,  use  DONNALATE  ® 
It  combines  one-half  of  a DONNATAL  tablet 
with  one  ROBALATE,  ideal  allies  for  compre- 
hensive ulcer  therapy. 

Victory  will  be  yours. 

A.  H.  ROBINS  CO.,  INC.  • RICHMOND,  VA. 


DONNALATE 


(F^insi 


hy  win:€^^n0j^mt:xics 


and  convalescence? 


Convalescents,  regardless  of  their  years,  share  many  of  the  tonic  and  recuperative 
needs  of  the  aged,  and  wine  is  probably  more  widely  recommended  in  the  care 

of  these  patient  groups  than  in  any  other. 


Many  generations  of  physicians  have  warmy  advocated  not  only  dry  table  wines 
but  also  sweet  dessert  wines  of  many  varieties  for  their  nutritional  value 
in  elderly  and  convalescent  patients. 

Now  modern  research  supplies  the  raison  d’etre  by  clearly  showing  that  wine  not  only 
supplies  quick  fuel  but  also  serves  to  stimulate  the  desire  for  food  where  appetite  is  poor. 


WINE  AIDS  DIGESTION —Wine  has  been  found  to  increase  salivary  flow,’  stimulate 
gastric  secretion-  and  facilitate  the  gastrocolic  reflex.’^ 


WINE  FOR  GENTLE,  SAFE  SEDATION  — Described  as  the  safest  of  all  sedatives,  wine  can 

often  dispel  the  anxieties,  fears  and  emotional  pressures  of  old  age  and  prolonged 
illness.  The  relaxation  of  gastric  tension  produced  by  moderate  amounts  of  wine 
may  be  a significant  factor  in  the  prevention  of  dyspepsia.  The  systemic  sedative* 

and  vasodilative'*  actions  of  wne  can  be  of  great  aid  in  cardiovascular  disease. 
For  a few  cents  a day  your  patients  can  have  wines  produced  from  the  world’s 
finest  grape  varieties  grown  in  an  ideal  climate  and  handled  with  consummate  skill. 

Research  information  on  wine  is  available  on  request.  Just  write  for  your  copy 
of  “Uses  of  Wine  in  Medical  Practice.”  Wine  Advisory  Board,  717  Market  Street, 

San  Francisco  3,  California. 


1.  Winsor,  A.  L.,  ond  Sfrongin,  E.  I.:  J.  Exper.  Psychol.  16:589  (1933). 

2.  Ogden,  E.,  and  Southard,  Jr.,  F.  D.:  Fed.  Proceedings  5.-77  (1946). 

3.  Adler,  H.  F.;  Beozell,  J.  M.;  Atkinson,  A.  J.,  and  Ivy,  A.  C.:  Quart.  J,  Studies  on  Ale.  ?.-638  (1941). 

4.  Salter,  W.  T.:  Geriatrics  7:31 7 (1952). 

5.  Wright,  I.  S.,  Arteriosclerosis,  in  Steiglitz,  E.  J.;  Geriatric  Medicine,  Philadelphia,  W.  B.  Saunders  Co.  (1949). 
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Allergy-free. ..all  day... 
with  this  much  medication 


Typically,  the  allergic  patient  can  enjoy  a whole  day’s  freedom  from  symptoms  with  just  one  Pyri- 
benzamine  Lontab  in  the  morning— a whole  night  of  restful  sleep  with  just  one  Lontab  in  the  evening. 

The  outer  shell  of  the  unique  Lontab  actually  contains  an  effective  dose  of  Pyribenzamine  which  is 
released  minutes  after  the  Lontab  enters  the  stomach.  Thereafter,  medication  is  released  uniformly 
and  continuously  from  the  specially  formulated  inner  core  of  the  Lontab— sustaining  antiallergic 
effect  as  long  as  12  hours. 

For  patients  who  need  only  periodic  medication,  regular  Pyribenzamine  tablets  provide  fast, 
dependable  action,  with  a minimum  of  undesirable  side  effects. 

SUPPLIED;  Pyribenzamine  Lontabs— full-strength— 100  mg.  (light  blue).  Pyribenzamine  Lontabs-half- 
strength—oO  mg.  (light  green) ; for  children  over  5 and  adults  who  require  less  antiallergic  medication. 
Pyribenzamine  Regular  Tablets,  50  mg.  (green,  scored)  and  25  mg.  (green,  sugar-coated). 

Pyribenzamine®  hydrochloride  (tripelennamine  hydrochloride  CIBA)  Lontabs®  (long-acting  tablets  CIBA) 

i/sesiMi!  CIBA  SUMMIT,  N.  J. 

Pyribenzamine  Lonlabs 

JUST  ONE  KEEPS  YOUR  ALLERGIC  PATIENT  ON  A 12-HOUR  THERAPEUTIC  PLATEAU 


for  April,  1959 
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new  for  totel 

management 
of  itehing^ 
inflamed^' 
infected* 
oldn  lesions 


oliitinent 

antipruritic/anti-inflammatory/anti  bacterial/antifungal 


Mycolog  Ointment  — containing  the  new  superior  topical  corticoid  Kenalog  — re- 
duces inflammation,^*  relieves  itching,'*  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.®'*  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

"Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks."® 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation'  * — neomycin  and  gramicidin  for  power- 
ful antibacterial  action*  — and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.®'® 


Cleared  in  5 days 


Cleared  in  20  days 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1.  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy _3:164  (Nov.)  1958.*  2.  Nix,T.E.,Jr.,and  Derbes,  V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.;  Bull.  School  of  Med.,  U.  Maryland_^;54  (July) 
1958.  • 4.  Sternberg,  T.H.:  Ne\wcomer,  V.D.,  and  Reisner,  R.M.;  Monographs  on  Therapy _3:115  (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy, _3:153  (Nov.)  1958.  ’-6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.;  Monographs  on  Therapy,  J:1 1 1 (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  19:449  (Oct.)  1958.  ♦ 9.  Bereston,  E.S.:  South.  M.J.  50:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog-S  Lotion  — 7V^  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15  Gm.  tubes.  Kenalog  Lotion. 0.1%—15cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1%— 5 Gm.  and  15  Gm.  tubes. 


SqyisB 


Squibb  Quality — the  Priceless  Ingredient 


'SPECTROCIH'®,  'MTCOSTATIN'®,  'PLASTIBASE'^,  'MTCOLOC;' 
ANO  'KENALOO'  ARE  SQUIBB  TRAOEMARKS 
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FROM  BASIC  RESEARCH-BASIC  PROGRESS 


HYDROCHLOROTHIAZIDE 


a new  measure  of  activity 


in  edema 

whenever  there  is  need  for  diuresis 

in  hypertension 

effective  by  itself  in  some  patients — always  as  background 
medication  in  any  antihypertensive  regimen. 


summary  of  clinical  information  — HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

IN  EDEMA: 

■ greater  oral  effectiveness  than  with  any  other  class  of  diuretic  agent 

■ diuretic  effectiveness  maintained  even  on  prolonged  daily  administration 

■ 25  mg.  hydroDIURIL  orally  is  equivalent  to  1.6  cc.  meralluride  I.M. 

■ has  been  reported  to  be  effective  even  in  patients  who  did  not  respond 
satisfactorily  to  other  diuretics 

■ low  toxicity— extremely  well  tolerated 

■ often  achieves  the  benefits  of  a low  salt  diet  without  the 
unpleasant  restrictions 
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HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

■ highiy-active  derivative  of  chlorothiazide 

■ similar  qualitatively  to  chlorothiazide  but  10  to  12  times  more  potent 

■ loss  of  potassium  is  clinically  insignificant  in  the  great  majority 
of  patients  on  normal  diets 


IN  HYPERTENSION: 


provides  background  therapy  in  any  antihypertensive  regimen  (by  itself, 
hydroDIURIL  adequately  controls  hypertension  in  some  patients) 
has  been  reported  by  some  investigators  to  have  a greater  antihypertensive 
effect  in  some  patients  than  does  chlorothiazide  at  equivalent  dose  levels 
does  not  lower  blood  pressure  in  normotensives 
markedly  potentiates  other  antihypertensive  agents 
reduces  dosage  requirements  for  other  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 
smooths  out  blood  pressure  fluctuations 
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HYDROCHLOROTHIAZIDE 


IS  INDICATED  IN: 


1 Hypertension 

2 Congestive  heart  failure  of  all  degrees  of  severity 

3 Premenstrual  tension  (edema) 

4 Edema  of  pregnancy 

5 Renal  edema-nephrosis;  nephritis 

6 Cirrhosis  with  ascites 

7 Drug-induced  edema 

8 as  adjunctive  therapy  in  the  management  of  obesity 
complicated  by  edema 


RECOMMENDED  DOSAGE  RANGE 


In  EDEMA:  one  to  two  50  mg.  tablets  HYDRODIURIL  once  or  twice  a day 

In  HYPERTENSION:  one  or  two  25  mg.  tablets  or  one  50  mg.  tablet  hydroDIURIL  once  or  twice  a day.  (When  hydroDIURIL  is  used  with 
a ganglion  blocking  agent,  it  is  mandatory  to  reduce  the  dose  of  the  latter  by  at  least  50  per  cent,  immediately  upon  adding  hydroDIURIL  to 
the  regimen.) 


SUPPLIED  as  25  mg.  and  50  mg.  scored  tablets.  In  bottles  of  100  and  1000. 

PRECAUTIONS: 

It  is  important  that  dosage  be  adjusted  as  frequently  as  the  needs  of  the  indi- 
vidual patient  demand. 

hydroDIURIL  has  shown  no  adverse  effects  on  renal  function  and  is  essentially 
not  nephrotoxic;  for  this  reason  it  may  be  used  with  excellent  results  even  in 
patients  for  whom  organomercurials  are  contraindicated  because  of  renal  damage. 
The  excretion  of  potassium  is  much  lower  than  that  of  sodium  and  chloride  and, 
as  is  the  case  with  DIURIL®,  the  loss  of  potassium  is  clinically  insignificant  in 
the  great  majority  of  patients  on  normal  diets.  If  indicated,  this  potassium  loss 
may  be  easily  replaced  by  including  potassium-rich  foods  in  the  diet  (orange 
juice,  bananas,  etc.). 

Additional  information  on  HydroDIURIL  is  available  on  request. 


BIBLIOGRAPHY: 

1.  Esch,  A.F.,  Wilson,  I.M.,  Freis,  E.D, : 3,4-Dihydrochlorothiazide;  Clinical 
Evaluation  of  a New  Saluretic  Agent.  Preliminary  Report;  M.  Ann.  District  of 
Columbia  28:9,  (Jan.)  1959. 

2.  Ford,  R.V. : The  Clinical  Pharmacology  of  Hydrochlorothiazide;  Southern  Med. 
1.52:40,  (Jan.)  1959. 

3.  Fuchs,  M.,  Bodi,  T,,  Irie,  S.,  and  Moyer,  J.H.:  Preliminary  Evaluation  of  Hydro- 
chlorothiazide (‘hydroDIURIL’);  M.  Rec.  & Ann.  51:872,  (Dec.)  1958. 

4.  Moyer,  J,H.,  Fuchs,  M.,  Irie,  S.,  and  Bodi,  T.:  Some  Observations  on  the 
Pharmacology  of  Hydrochlorothiazide;  Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 

■'HydroDIURIL  and  DIURIL  are  trademarks  of  Merck  & Co..  Inc. 

Trademarks  outside  the  U.S.:  DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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Your  patient  has  a wide  choice  of 
unseasoned,  strained  or  chopped  foods 

The  Low 
Residue  Diet 


— and  may  we 
remind  you  that 
a glass  of  beer 
can  make  low- 
residue  diets  more 
palatable? 


Qfkat 


Consomme  can  be  served  jellied  or  hot.  Pureed 
vegetables  folded  into  well-beaten  egg  can  be 
baked  to  a pulf.  Chopped  beef  moistened  with 
broth  and  mixed  with  bread  crumbs  shapes  into 
patties.  Eggs  can  be  soft  or  hard-cooked  by 
simmering.  Flaked  fish  in  lemon  gelatin  looks 
true  to  nature  when  yo’ur  patient  uses  a mold. 

For  banana-split  salad  he  can  try  cottage 


cheese  on  banana  and  top  with  purfed  apricots. 
Rice  cooked  in  pineapple  juice,  water  and  sugar 
makes  a golden  dessert.  For  a parfait,  try  layers 
of  farina  pudding  and  pureed  plums. 

Of  course,  you’ll  tell  your  patient  just  which 
foods  you  want  him  to  have — and  whether  he 
can  enjoy  a glass  of  beer*  with  his  meals. 

*pH — 4.3,  '04  Colories/8  oz.  gloss  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you’d  like  reprints  of  this  ond  1 1 other  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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Deaner  a totally  new  molecule,  offers  a new 
type  of  alleviation  in  depression,  fatigue  states 
and  many  other  emotional  disturbances. 
Its  physiologic  effectiveness  as  a safe  central 
nervous  system  stimulant  is  attributed  to  its 
activity  as  a probable  precursor  to  acetyl- 
chohne. 


'Deaner’  must  not  be  confused  with  tran- 
quilizing  or  sedative  drugs  which  may 
aggravate  depression.  On  the  contrary, 
'Deaner’  is  often  used  to  counteract  drug- 
induced  depression. 

'Deaner’  is  valuable  as  an  emotional 
normalizer  in  many  situations  other  than 
depression,  such  as  behavior  problems 
with  agitation.  Nor  should  'Deaner’  be 
considered  an  ordinary  stimulant.  Its 
gentle  action  differs  from  that  of  other 
stimulants  in  that  it  leads  to  increased 
useful  energy  and  alertness  without  the 
undesirable  side  effects  of  the  ampheta- 
mine-Uke  drugs. 


Deaner  leads  to  better  ability  to  concentrate, 
increased  daytime  energy,  sounder  sleep 
(with  less  sleep  needed),  and  a more  affable 
mood. 

Deaner  acts  gently,  gradually,  and  its  effects 
are  prolonged . . . without  causing  hyperirrita- 
bnity . . . without  loss  of  appetite . . . without 
elevating  blood  pressure  or  heart  rate... 
without  sudden  letdown  on  discontinuance. 

Deaner  is  valuable  in  the  treatment  of  chil- 
dren, especially  those  whose  performance  is 
impaired  by  behavior  problems,  whose 
attention  span  is  too  short,  and  who  are 
emotionally  unstable,  unpredictable,  and 
unadaptable. 

Dosage  for  children:  Initially  to  1 tablet  in 
the  morning.  Maintenance  dose  to  3 tablets. 
Full  benefits  may  require  two  weeks  or  more  of 
therapy.  Supplied  in  scored  tablets  containing 
25  mg.  of  2-dimethylaminoethanol  as  the 
p-acetamidobenzoic  acid  salt.  Available  in 
bottles  of  100. 


Literature  and  bibliography  available  upon  request. 


Northridge,— 

California 
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Sodium-free 
is  the 
Difference 


the  sting  is  gone! 


SIGMOL®  ENEMA 

When  enema  therapy  is  indicated. ..specify  the  SIGMOL®  Enema 
...Sigmol  contains  a harmless,  non-toxic,  non-conducting  solu- 
tion with  no  harsh,  cathartic  salts—thus,  no  burning  or  irritation 
of  delicate  rectal  membranes.  Non-irritating,  Sodium-free— The  Sigmol 
Enema  is  safe  for  routine  use  even  for  patients  on  sodium-free 
regimen.  Small  fluid  volume  (120  cc.)  eliminates  danger  of  water 
intoxication,  reduces  electrolyte  washout  and  causes  no  disten- 
tion of  the  bowel.  Comes  prepackaged  in  a handy  disposable 
container. /IS/f  your  Baxter  representative  about  our  easy 
evaluation  plan. 


DON  BAXTER,  INC.,  GLENDALE  1,  CALIFORNIA 


SPECIALISTS  For  more  effective 
USE  electrolyte  therapy 

NORMAL  PLASMA  ELECTROLYTE  SOLUTION  IN  THE  MOST  CONVENIENT  FORM  FOR  ROUTINE  USE 


Available  with  or  without  5%  Dextrose. 

COMPARE  in  mEq/L: 


ISOLYTE 

NORMAL 
BLOOD  PLASMA 

Sodium 

140 

140 

Potassium 

10 

5 

Calcium 

5 

5 

Magnesium 

3 

3 

Chloride 

103 

103 

Acetate 

47* 

Citrate 

8* 

Bicarbonate 

27 

ISOLYTE  contains  in  each  1 00  cc. ; 

Sodium  Chloride  U.S.P.  0.50  Gm.; 

Potassium  Chloride  U.S.P.  0.075  Gm.; 

Calcium  Chloride  U.S.P.  0.035  Gm.; 
Magnesium  Chloride  Hexahydrate  0.031  Gm.; 
Sodium  Acetate  N.F.  0.64  Gm.*;  Sodium 
Citrate  U.S.P.  0.075  Gm.* 

*Sicarbonafe  precursors. 


ISOLYTE  balanced  electrolyte  solution  is  another  fine 
product  of  Don  Baxter,  Inc.,  the  originator  and  still 
the  most  highly  skilled  specialists  concentrating  in  the 
field  of  parenteral  therapies. 

Don  Baxter,  Inc.,  offers  a completely  integrated 
system  that  assures  the  physician  an 
armamentarium  worthy  of  trust . . . 


means  quality  in  research, 
product,  service  and  therapy. 
Since  1928. 


DON  BAXTER,  INC.  Research  and  Production  Laboratories,  GLENDALE  1,  CALIF. 


in  the  depressed,  unhappy  patient 

PROMPTLY  IMPROVES  MOOD 

without  excitation 


w 


Acts  fast  to  relieve  depression  and  its  common  symptoms: 

sadness,  crying,  anorexia,  hstlessness,  irritability, 
rumination,  and  insomnia. 

Restores  normal  sleep — ^without  hang-over  or  depressive 
aftereffects.  Usually  eliminates  need  for  sedative-hypnotics. 

EFFICACY  AND  SAFETY  CONFIRMED  IN  OVER  3,000 
DOCUMENTED  CASE  HISTORIES 

Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary, 
this  dose  may  be  gradually  increased  up  to  3 tablets  q.i.d. 


Composition:  Each  light -pink,  scored  tablet  contains  1 mg. 
2-diethylaminoethyl  benzilate  hydrochloride  (benactyzine  HCl) 
and  400  mg.  meprobamate. 

References : 


‘Deprol 


At 


1.  Alexander,  L.;  J.A.M.A.  1^:1019,  March  1,  1958. 

2.  Corrent  personal  communications:  in  the  tih-i  nl  Wallace  Laboratories.  ALLACE  LABORATORIES,  Mew  Brunswick,  N. 

3.  Pennirtgton,  V-.M.:  Am.  J.  Psychiat.  1 15:250,  SepL  1958.  j’TRAoE-MARK  co.aaia 


for  congestive  heart  failure 
for  other  edematous  states 
for  hypertension... 


Clinical  data 


highest  fluid  yields, 
lowest  blood  pressure  levels 
yet  achieved  with  oral 
diuretic-antihypertensive 
therapy. . . 


(hydrochlorothiazide  CIBA) 


2/; 


Esidrix:  10  to  15  times  more 
active  than  chlorothiazide 
in  edema  and  hypertension 


Esidrix  relieves  edema  in  many  patients  refractory  to  other  diuretics:  Studies  reveal 
that  certain  patients  unresponsive  or  refractory  to  mercurials  and  chlorothiazide 
respond  readily  to  Esidrix.  Brest  and  Likoff*  observed  that  9 of  12  patients  with 
congestive  heart  failure  — who  failed  to  respond  to  other  diuretics  — were  com- 
pletely controlled  with  Esidrix.  Esidrix  appears  to  have  clinical  value  even  after 
the  patient  has  developed  partial  tolerance  to  chlorothiazide,  and  may  be  found 
useful  in  cases  of  sensitivity  to  chlorothiazide.^ 


Therapy  with  Esidrix  often  results  in  more  weight  loss  than  with  other  diuretics: 

In  a study^  of  48  patients  with  edema  and/or  hypertension,  who  were  treated  orig- 
inally with  chlorothiazide  or  with  mercurial  diuretics,  substitution  of  Esidrix  at  a dose 
of  100  to  150  mg. /day  resulted  in  additional  average  weight  loss  of  2.4  to  2.5  pounds. 


study  of  48  Edematous  and/or  Hypertensive  f>atients  Treated  First  with  Other  Diuretics  and  then  with  Esidrix 

patieni 
o montt 
’Esidrix 

172.9  Pounds 


20  patients  lost  average  additional  2.4  pounds 
two  months  after  transferring  from  mercurials 
to  Esidrix 


154.8  Pounds 


Parenteral 

mercurials 


Pounds 


28  patients  lost  average  additional  2.5  pounds 
two  rnqnths  after  transferring  from  chlorothiazide 


s 

! Chlorothiazide 

; 1000  to  1500 

j mg./day 

170.4  Pounds 


(Adapted  from  ClarkS) 


Esidrix 

' 


chlorothiazide  dose 


references: 

1.  Brest,  A.  N.,  and  Likoff,  W.:  Am.  J.  Cardiol.  7:144  (Feb.)  1959.  2.  Esch,  A.  F.,  Wilson,  I.  M.,  and  Freis,  E.  D.:  M.  Ann. 
District  of  Columbia  28:9  (Jan.)  1959.  3.  Clark,  G.  M.:  Clinical  report  to  CIBA.  4.  Dennis,  E.  W.:  Clinical  report  to 
CIBA.  5.  Hejtmancik,  M.  R.,  Herrmann,  G.  R.,  and  Kroetz.  F.  W.;In  press.  [A  preliminary  report  by  these  investigators 
has  been  published  in  Texas  J.  Med.  74:854  (Dec.)  1958.] 


A product  of  CIBA  research 
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T.M. 


(hydrochlorothiazide  CIBA) 


Preducfis  greater  awerage  reductioii  In  blood  pressure;  Eleven  of  IB  hypertensive 
patients^  were  treated  initially  with  a chlorothiazide-mecamylamine-reserpine  com- 
bination (10  patients  had  1000  mg,  and  1 patient  500  mg.  chlorothiazide  daily);  1 
patient  had  been  treated  with  hydralazine  and  1 had  no  previous  medication.  Nine 
were  then  transferred  to  an  Esidrix-mecamylamine-reserpine  combination  and  4 to 
an  Esidrix-reserpine  combination  for  periods  of  B to  7 -weeks  (12  patients  had  100 
mg.  and  1 patient  50  mg.  Esidrix  daily) . Average  mean  blood  pressure  levels  were 
recorded  in  the  standing  and  supine  positions.  As  shown  in  graph  below,  left,  there 
was  a further  drop  in  blood  pressure  after  patients  were  transferred  to  Esidrix. 


Exuiptlonal  safety  < . . redueed  likelihood 
if  electrolyte  imbalance;  While  Esidrix 
markedly  increases  sodium  and  chloride  ex- 
cretion, it  has  far  less  effect  on  excretion  of 
potassium  (see  chart  at  right)  and  bicar- 
bonate. Hence,  there  is  little  likelihood  of 
disturbing  electrolyte  balance  when  recom- 
mended procedures  are  followed. 

dosage:  Esidrix  is  administered  orally  in  an  average  dose  of 
75  to  100  mg.  daily,  with  a range  of  25  to  200  mg.  A single 
dose  may  be  given  in  the  morning  or  tablets  may  be  admin- 
istered 2 or  3 times  a day. 

supplied:  Tablets,  25  mg.  (pink,  scored) ; bottles  of  100  and 
1000.  Tablets,50  rag.  (yellow,  scored)  ; bottles  of  100  and  1000, 


Effects  of  Esidrix  on  Urine  Volume  and  Electrolytes 
in  19  Patients  with  Congestive  Heart  Failure 


URINE  URINE 
ml./hr.  Na.  K.  a 
mEq./hr. 


-2  02  4 6 810 


^ HOURS 

BEFORE 

INITIAL 

DOSE  INtTIAL  DOSE 


HOURS  AFTER 
INITIAL  DOSE 
OF  ESIDRIX 


48  X 2 3 4 5 6 


► DAYS  ON 

maintenance 

ESIDRIX  THERAPY 
50  mg- 

2*3  times/ day 


(Adapted  from  Hejtmanclk  et  aU) 
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. . .x-tra  value 

there's  no  delay  the  6.E.  way 

Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 
No  need  for  “scatter-buying’'  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 

'^ogress  k OvrMost-  Imp&Hmt- 

GENERAL0ELECTRIG 

DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 
DALLAS 

1616  Oak  Lawn  Ave.  • Riverside  1-1568 
DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 

SALT  LAKE  CITY 

215  S.  4th,  E.  • EMpire  3-2701 


X-ray  supplies 


EXAMPLE: 

Continuous  eash  savings  — with  G-E 
SUPERMIX®  film  processing  chemicals, 
today’s  lowest-priced  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer  - neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 

RESIDENT  REPRESENTATIVES 
ALBUQUERQUE 

C.  C.  CARTER,  708  California  St.,  S.  E.  • Phone  3-3585 
BILLINGS 

W.  D.  SHAW,  2005  Yellowstone  • Phone  9-9660 
COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 

EL  PASO 

T.  B.  MOORE,  8303  Magnetic  Street  • SKyline  5-4474 
MISSOULA 

J.  W.  TREDIK.  429  South  5th,  E.  • Phone  9-0055 


UNIQUE  VITAMIN  SUPPLEMENT 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 

tablets  that  will 
actually 

“melt  in  the  mouth” 

can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  vigran 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 
provide  at  least  125%  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  Bi,  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 

Each  VIGRAN  CHEWABLE 
tablet  contains : 


can  be  sucked  and  will  dissolve  like  a lozenge 


can  be  easily  swallowed  (small  tablet  size) 


Vitamin  A 5.000  U.S.P.  units 

Vitamin  D 1,000  U.S.P,  units 

Vitamin  C 75  mg. 

Vitamin  Bj 3 mg. 

\ itamin  Bo 3 mg. 

Vitamin  Bq 2 mg. 

Niacinamide  25  mg. 

Calcium  Pantothenate 3 mg. 

Vitamin  B^o 5 meg. 

Available  in  Rx*size  bottles  of  30  and  90, 


Squibb  Quality  — 

the  Priceless  Ingredient 


Vigran’®  is  a Squibb  trademark 
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Doctors  are  generally  agreed  that  the  best  hope  of  saving  lives  from  cancer  is  early 
detection  and  prompt,  proper  treatment.  Great  progress  has  been  made  in  the  last 
ten  years:  the  saving  now  of  1 in  3 compared  with  1 in  4,  as  more  and  more  people 
are  seeing  their  doctors  in  time. 

But  with  present  knowledge  and  existing  facilities,  it  is  possible  today  to  save 
1 in  2 cancer  patients.  This  is  the  target  of  the  American  Cancer  Society’s  profes- 
sional and  public  education  programs. 

The  Society  offers  doctors  a variety  of  free  services:  Literature:  two  bi-monthly 
magazines;  Films:  200  available  on  loan,  including  a series  of  kinescope  films  cover- 
ing practically  every  clinical  phase  of  cancer;  Slides:  (In  color)  Characteristic  early 
lesions  in  sites  of  greatest  incidence;  Exhibits:  for  medical  meetings  and  conven- 
tions, on  special  aspects  of  diagnostic  and  therapeutic  problems. 

In  its  public  education  program,  the  Society  uses  every  effective  communication 
medium  to  urge  people  to  have  annual  health  checkups  and  to  go  to  their  doctors 
promptly  at  the  appearance  of  a danger  signal. 

The  challenge  will  be  met.  As  more  and  more  doctors'  offices  become  “cancer 
detection  centers,”  and  as  more  and  more  people  see  their  physicians  regularly,  the 
closer  will  come  the  day  when  half  of  our  cancer  patients  will  be  saved.  The  know- 
how for  saving  the  remaining  half  is  still  being  sought  in  our  research  laboratories. 
Ultimately  that  challenge,  too,  will  be  met. 


AMERICAN  CANCER  SOCIETY 


m 
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in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  mth  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


THE  HEART  DISEASE  PATIENT 
NEEDS  RELIEF  FROM 
EMOTIONAL 
STRESS 


Anxiety  intensifies  the  physical  dis- 
order in  heart  disease.  “The  prognosis 
depends  largely  on  the  ability  of  the  phy- 
sician to  control  the  anxiety  factor,  as  well 
as  the  somatic  disease.” 

( Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology'. 
Am.  J.  Cardiol.  1:395,  March  1958.) 

Miltown* 

meprobamate  (Wallace) 

Available  in  400  mg.  scored  and  200  mg.  sugar-coated 
tablets.  Also  available  as  Meprospan*  (200  mg. 
meprobamate  continuous  release  capsules).  In  com- 
bination with  a nitrate,  for  angina  pectoris: 
Miltrate*  (Miltown  200  mg.  -|-  petn  10  mg.). 


Tranquilization  with  Miltown  en- 
hances recovery  from  acute  cardiac  epi- 
sodes and  makes  patients  more  amenable 
to  necessary  limitations  of  activities. 

(Waldman,  S.  and  Pelner,  L.:  Management  of  anxiety 
associated  with  heart  disease.  Am.  Pract.  & Digest  Treat. 
8:1075,  July  1957.) 


Miltown  causes  no  adverse  effects  on 
heart  rate,  blood  pressure,  respira- 
tion or  other  autonomic  functions. 


TRAOe-l 


CM-e27S 


WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


il/7//vertstop$ 


' Each  ANTivERT  tablet  contains: 

■ Meclizine  (12.5  mg.)  — most  effective  anti- 

■ ' histaminic  to  control  vestibular  dysfunc- 

tion.^ 

■ Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
; for  prompt  vasodilation.--® 

Adwantagi  of  “dual  thsrapi”  confirmed: 

(Menger  found  antivert  “improved'or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”® 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2;  110  (March) 
1956.  2.  Menger,  H.  C.;  Clin.  Med.  4:313  (March)  1957. 
3.  Shuster,  B.  H.;  M.  Clin.  North  America  40:1787 
(Nov.)  1956. 

Division,  Chas.  Pfizer  <fe  Co.,  Inc. 

New  York  17.  N.  Y. 
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the  higher 
blood  levels  of 
potassium 
penicillin  V 

Gompoc 
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IN  FILMTAB®  / IN  ORAL  SOLUTION 
AND  IN  COMBINATION  WITH  SULFAS 


ilin-VK 


(POTASSIUM  PENICILLIN  V) 


INDICATIONS 

Againstall  penicillin-sensitiveorganisms.When 
combined  with  Sulfas,  Compocillin-VK  is 
especially  effective  in  treating  mixed  infections 
such  as  may  occur  in  the  respiratory  or  urinary 
tract. 

DOSAGE 

Range  is  from  125  mg.  (200,000  units)  three 
times  daily  to  250  mg.  (400,000  units)  every 
four  hours.  Children’s  dosage  is  determined  by 
body  weight.  When  combined  with  sulfa  triad, 
range  is  one  Filmtab  three  times  daily  to  two 
Filmtabs  every  four  hours. 

SUPPLIED 

Compocillin-VK  Filmtabs:  125  mg.  (200,000 
units),  bottles  of  50  and  100;  250  mg.  (400,000 
units),  bottles  of  25  and  100. 

Compocillin-VK  Granules  for  Oral  Solution : 
In  40-cc.  and  80-cc.  bottles.  When  reconsti- 
tuted, each  tasty  5-cc.  teaspoonful  of  cherry- 
flavored  solution  represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 

Compocillin-VK  with  Sulfas:  Each  Filmtab 
contains  125  mg.  (200,000  units)  of  potassium 
penicillin  V and  500  mg.  of  sul- 
fonamides. At  all  pharmacies. 


Units/cc. 
16 


14' 

12 
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8' 
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4- 
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The  highest  levels  of  Filmtab  Compocillin-VK. 
■■■  The  median  levels  of  Filmtab  Compocillin-VK. 

Note  the  high  upper  levels  and  averages  at  Vz  hour,  and 
at  1 hour. 

Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 

• flLMTAe-^FILH-SCAlCO  TABLCTS,  ABBOTT,  PAT.  APPLIED  FOR. 
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9B’S  NEARLY  PUT  ME 
ON  THE  SHELF... 


Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke ...  it  gave  me 
a terrible-  kink 
in  my  back. 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 
a shoehorn. 


Percodaiiawe/, 

Salts  of  Oihydrohydroxyeodeitione  and  Homatropine,  plus  APC 

FOR  PAIN 

ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each  ' 


i called  my 

doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


The  pain  went  away 
fast— in  just  15  minutes 
—and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  viihole  day! 


patient's  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one'-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine, 
terephthalate,  224  mg.  acetylsalicyiic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


WENT  AWAY  FAST 


Literature?  Write 

ENDO  LABORATOFIIES 

Richmond  Hill  18,  New  York 


A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 


Trlacetyloleondomycin,  Wyeth 
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THE  FINE  NEW  ELECTROCARDIOQHAPH 


The  “Versa-Scribe”  is  a completely  new 
instrument  offering  features  of  conven- 
ience, superior  performance  and  versa- 
tility not  now  available  in  any  other 
portable  direct-writing  Electrocardio- 
graph. 

Use  of  the  most  modern  electronic 
techniques,  including  transistors  and 
printed  circuits,  combined  with  the 


craftsmanship  of  skilled  instrument 
makers  of  long  experience,  has  not  only 
made  possible  a superior  performing 
electrocardiograph,  but  one  possessing 
fine  appearance,  small  size  (5^"  x 10^“ 
X 17"),  and  low  weight— 20  pounds. 

Send  for  literature  or  a demonstra- 
tion, Doctor.  The  “Versa-Scribe”  will 
be  your  “electrocardiograph  of  choice.” 


CAMBRIDGE 
ALSO  MAKES 

the  "Simpli-Scribe”  Direct 
Writing  Electrocardiograph 
shown,  the  “Simpli-Trol” 

Portable  Model,  Multi- 
Channel  Recorders,  Pulmo- 
nary Function  Tester,  Oper- 
ating Room  Cardioscopes, 

Educational  Cardioscopes, 

Electrokymographs,  Ple- 
thysmographs.  Amplifying  Stethoscopes,  Research 
pH  Meters,  Automatic  Continuous  Blood  Pressure 
Recorders  and  Instruments  for  Measuring  Radio- 
activity. 


CAMBRIDGE  INSTRUMENT  CO.,  Inc. 

3713  Grand  Central  Terminal,  New  York  17,  N,  Y, 

Cleveland  15,  Ohio,  1720  Euclid  Avenue 
Detroit  2,  Mich.,  7410  Woodward  Avenue 
Oak  Park,  Hi.,  6605  West  North  Avenue 
Philadelphia  4,  Pa.,  135  South  36th  Street 
Silver  Spring,  Md.,  933  Gist  Avenue 

PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 


CAMBRIDGE 

I L E C T R O C A R D I O G R A P H S 


1903  - 1959 
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WE  SERVICE  WHAT  WE  SELL 


Geo.  Berber!  & Sons,  Inc. 

1717  Logan  Street  Telephone  ALpine  S-0408 
DENVER  3,  COLORADO 


To  the  relief  of  museuloskeletal  pain, 

MEDAPRIN 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

® 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF. M ETHYCPREON ISOLON  E,  UPJOHN 

tPATIO  OF  DESIRED  EFFECTS  TO  UNDESIREO  EFFECTS  ■ 

Upjolui 

The  Upiohn  Company,  Kalamazoo.  Michigan 
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running  noses  ^ 

and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 


• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


first^the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then ->  the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  . . . 50  mg. 

Pheniramine  maleaie 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon  and  in  the  evening,  if  needed. 


^ a • • • ® 

1 riaminic 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  V2  of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 


SIMITH'DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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ULCER  CONTROL 

all  day  0 


patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 

colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 


EVEN  REFRACTORY  CASES  RESPOND 


4^^ 


•Trademark 
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Division,  Chas.  Pfizer  & Co.,  Inc. 
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Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“It  is  seldom  found  that  the  patient  will  present 
himself  to  the  physician  with  the  diagnosis  boldly 
emblazoned  in  red  letters  across  the  forehead.” 
(C.  H.  Ross.)  But  occasionally  he  does. 

Clinical  data 

A 37-year-old  lady  complained  of  swelling  of 
the  right  upper  eyelid  associated  with  mild  frontal 
headache,  of  two  months’  duration.  There  were  no 
visual  disturbances  or  background  of  unusual 
nasal  drainage.  The  physical  examination  disclosed 
a moderate  proptosis  of  the  right  eye;  no  other 
pertinent  findings  were  evident. 

Radiographic  studies 

Films  of  the  sinuses  demonstrated  an  increase 
in  the  radiotranslucency  in  the  frontal  area  with 
marginal  scalloping  (see  Fig.  1).  There  is  absence 
of  a distinguishable  lining  membrane. 

These  changes  are  characteristic  of  a frontal 
mucocele.  The  explanation  of  the  striking  radio- 
lucent  effect  is  that  it  depends  on  the  degree  of 
bone  destruction  produced  by  the  tumor;  the 
greater  the  destruction,  the  more  the  increase  in 
the  radiolucency.  When  this  exceeds  the  radio- 
lucency  of  the  air  normally  present  in  the  un- 
involved sinus,  it  presents  as  above.*  Obviously, 
some  mucoceles,  without  much  destruction,  will 
not  have  this  effect. 

Epilogue 

The  patient’s  mucocele  was  resected  surgically, 
and  the  patient  was  cured. 


REFERENCE 

'Wigh,  R.:  Mucoceles  of  the  Fronto-Ethmoidal  Sinuses.  Radi- 
ology 54:579.  1950. 


We  goofed! 

An  incorrect  x-ray  reproduc- 
tion was  carried  with  Shadow  or 
Substance  on  page  96  in  the 
March  issue  of  the  Journal. 

This  is  how  Dr.  Smith  intended 
the  feature  to  appear.  Our  apolo- 
gies to  Dr.  Smith  for  this  error. 

Journal  staff 


Figure  1 
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BFour  weeks  ago,  Mrs.  C.  was  an 
anxiety  patient,  complaining 
of  weakness,  trembling,  sweating, 
tachycardia,  on  the  slightest 
exertion.  Her  symptoms  followed  family 
reverses;  home  life  became  disorganized, 
she  couldn’t  cope  with  housework. 
Therapy  with  TRILAFON,  4 mg.  t.i.d., 
and  a weekly  office  visit  to  discuss 
her  feelings  have  worked  wonders  in 
reactivating  this  patient.  She’s  on 
maintenance  dosage  now,  2 mg.  t.i.d., 
able  to  work  very  well,  and  wide-awake 
and  active  all  day  long. 


mobilizes  patients  immobilized  by  anxiety 

'Jrllafotf 

“ perphenazine 

when  you  want  to  avoid  drowsiness 


• helps  the  patient  contain  anxiety,  tension 
• restores  normal  working  capacity 

Trilafon  Tablets— 2 mg.  and  4 mg.;  bottles  of  50  and  500. 

Trilafon  Repetabs,®  8 mg.— 4 mg.  for  prompt  effect  in  the 
outer  layer  and  4 mg.  for  prolonged  relief  in  the  timed-action 
inner  core;  bottles  of  30  and  100. 

For  complete  details  on  TRILAFON  consult  Schering  literature. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERS'f 


V-CILLIN  K!.. 


dependable,  fast,  effective  therapy 


V-Cillin  K produces  therapeutic  blood 
levels  in  all  patients  within  five  to  fifteen 
minutes  after  administration — levels 
higher  than  those  attained  with  any 
other  oral  penicillin.  Infections  resolve 
rapidly.  Dosage:  125  or  250  mg.  three 
times  daily.  Supplied:  In  scored  tablets 
of  125  and  250  mg.  (200,000  and  400,000 
units) . 


New:  V-Cillin  K®  Sulfa.  Each  tablet  com- 
bines 125  mg.  of  V-Cillin  K with  0.5  Gm. 
of  the  three  preferred  sulfonamides. 
New:  V-Cillin  K,  Pediatric,  a taste  treat 
for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides 
125  mg.  of  V-Cillin  K. 

V-Cillin  K®  {penicillin  V potassium,  Lilly) 

V-Cillin  K®  Sulfa  (penicillin  V potassium  with 
triple  sulfas,  Lilly) 


ELI  LILLY  AND  COMPANY 
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Xhere  has  been  considerable  interest  ex- 
pressed recently  for  the  development  of  an 
Industrial  Medical  Association  in  the  Rocky 
Mountain  area.  This  was  first  discussed  by 
the  Industrial  Health  Committee  of  the  Colo- 
rado State  Medical 


Industrial  Medical 
Association 


Society.  The  idea  or 
purpose  of  forming 
such  an  organization 
would  be  to  become 
a component  of  the  Industrial  Medical  Asso- 
ciation which  has  its  headquarters  in  Chicago 
at  28  East  Jackson  Boulevard,  and  now  pub- 
lishes its  own  magazine  called  the  “Journal 
of  Occupational  Medicine.”  A number  of  phy- 
sicians in  the  Rocky  Mountain  area  already 
belong  to  the  national  group.  Correspondence 
was  initiated  and  carried  on  with  Dr.  E.  C. 
Holmblad,  Managing  Director  of  the  Indus- 
trial Medicine  Association,  and  Dr.  Roscoe 
Reeve  of  Casper,  Wyoming,  District  Coun- 
selor for  District  No.  23  of  the  Industrial 
Medical  Association.  With  the  increase  in 
industry  and  industrial  medicine  in  the  Rocky 
Mountain  area,  they  felt  a component  of  the 
Industrial  Medical  Association  should  be  de- 
veloped in  this  area.  The  nearest  component 
societies  are  at  Omaha  and  San  Francisco. 

The  Chairman  of  the  Industrial  Health 
Committee  of  Colorado  attended  a Board  of 
Directors  meeting  of  the  Industrial  Medical 
Association  in  Cincinnati  on  Saturday,  Feb- 
ruary 14.  They  unanimously  passed  a resolu- 
tion giving  their  blessing  to  formation  of  a 
component  society  in  the  Rocky  Mountain 
area  and  pledged  their  aid  in  doing  whatever 
they  could  to  help.  It  was  suggested  that  such 
an  organization  should  take  in  Montana, 
Utah,  Wyoming,  Nevada,  Colorado,  Arizona, 
and  New  Mexico.  Most  of  this  area  is  served 
by  the  Rocky  Mountain  Medical  Journal. 

In  order  to  get  such  an  organization 
started,  it  will  be  necessary  to  find  out  how 
many  physicians  are  interested.  A meeting 
-can  then  be  called  and  the  proposed  organiza- 
tion discussed.  Please  send  your  name,  ad- 


dress and  other  pertinent  information  to  L. 
C.  Benesh,  M.D.,  835  Republic  Building,  Den- 
ver 2,  Colorado.  Each  one  will  be  informed 
of  the  progress  of  this  proposed  chapter. 


M< 


Not  More — but  Better 
— Medical  Meetings! 


-OST  MEDICAL  EDITORS  do  their  jobs  for  the 
love  of  several  things — the  fascination  of 
words;  a peculiar  and  sadistic  delight  in 
proof-reading,  reveling  in  the  silent  authority 
of  the  red  pencil;  noting  how  our  colleagues 

think  and  how 
they  commit  their 
thoughts  to  the 
printed  page. 
There  is  often  a 
far  cry  between  what  a speaker  said  (have 
you  ever  seen  or  heard  what  a recorder  got 
from  you?)  and  what  we  receive  for  publi- 
cation. 

It’s  part  of  our  job  to  be  critical,  at  the 
risk  of  being  puritanical  or  stuffy.  This  is 
partly  in  self-defense,  but  largely  to  defend 
our  colleagues  against  garrulous  speakers 
and  poor  writers.  An  important  by-product, 
of  course,  is  a better  journal.  Every  two 
years,  usually  prior  to  the  fall  meetings,  we 
appeal  to  speakers  and  plead  with  authors 
editorially.  Other  editors  do  likewise,  some- 
times more  ably  than  we.  Here  is  a good 
example,  plucked  from  the  Canadian  Medical 
Association  Journal: 


MEDICAL  MEETING— CELESTIAL  STYLE 
As  a reward  for  their  occasional  sufferings, 
there  must  be  a Heaven  for  well-behaved  audi- 
ences. There  the  speakers  will  have  thought  about 
their  audience — what  their  level  of  knowledge  is, 
what  their  interests  are,  what  their  threshold  for 
fatigue  is — and  prepared  their  addresses  accord- 
ingly. If  they  are  asked  to  speak  for  fifteen  min- 
utes, they  will  have  prepared  a discourse  running 
at  ordinary  conversation  speed  for  fourteen  min- 
utes; they  will  address  this  in  clear  and  bright 
tones  to  their  audience  and  not  gabble  it  to  the 
lectern  or  whisper  it  just  out  of  microphonb  range. 
Their  talk  will  have  two  or  three  points  of  im- 
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portance,  and  everything  else  will  be  subordinated 
to  getting  these  few  points  fixed  in  the  heads  of 
the  audience.  Their  slides  will  contain  the  bare 
minimum  of  detail  needed  to  make  their  points, 
and  will  be  left  on  the  screen  long  enough  for  the 
slowest  and  most  presbyopic  readers  in  the  audi- 
ence to  study  them.  And  the  only  extraneous  sound 
will  be  the  sighs  of  contentment  from  former 
organizers  of  medical  meetings. 

Thank  you,  Canada!  You  have  your 
troubles,  too.  Your  plea  should  be  heeded 
wherever  doctors  speak,  read,  and  listen. 


The  status  quo,  like  the  old  gray  mare, 
ain’t  what  she  used  to  be.  Last  year  it  took 
the  worst  beating  in  history — and  tranquilizer 
sales  rose  to  an  all-time  high.  Revolutionary 
changes  occurred  in  science,  in  economics, 
even  in  politics. 

wp  . Republicans  (except  in 

Arizona  and  New  York)  re- 
Seat  Belts  ceived  a resounding  veto  of 
confidence  and  were  re- 
placed by  Democrats  who  now  have  a clear 
mandate  to  accomplish  the  impossible.  Rus- 
sian satellites  no  longer  mean  neighboring 
nations  but  metallic  planets  that  circle  the 
globe.  The  stock  market  took  off  like  an 
ICBM  (not  to  be  confused  with  IBM)  in  de- 
fiance of  all  physical  laws  including  gravity 
and  diminishing  returns. 

The  over-publicized  recession  was  over 
before  TV  comedians  could  re-write  their  ad- 
libs. However,  it  did  last  long  enough  to  de- 
moralize women’s  fashions  and  the  automo- 
bile industry.  Designers  went  beserk.  Result: 
automobiles  no  longer  look  like  automobiles, 
women  no  longer  look  like  women,  and  who 
was  that  two-tone  job  I saw  you  with  last 
night?  Result  #2:  a boom  in  imports.  Stripped 
of  non-essentials,  both  foreign  cars  and  for- 
eign women  are  being  eyed  favorably. 

But  the  most  disturbing  development  of 
the  year  (perhaps  of  the  century)  was  the 
admission  of  Alaska  to  the  Union.  This  un- 
thinking step  has  caused  more  confusion  than 


•still  another  gem  from  ARIZONA  PROGRESS  by  our  friend 
Herbert  A.  Leggett.  This  one  took  our  eye  because  we  have 
had  so  much  to  say  about  seat  belts.  Here  is  a new  and 
broader  slant  on  their  place  in  our  age  of  speed  and  conquest 
of  space  and  distance.  When  we  older  men  were  young  the 
clarion  call  was  “Tie  Your  Hats  On”;  today,  we’d  better 
“Fasten  Seat  Belts” — or  else! 
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the  Supreme  Court.  It  obsoletes  all  American 
flags,  all  geography  books  and  all  statistics. 
Arizona  is  no  longer  the  youngest  state  or 
Texas  the  largest.  Kansas  is  also  hard  hit 
because  the  geographic  center  of  the  U.  S. 
has  been  shifted  to  South  Dakota.  Washing- 
ton State  can  no  longer  claim  the  nation’s 
westernmost  point  and  Minnesota  the  north- 
ernmost point. 

These  prideful  distinctions  have  all  been 
snuffed  out  with  no  offsetting  salve  or  sal- 
vage. It  is  small  consolation  to  theorize  ad 
absurdum  that  if  Alaska  were  larger  or 
further  away  our  geographic  center  would  be 
in  Canada  or  the  Pacific  Ocean,  or  that 
everything  will  be  changed  again  if  and 
when  Hawaii  becomes  a state.  So  we  bid  wist- 
ful adieu  to  a vanishing  status  quo,  and  blast 
off  on  the  moonbeams  to  a Wonderland  of 
Change. 


I 


Poliomyelitis 
U nconquered 


GNORANCE  AND  APATHY  m certain  segments 
of  our  population  are  responsible  for  the  ris- 
ing incidence  of  preventable  paralytic  polio. 
Eminent  epidemiologists  now  insist  that  our 
aim  should  be  90  per  cent  protection  of  the 
nation’s  population  under 
40  years  of  age. 

Prior  to  the  1958  epi- 
demic, Detroit’s  vaccina- 
tion program  was  thought 
to  be  adequate.  Yet  it  was  found  that  the  pro- 
gram had  failed  to  reach  a “pocket”  of  sus- 
ceptibles  of  sufficient  magnitude  to  support 
an  epidemic  in  which  61  per  cent  of  the  312 
paralytic  cases  occurred  in  children  under 
5 years  of  age.  Of  the  22  deaths,  none  had 
received  three  doses  of  vaccine.  When  the 
public  was  aroused  in  the  face  of  this  epi- 
demic, over  one-half  of  all  the  vaccine 
shipped  in  the  United  States  in  1958  was  util- 
ized in  Michigan  alone! 

In  February,  1959,  a survey  approved  by 
the  Denver  Medical  Society’s  Public  Health 
Committee  revealed  that  48  per  cent  of  the 
Denver  population  under  40  years  of  age 
have  had  at  least  three  doses  of  polio  vaccine, 
20  per  cent  have  had  one  or  two  doses,  and 
32  per  cent  have  received  no  vaccine.  These 
immunization  rates  run  parallel  with  the 
socio-economic  levels.  For  example,  among 
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children  under  5,  in  the  upper  economic  level 
89  per  cent  have  had  three  or  more  doses, 
whereas  50  per  cent  in  the  Negro  population 
and  only  25  per  cent  in  the  Spanish-named 
contingent  were  so  protected. 

The  A.M.A.  House  of  Delegates  urges: 

1.  Each  physician  assume  the  responsibility 
for  making  certain  whenever  possible 
that  all  members  of  families  he  serves 
receive  protection  against  poliomyelitis 
by  having  at  least  three  doses  of  polio 
vaccine. 

2.  State  medical  organizations  arrange  with 
state  health  departments  for  a joint  ef- 
fort to  bring  together  county  medical 
societies  and  county  health  department 
representatives  to  form  joint  study  com- 
mittees to  survey  the  local  inoculation 
problem  and  work  together  to  solve  it. 

3.  County  medical  societies  meet  with  local 
health  departments  to  create  study  com- 
mittees to  survey  the  immunization  prob- 
lem and  work  out  a program  to  meet  it. 

W.L.C. 

How  ABOUT  YOU?  What’s  your  reaction 
when  you  open  an  envelope  from  one  of  your 
M.D.  compatriots  (on  his  professional  sta- 
tionery) and  find,  instead  of  a consultation 
report,  a mimeographed  plug  for  Senator 
Blowhard  or  Governor 
Goosebrain?  My  own  reac- 
tion is  one  of  disgust  and 
anger.  Disgust  that  the  doc- 
tor would  use  his  profes- 
sional standing,  time,  and  money  to  do  part- 
time  politiking  and  anger  at  myself  for 
being  sucked  into  opening  what  I would 
ordinarily  consider  throw-away  literature.  I 
do  look  at  throw-away  literature,  because 
usually  it  is  honestly  labeled  and  sometimes 
interesting  and  informative  as  well.  In  this 
case  I also  looked  at  the  literature  but  with 
more  antagonism  than  support  for  the  public 
servants  mentioned.  And  the  round  file  was 
still  the  ultimate  recipient. 

Were  my  disgust  and  anger  justified?  I’m 
not  sure,  now  that  I’ve  thought  it  over.  Why 
shouldn’t  doctors  do  some  politiking  along 
with  lawyers,  barbers  and  morticians?  Doc- 
tors have  always  been  asked  and  encouraged 


to  take  part  in  community  life.  They  may  be 
elected  officers  of  local  service  clubs,  give 
talks  to  PTA  groups,  serve  on  committees. 
And  in  those  positions  controversial  subjects 
do  arise,  with  occasional  heated  debates.  The 
doctor  is  not  criticized  for  taking  active  sides 
in  such  local  disputes. 

We  don’t  object  to  literature  urging  us  to 
write  our  Congressman  in  support  of  im- 
portant medical  legislation.  Or  object  to 
appeals  by  fellow  physicians  to  support  the 
United  Fund.  Or  object  to  a personalized 
letter  from  a physician,  himself  a former 
T.B.  victim,  asking  us  to  give  generously  in 
buying  Christmas  Seals. 

These,  of  course,  are  all  humanitarian 
projects — health  campaigns  which  draw  no 
political  line.  Should  our  “good  citizenship” 
be  limited  to  matters  of  health?  Should  pub- 
lic highways,  taxes,  and  fire  department 
budgets  be  “off  limits”  to  M.D.s?  Should  a 
doctor,  therefore,  campaign  for  an  individual 
politician  representing  one  or  the  other  po- 
litical party  or  should  he  limit  himself  to 
matters  concerning  his  own  profession? 

I feel  that  we  should  “mind  our  own  busi- 
ness” on  non-medical  matters.  Speak  when 
spoken  to,  yes,  and  give  our  own  honest 
opinion  on  any  subject  under  discussion.  We 
should  try  to  avoid  being  misinterpreted  and 
misquoted.  This  is  easy  if  we  know  the  facts 
before  blurting  a hasty  incrimination  for 
which  we  may  subsequently  be  embarrassed. 
And  we  should  remember  that  the  entire 
medical  profession  may  be  embarrassed  by 
the  same  quote  or  misquote. 

To  go  out  of  our  way,  to  go  to  an  actual 
expense  (whether  our  money  or  the  party’s) 
to  promote  a political  aspirant,  however, 
seems  to  me  wrong.  And  wrong  even  when 
the  campaign  is  directed  solely  to  fellow 
physicians.  Should  we  chance  to  feel  so 
acutely  on  a subject  that  we  feel  compelled 
to  campaign  for  it,  pray  that  we  have  the 
decency  to  imitate  the  radio  stations  and 
place  on  the  outside  of  our  campaign  litera- 
ture the  statement  that  “The  following  is  a 
paid  political  announcement.”  The  addressee 
may  not  agree  with  our  point  of  view  but  at 
least  he  won’t  be  angered  by  the  implied 
deceit  of  an  M.D.’s  embossed  envelope. 

J.  R.  L. 


So  Mad  / 
Could  Spit! 
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A platform  for  progress 
in  Blue  Shield* 


No  "‘Blue  ’ can  satisfy  everyl 
most  Americans  believe  in  the'' 
insurance  principle  and  will  pay  more 
for  greater  benefits.  Doctors  must  be 
kept  happy,  too,  and  must  unite  behind 
the  voluntary  plans  or  go  down 
England’s  drain. 


Blue  Shield  has  made  much  progress  since 
its  beginning.  We  now,  however,  are  at  the 
crossroads  and  we  must  either  go  forward 
or  go  backward.  We  cannot  stand  still.  We 
are  encountering  more  and  more  resistance 
from  competitive  sources  and  the  public  is 
demanding  an  ever  broader  measure  of  pre- 
payment protection.  If  Blue  Cross  and  Blue 
Shield  are  to  survive,  our  management  must 
come  up  with  ideas  that  will  help  to  satisfy 
the  public  and  keep  us  ahead  of  our  competi- 
tors. 

This  meeting  has  been  dedicated  to  the 
relationship  between  Blue  Shield  and  the 
participating  physicians  who  are  its  members 
and  who  deliver  what  Blue  Shield  sells.  Blue 
Shield  cannot  survive  unless  what  it  has  to 
sell  is  acceptable  first  to  the  public  and 
second  to  the  medical  profession. 

Those  of  us  who  are  charged  with  the 
responsibility  of  making  Blue  Cross  and  Blue 


Frank  L.  Feierabend,  M.D.,  Kansas  City,  Mo. 


*Read  before  the  national  Blue  Shield  Professional  Relations 
Conference,  Chicago,  Feb.  11,  1959;  original  simultaneous  pub- 
lication in  both  this  Journal  and  the  Nebraska  State  Medical 
Journal,  Lincoln,  Nebr.  The  author  is  President  of  Surgical- 
Medical-Care,  Kansas  City.  Mo. 


Shield  acceptable  and  successful  must  recog- 
nize the  importance  of  publicizing  to  society 
as  a whole  the  socio-economic  chaos  that  will 
result  if  Blue  Cross  and  Blue  Shield  were  to 
fail,  and  bring  to  the  attention  of  the 
medical  profession  the  drastic  changes  in 
medical  practice  that  would  follow  if  the 
voluntary  nonprofit  Plans  fall  short  of  the 
job  they  have  to  do.  These  Plans  have  a vital 
responsibility  to  the  public  and  to  the  profes- 
sion, because,  if  they  fail,  compulsory  sick- 
ness insurance  in  some  form  operated  by  the 
State  will  be  inevitable.  In  almost  every 
country  that  has  become  socialistic,  the  regi- 
mentation of  medicine  has  been  the  first 
stepping  stone. 

If  we  may  interpret  the  recent  national 
elections  as  contributing  to  greater  so-called 
liberalism,  then  it  is  reasonable  to  assume 
that  there  will  be  a greater  demand  for  com- 
pulsory sickness  insurance.  It  is  generally  ac- 
cepted that  the  majority  of  those  elected  to 
Congress  in  the  North  and  the  West  are 
committed  to  a free  enterprise  system.  How- 
ever, there  seem  to  be  two  meanings  to  the 
term  “FREE.” 

To  quote  an  editorial  by  David  Lawrence  j 
which  appeared  in  the  October  31  issue  of  I 
U.  S.  News  and  World  Report,  “it  is  related 
directly  to  whether  there  shall  be  a free  en- 
terprise system  in  America  in  which  the 
word  ‘FREE’  means  a license  to  exploit 
others,  or,  a system  in  which  the  word  ‘FREE’ 
means  freedom  of  opportunity  and  initiative 
and  the  preservation  of  the  fruits  of  thrift 
and  labor. 

“For  to  be  free  in  the  operation  of  one’s 


64 


Rocky  Mountain  Medical  Journal 


own  enterprise  means  emancipation  from  the 
totalitarian  mind  which  seeks  to  regiment 
and  regulate  human  behavior  in  the  factory, 
in  the  counting  room,  in  the  school  or  on  the 
farm. 

“From  time  immemorial,  the  instinct  to- 
ward totalitarianism  has  emerged  among 
good  as  well  as  bad  peoples.  The  theory  that 
government  is  effective  only  when  it  regu- 
lates the  most  minute  operations  of  human 
life  begets  a desire  to  pass  laws  and  promul- 
gate regulations  for  the  conduct  of  nearly 
everything  and  everybody.  This  is  the  genesis 
of  radical  liberalism.  Opposed  to  this  theory 
is  the  doctrine  of  conservative  liberalism  that 
human  beings  must  be  given  a maximum  of 
opportunity  to  develop  self-reliance  and  they 
must  be  permitted  incentives  which  will 
bring  out  their  best  talents  and  energies.” 

Under  our  voluntary  insurance  plans, 
whether  they  be  nonprofit  or  profit,  we  have 
the  incentive  system,  and  we  provide  an 
opportunity  for  people  in  general  to  care  for 
themselves  and  for  their  families  in  a free 
enterprise  system  and  do  it  by  their  own 
efforts.  Blue  Cross  and  Blue  Shield  are  now 
carrying  the  torch.  They  must  develop  plans 
that  will  be  good  enough  to  provide  a positive 
answer  to  anything  that  the  social  planners 
may  develop.  And  the  answers  provided  by 
private  enterprise  will  always  be  much  better 
than  those  of  government  because  they  will 
be  based  on  conservative  liberalism  and  will 
have  in  them  the  opportunity  to  develop  self- 
reliance. 

Our  society  never  has  been  and  never  will 
be  static.  Changing  times  will  constantly  de- 
velop changing  customs.  In  our  socio-eco- 
nomic system  new  problems  will  emerge 
which  must  be  solved  and  one  of  these  will 
be  a continuing  demand  by  the  public  for 
better  and  more  medical  care.  Blue  Shield 
and  its  management  must  be  sufficiently 
flexible  to  come  up  with  the  answer  to  the 
social  needs  resulting  from  the  constant 
changes  in  our  system.  Blue  Shield  must  be 
a continuing  answer  to  a continuing  problem. 

In  a pamphlet  recently  published  by 
Health  Information  Foundation  and  edited 
by  Feldman  and  Freidson  under  the  title  of 
Public  Attitudes  Toward  Health  Insurance, 
there  is  a survey  made  by  the  National 
Opinion  Research  Center  in  1955,  based  on  a 


cross  section  of  all  of  the  people  in  America, 
which  provides  some  interesting  data.  They 
find  that  seven  out  of  ten  people  like  health 
insurance.  Even  among  people  who  have  no 
health  insurance,  six  of  ten  think  it  is  a good 
idea.  Of  those  who  were  critical  of  health 
insurance,  only  17  per  cent  complained  about 
the  cost.  The  majority  of  the  people,  the 
report  said,  do  not  consider  health  insurance 
as  a method  of  improving  their  general  health 
but  merely  as  economic  protection.  They  also 
report  that  today  72  per  cent  of  the  people 
in  the  United  States  have  some  form  of  health 
insurance. 

It  would  seem  then,  from  the  foregoing 
information  taken  from  a national  survey 
by  completely  disinterested  parties  with  an 
objective  approach,  that  people  today  are 
sold  on  the  insurance  principle  as  a method 
of  providing  for  themselves  and  their  families 
the  economic  support  that  will  care  for  the 
cost  of  catastrophic  illness  and  hospitaliza- 
tion. Since  83  per  cent  does  not  complain 
about  the  cost,  it  would  seem  safe  to  provide 
greater  benefits  at  some  increase  of  premium 
rates. 

Divide  and  conquer 

The  question  now  is,  will  this  protection 
be  provided  by  the  voluntary  system,  or  will 
it  be  a compulsory  system  supervised  by  the 
State?  Blue  Cross  and  Blue  Shield  should  do 
more  to  educate  the  public  as  to  what  it  may 
expect  and  eventually  get  under  a com- 
pulsory system  supervised  by  the  State  and 
what  is  now  available  under  the  voluntary 
system. 

On  page  931  of  the  October  18,  1958,  issue 
of  the  Journal  of  the  American  Medical  As- 
sociation, a reprint  appeared  with  permission 
of  the  California  G.  P.,  June,  1958.  The  fol- 
lowing information  is  based  upon  statements 
made  by  Dr.  Alastair  J.  Marshall,  Luton, 
England,  who  was  visiting  the  United  States 
under  the  Ford  Foundation  Grant.  Some  of 
the  questions  and  answers  reported  in  this 
article  are  quoted.  These  questions  were  pre- 
sented to  Dr.  Marshall  by  the  Academy’s 
executive  secretary.  Bill  Rogers.  QUESTION : 
Did  the  doctors  try  to  get  together  to  present 
a united  front  against  socialization?  AN- 
SWER: Indeed  they  did.  The  British  Medical 
Association  told  the  doctors  and  stated  the 
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act  was  completely  unacceptable.  In  an  initial 
poll,  17  per  cent  indicated  that  they  might 
favor,  or  go  along  with  the  National  Health 
Act.  QUESTION : When  the  Government  was 
faced  with  the  prospect  that  83  per  cent  were 
not  going  to  participate,  what  did  they  do? 
ANSWER:  They  shot  back  at  the  B.M.A., 
saying  they  proposed  to  go  ahead  with  the 
17  per  cent  who  would  participate.  They 
pointed  out  to  the  negotiators  that  the  first 
people  signing  up  would  be  given  immediate 
seniority,  that  pensionable  rights  would  be 
from  that  date.  But,  the  thing  that  really 
bulldozed  the  doctors  was  that  during  a very 
limited  time  period,  the  government  offered 
to  buy  “the  good  will”  of  the  practices  of 
doctors  who  will  sign  up.  When  they  re- 
polled the  doctors  after  this  was  announced, 
47  per  cent  said  they  would  sign  up.  QUES- 
TION: How  many  patients  do  you  see  now 
and  how  many  were  you  seeing  before? 
ANSWER:  Because  of  my  commitments  I 
have  a full  list  and  have  3,600  patients.  Any 
patients  above  that  I am  not  paid  for.  Some- 
times I am  forced  to  take  on  new  patients 
such  as  when  twins  are  born  to  a family, 
if  I am  a friend  of  theirs  and  want  them  to 
remain  as  my  patients.  I get  to  my  office 
around  8:30  in  the  morning  and  will  work 
until  noon  and  will  see  40  to  50  patients.  I’ll 
certainly  see  50  to  60  in  the  evening.  I’ll  have 
to  make  20  to  30  home  visits.  This  makes  a 
total  of  120  to  140  a day.  In  the  old  days  I 
used  to  see  around  35.  QUESTION:  What  is 
the  basis  of  your  payment?  ANSWER:  I am 
paid  solely  on  the  basis  of  the  number  of 
patients  on  my  list,  not  the  amount  of  work 
I do.  Besides  this,  we’re  paid  65  cents  for  a 
series  of  immunizations  and  we  receive  a 
delivery  fee  of  $21.00.  There  is  nothing  else 
we  get  paid  for.  QUESTION:  If  the  Govern- 
ment doesn’t  like  the  way  you  practice  what 
can  they  do  about  it?  ANSWER:  They  can 
fine  you  after  a warning.  They’ll  do  this  if  a 
patient  complains  that  you  were  rude,  would 
not  make  a house  call,  or  if  the  Government 
inspectors  don’t  find  your  office  up  to  par. 
They  will  fine  you  for  prescribing  a drug 
which  is  not  approved  by  them.  QUESTION : 
Where  do  you  feel  you  British  doctors  made 
your  biggest  mistake  in  letting  the  Govern- 
ment take  over?  ANSWER:  We  were  not 
unified  and  simply  didn’t  stand  firm  against 


the  Government.  Our  lines  were  broken 
here,  there  and  everywhere.  We  all  feel  the 
Government  would  never  have  gone  ahead 
with  this  system  if  we  had  any  unification 
within  our  ranks.  But,  ours  being  an  indi- 
vidualistic profession,  everybody  had  ideas 
of  their  own  and  you  never  get  three  people 
to  agree  with  each  other.  QUESTION : I have 
heard  that  you  have  a bed  shortage.  Do  you 
agree?  ANSWER:  Yes,  our  patients  expect 
to  wait  two  years  for  the  removal  of  tonsils, 
two  to  three  years  for  a chronic  appendix. 
They  will  certainly  wait  that  long  for  a gall- 
bladder or  a gastrectomy.  Emergency  surgery 
is  done  just  as  it  was  before,  when  it  is 
needed. 

Develop  acceptable  plans 

Such  a system,  as  the  one  now  in  opera- 
tion in  Britain,  no  doubt  would  be  developed 
in  this  country  if  the  state  were  to  take  over. 
Such  a plan  is  not  good  for  the  public  and  is 
not  good  for  the  medical  profession.  It  would, 
therefore,  seem  wise  on  the  part  of  Blue 
Cross  and  Blue  Shield  to  redouble  their  ef- 
forts and  to  dedicate  themselves  to  the  propo- 
sition of  developing  plans  that  are  acceptable 
by  and  large  to  the  public  and  to  the  medical 
profession.  This  is  a tremendous  responsi- 
bility because,  if  we  fail,  then  our  system  of 
free  enterprise,  conceived  and  operated  by 
those  who  are  described  as  conservative  lib- 
erals, will  fail  and  the  term  FREE  will  then 
be  interpreted  to  mean  that  which  was  de- 
scribed by  David  Lawrence  as  radical  and 
the  radical  liberals  will  take  over,  and  God 
help  America! 

No  Blue  Cross  or  Blue  Shield  plan  has 
ever  been  developed,  or  will  ever  be  de- 
veloped, that  will  satisfy  all  of  the  public 
all  of  the  time.  By  the  same  token,  no  Blue 
Cross  or  Blue  Shield  plan  has  ever  been 
developed,  or  will  ever  be  developed,  that 
will  satisfy  all  of  the  hospitals  and  all  of  the 
doctors  all  of  the  time. 

It  would  seem,  however,  based  upon  the 
foregoing  facts  and  motivated  by  an  en- 
lightened self-interest,  that  the  public  would 
be  agreeable  to  moderating  some  of  its  de- 
mands and  expectations  and  that  the  medical 
profession  would  be  agreeable  to  modifying 
some  of  its  interests  and  privileges,  both  the 
public  and  the  profession  acting  in  the  inter- 
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est  of  the  common  good.  Such  a compromise 
will  be  based  upon  the  sound  and  long-stand- 
ing fundamental  principle  that  the  rights  of 
the  common  good  take  precedence  over  the 
rights  of  the  individual,  or  of  any  individual 
group.  This  principle  is  operative  in  our  socio- 
economic system  and  should  be  placed  in 
operation  in  the  solution  of  this  problem. 
Failure  to  do  so  will  result  in  the  sacrifice  of 
our  free  enterprise  system  on  the  altar  of 
selfishness. 

Now,  to  be  more  specific,  what  should  a 
Blue  Shield  plan  do  in  order  that  it  may  be 
acceptable  to  the  vast  majority  of  the  public 
and  to  the  vast  majority  of  the  medical  pro- 
fession? We  must  have  a plan  that  will  pro- 
vide medical  care  to  at  least  75  per  cent  of 
the  public  in  the  community  which  it  serves, 
either  on  a complete  service  basis,  or  on  a 
cash  indemnity  basis  which  is  accepted  on 
the  service  principle  by  the  medical  profes- 
sion. If  we  do  this,  I am  convinced  that  the 
public  will  accept  us.  I am  also  convinced 
that  the  vast  majority  of  well  organized  mi- 
nority groups  such  as  numerous  large  labor 
organizations  will  be  satisfied. 

In  order  to  make  such  a plan  successful 
it  is  necessary  that  the  doctors  who  deliver 
the  product  which  Blue  Shield  sells  also  be 
satisfied.  Therefore,  the  fee  schedule  must 
be  realistic,  and  make  it  possible  for  the  phy- 
sicians to  be  adequately  paid  for  their  serv- 
ices. In  many  sections  of  the  country  today 
we  have  $7,500  income  brackets  with  fee 
schedules  that  are  sufficiently  realistic  to  be 
generally  accepted  by  the  medical  profession 
and  I am  sure  that  this  could  be  done  else- 
where in  the  United  States. 

As  a member  of  the  medical  profession,  1 
urge  all  of  my  fellow  doctors  to  give  time 
and  thought  to  their  Blue  Shield  Plan,  to 
become  actively  engaged  in  the  operation  of 
this  Plan,  to  support  it  with  their  thought 
and  their  time,  and  to  become  participating 
physicians,  eager  to  deliver  what  the  Blue 
Shield  Plan  sells.  With  such  cooperation  com- 
ing from  the  public  and  the  medical  profes- 
sion, both  striving  to  attain  the  same  goal, 
namely,  to  provide  our  society  with  good 
medical  care  at  a cost  that  it  can  afford  and 
upon  a budget  basis,  we  cannot  fail. 

We  must  also  develop  a realistic  program 


at  the  national  level  which  will  be  acceptable 
by  the  vast  majority  of  the  plans  in  the 
United  States.  I think  we  are  on  the  threshold 
of  having  such  a contract  accepted  generally 
throughout  the  United  States  and  this  will 
be  a tremendous  step  forward  and  one  for 
which  many  have  labored  over  the  years. 

In  conclusion,  I urge  our  legislators  and 
our  elected  public  servants  to  proceed  cau- 
tiously in  this  matter.  All  facets  of  the  prob- 
lem must  be  explored  realistically  and  our 
public  servants  must  recognize  the  terrific 
implications  that  will  result  from  a poorly 
thought-out  compulsory  system  of  sickness 
insurance.  It  has  never  worked  to  the  satis- 
faction of  the  public  any  place  in  the  world, 
and  I am  quite  certain  that  it  will  not  work 
here  because  of  the  interference  of  a huge 
third  party  that  will  make  policy.  State  policy 
eventually  has  money  as  its  determinant.  I 
urge  the  medical  profession  to  give  full  co- 
operation and  serious  consideration  to  100 
per  cent  support  of  the  Blue  Shield  Plan  in 
its  community.  If  the  doctor  does  not  like 
what  Blue  Shield  is  doing,  it  behooves  him 
to  join  up  and  make  an  attempt  to  change 
the  policy  that  governs  the  Plan  in  his  com- 
munity. Those  who  constantly  complain  about 
the  policy  of  a Blue  Shield  Plan,  and  make 
no  effort  to  improve  that  policy,  deserve  no 
consideration,  whatsoever. 

Restricted  medicine 

We  should  never  lose  sight  of  the  fact 
that,  in  any  place  in  the  world  where  medical 
care  has  been  taken  over  by  the  State,  money 
was  the  determining  factor  and  the  common 
denominator  which  governed  the  service, 
both  medical  and  hospital,  that  is  received 
by  the  public.  This  was  demonstrated  in 
England  when  recently  they  have  thrown 
all  sorts  of  restrictions  around  the  doctor 
who  is  attempting  to  practice  medicine.  These 
restrictions  have  been  dictated  by  the  fact 
that  the  Plan  was  costing  too  much  money. 

Recently  our  “Medicare”  program  has  been 
revised  drastically  and  the  revision  was  mo- 
tivated by  the  fact  that  the  first  year  cost 
was  much  greater  than  was  anticipated.  Here 
again  in  the  United  States,  as  in  England, 
whenever  the  Government  takes  control,  the 
determining  factor  in  the  provision  of  medi- 
cal care  for  the  people  is  finance.  It  seems  to 
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me  that  this  is  a sad  commentary  but  it  is 
true  and  God  help  America,  if  this  happens 
here. 

Blue  Shield  is  the  only  organization  that 
has  the  mechanics  and  the  know-how  to  suc- 
cessfully implement  the  recent  resolution 
passed  by  the  House  of  Delegates  of  the 
American  Medical  Association. 

This  resolution  urges  all  doctors  to  care 
for  the  low  income  aged  at  reduced  fees.  This 
is  a fine  resolution  and  demonstrates  to  so- 
ciety that  organized  medicine  is  ready  to 
take  the  lead  in  caring  for  the  aged  on  a 
voluntary  basis.  If  the  doctors  will  cooperate 
with  their  Blue  Plans,  they  can  successfully 
implement  this  resolution. 

Many,  if  not  all  of  our  medico-economic 
problems,  can  eventually  be  solved  by  co- 
operation between  the  medical  profession  and 
the  Blue  Cross  and  Blue  Shield  Plans,  pro- 
vided that  our  profession  takes  the  initiative, 
accepts  its  responsibilities,  and  exerts  the 
leadership  that  the  American  people  expect 
of  their  doctors. 


Doctors  must  not  be  led  astray  in  their 
thinking  by  the  insistent  demands  from  more 
and  more  persons — sometimes  it  seems  like 
everybody — for  what  they  think  of  as  se- 
curity. Anyone  who  is  really  interested  pri- 
marily or  only  in  permanent  security  should 
take  a revolver  and  go  down  and  hold  up, 
or  try  to  hold  up,  the  First  National  Bank. 
He  will  then  receive  the  best  and  most  com- 
plete social  and  economic  security  in  the 
world,  from  the  strongest  organization,  name- 
ly the  United  States  Government! 

If  that  sounds  funny,  fine — but  it  still 
illustrates  the  plain  fact  that  security  pro- 
vided hy  government  is  bought  at  the  price 
of  freedom.  Modern  Russia  is  the  most  per- 
fect example. 

I should  therefore  like  to  close  with  a 
quotation  that  most  of  you  have  heard  often 
before,  but  which  is  still  worth  frequent 
repetition.  Benjamin  Franklin  said  it: 

“He  who  would  sacrifice  essential  liberty 
for  temporary  security  deserves  neither  lib- 
erty nor  security.”  • 


Western  equine  encephalitis* 

Stephen  C.  Copps,  M.D.,  Denver,  and  Luther  E.  Giddings,  M.  D.,  Greeley,  Colorado 


Differentiation  of  this  CNS  disease 
from  St.  Louis  encephalitis  and 
polio  may  be  difficult, 
but  history,  physical  and  lab 
findings  frequently  solve  this  riddle. 
Although  equine  by  name, 
horses  ( and  men  ) are  incidental 
victims  and  the  true  vectors 
are  mosquitoes  and  birds. 


•Dr.  Copps  was  a resident  at  Children’s  Hospital,  Denver.  Dr. 
Giddings  is  with  the  Encephalitis  Investigation  Unit,  Com- 
municable Disease  Center,  U.  S.  Public  Health  Service,  Gree- 
ley, Colorado. 

Because  of  space  limitations,  the  extensive  list  of  references 
is  omitted  in  this  publication,  but  will  be  included  on  the 
authors’  reprints. 


Western  equine  encephalitis  is  an  acute 
viral  infection  usually  occurring  during  the 
late  summer  and  early  fall.  The  highest  in- 
cidence of  the  disease  is  in  infants  under  one 
year  of  age.  Diagnosis  is  based  upon  a rise 
in  serum  antibody  level,  or  isolation  of  the 
virus  from  autopsy  specimens. 

Attention  was  first  focused  on  infectious 
central  nervous  system  disease  by  Strumpell 
in  1884  when  he  stated  that,  “cerebral  palsies 
in  children  depend  upon  an  inflammation  of 
the  gray  substance  of  the  motor  cortex.” 
Pineal  in  the  early  19th  century  is  credited 
with  differentiating  encephalitis  or  “brain 
fever”  from  meningitis.  In  1932  Meyer  first 
isolated  and  identified  the  virus  of  western 
equine  encephalitis.  In  1938  Howitt  isolated 
the  virus  from  the  brain  of  a child,  thus 
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establishing  the  relationship  of  the  western 
equine  encephalitis  virus  to  human  disease. 

The  first  extensive  epidemic  of  recognized 
western  equine  encephalitis  among  humans 
occurred  in  1941  in  Minnesota,  North  Dakota 
and  adjacent  Canadian  provinces.  During  this 
epidemic  approximately  3,000  cases  were  re- 
ported, but  in  only  a few  was  diagnosis  con- 
firmed by  antibody  study.  In  Colorado  the 
last  epidemic  of  any  consequence  occurred 
in  1949  in  the  northwestern  part  of  the  state. 
During  this  epidemic  25  cases  were  proven 
by  serologic  study,  or  by  isolation  of  the 
virus  from  autopsy  material.  In  1957,  a non- 
epidemic year,  20  immunologically  proven 
cases  of  western  equine  encephalitis  were 
reported  in  Colorado.  Thirteen  of  these  cases 
were  hospitalized  in  the  isolation  unit  of 
Denver  Children's  Hospital  at  some  time 
during  the  period  July  1 to  October  1. 

Viral  antibody  studies 

During  these  three  months  an  attempt 
was  made  to  do  viral  antibody  studies  on  all 
patients  with  a pleocytosis  without  visible 
evidence  of  an  etiologic  agent  on  stained 
smear  of  the  spinal  fluid.  There  were  46  such 
cases.  Six  of  these  patients  had  obvious  clin- 
ical mumps  with  encephalitic  signs  and 
symptoms.  Antibody  studies  on  acute  and 
convalescent  serum  specimens  were  per- 
formed in  35  of  the  remaining  40  cases.  These 
studies  indicated  that  13  patients  had  western 
equine  encephalitis,  four  had  immunologi- 
cally  proven  mumps  (a  total  of  10  mumps 
cases),  two  had  St.  Louis  encephalitis,  and 
two  had  poliomyelitis.  Fourteen  cases  re- 
mained undiagnosed. 

The  sera  from  these  patients  was  tested 
for  eastern  equine  encephalitis,  western 
equine  encephalitis,  St.  Louis  encephalitis, 
mumps  S,  mumps  V,  lymphocytic  chorio- 
meningitis, and  polio  1,  2 and  3.  It  was  not 
tested  for  antibody  response  to  Echo  or  Cox- 
sackie  viruses.  The  presence  of  recent  infec- 
tion with  western  equine  encephalitis  was 
demonstrated  by  a fourfold,  or  greater,  rise 
in  the  hemagglutination  inhibition  titer  be- 
tween an  acute  serum  specimen  obtained 
within  two  to  eight  days  after  the  onset  of 
symptoms,  and  a convalescent  specimen 
drawn  five  to  eight  weeks  earlier.  The  HAI 
tests  were  performed  by  the  Encephalitis 


Investigation  Unit,  Communicable  Disease 
Center,  U.  S.  Public  Health  Service,  Greeley, 
Colorado. 

Clinical  findings 

Seven  of  the  13  patients  with  west- 
ern equine  encephalitis  were  infants  under 
one  year  of  age.  The  other  six  patients  ranged 
in  age  from  to  13  years.  Nine  of  the 
patients  were  male,  four  female.  There  were 
no  fatalities. 

In  the  young  infant  the  disease  was  char- 
acterized by  abrupt  onset  with  fever  and 
convulsions.  Six  of  the  seven  infants  had 
convulsions  just  prior  to  or  soon  after  hos- 
pitalization. The  other  infant  was  noted  to 
have  intermittent  twitching  of  the  right 
upper  extremity  three  days  after  admission. 
All  the  convulsions  observed  appeared  to 
predominantly  involve  one  side  of  the  body, 
and  on  several  occasions  the  convulsion  would 
begin  in  a localized  area,  usually  one  of  the 
upper  extremities.  The  convulsive  episodes 
did  not  respond  well  to  anticonvulsant  ther- 
apy, but  tended  to  subside  spontaneously  as 
the  patients’  fever  fell.  Other  characteristic 
symptoms  in  the  infants  were  drowsiness, 
anorexia,  irritability  and  vomiting.  Physical 
findings  included  a bulging  fontanelle  in  all 
infants.  Hyperactive  deep  tendon  reflexes, 
nuchal  and/or  lumbar  rigidity,  and  gener- 
alized hypertonicity  were  characteristic  find- 
ings. A positive  Kernig  or  Brudzinski  was 
demonstrated  in  only  two  of  these  patients. 

The  six  children  in  the  older  age  group 
presented  a different  clinical  picture.  In  gen- 
eral they  were  not  as  ill,  and  only  one  had 
convulsive  episodes.  The  onset  was  somewhat 
more  gradual  with  headache,  anorexia,  gen- 
eral malaise,  fever,  chills,  and  vomiting. 
Headaches  were  usually  severe,  occipital  in 
location,  and  were  not  relieved  by  lumbar 
puncture.  Three  patients  complained  of 
muscle  pain,  and  two  experienced  vertigo. 
Three  of  these  children  had  episodes  of  de- 
lirium, but  only  one  became  comatose. 

The  characteristic  physical  finding  in  this 
group  was  nuchal  and  lumbar  rigidity  with 
a positive  Kernig’s  sign.  Only  two  patients 
had  hyperactive  deep  tendon  reflexes.  In 
three  the  deep  tendon  reflexes  were  described 
as  hypoactive.  Muscle  weakness  was  demon- 
strable in  three,  papilledema  in  one,  while 
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two  had  a positive  Babinski.  The  fever  curves 
for  the  patients  in  both  groups  were  similar. 
There  were  no  spiking  or  septic  type  curves. 
The  temperature  reached  a maximum  of 
from  103  to  105  degrees  F.  on  the  first  or 
second  day,  then  fell  by  lysis  to  normal  on 
the  fourth  to  the  eighth  day. 

Laboratory  findings 

White  blood  counts  in  the  infant  group 
ranged  from  12,000  to  32,500,  with  an  average 
of  23,500.  The  counts  done  on  the  older  chil- 
dren varied  from  5,500  to  23,500,  with  an  aver- 
age of  12,600.  When  a leukocytosis  was  pres- 
ent, polys  predominated.  In  most  cases  there 
was  a higher  protein  content  in  the  cerebro- 
spinal fluid  obtained  from  the  infants.  The 
protein  content  of  the  infants’  spinal  fluid 
varied  from  41  to  200  mgs.  per  cent,  with  an 
average  of  112  mgs.  per  cent;  while  that  of 
the  older  children  varied  from  20  to  64  and 
averaged  32  mgs.  per  cent.  All  spinal  fluid 
sugars  were  normal. 

Spinal  fluid  cell  counts  ranged  from  61 
to  477  in  the  infants,  with  an  average  of  240, 
and  from  15  to  2,160,  with  an  average  of  809 
in  the  older  children.  Contrary  to  previously 
published  reports,  the  highest  cell  counts 
were  found  in  the  older  children.  Eight  of 
the  13  counts  revealed  predominance  of  poly- 
morphonuclear cells.  Four  of  these  were  in 
infants,  and  four  in  the  older  children.  The 
finding  of  a predominance  of  polys  was  felt 
to  be  dependent  upon  a spinal  tap  soon  after 
the  onset  of  symptoms  rather  than  the  age 
of  the  patient.  All  spinal  fluids  examined 
during  the  convalescent  period  revealed  a 
predominance  of  lymphocytes.  There  was  no 
relationship  between  degree  of  pleocytosis 
and  severity  of  the  disease.  Large  mononu- 
clear cells,  considered  by  some  as  a charac- 
teristic spinal  fluid  finding,  were  not  seen. 
All  spinal  fluid  cultures  were  negative  for 
bacterial  growth. 

Differential  diagnosis 

The  initial  clinical  impressions  concerning 
these  patients  emphasize  the  difficulty  in 
differential  diagnosis.  Six  were  diagnosed  as 
purulent  meningitis,  only  three  as  viral  en- 
cephalitis, two  were  thought  to  be  cases  of 
poliomyelitis,  one  mumps  meningoencephali- 
tis, and  one  roseola  with  a febrile  convulsion. 


There  is  no  possible  way  of  clinically  dif- 
ferentiating between  western  equine  enceph- 
alitis and  St.  Louis  encephalitis;  but  one 
should  be  more  suspicious  of  the  former  if 
the  patient  is  under  one  year  of  age,  for  St. 
Louis  encephalitis  is  uncommon  in  infancy. 
Differentiating  between  viral  equine  enceph- 
alitis and  bacterial  meningitis  may  be  a 
perplexing  problem,  for  the  spinal  fluid  cell 
count  and  differential  may  be  alike  in  the 
two  diseases.  But  one  aid  to  diagnosis  that 
must  not  be  overlooked  is  the  normal  spinal 
fluid  sugar  in  equine  encephalitis.  The  fact 
that  the  patient’s  fever  does  not  respond  to 
antibiotic  therapy  may  in  retrospect  suggest 
that  you  are  not  dealing  with  a bacterial 
infection. 

It  may  be  exceedingly  difficult  to  dis- 
tinguish mumps  meningoencephalitis  from 
the  equine  encephalitis  should  the  encepha- 
litic signs  and  symptoms  precede  the  paro- 
titis. But  here  the  mumps  soluble  antigen 
test  may  be  used  to  make  an  accurate  diag- 
nosis during  the  acute  episode,  and  the  serum 
amylase  level  may  be  helpful.  The  diagno- 
sis of  measles  and  post-vaccination  encepha- 
litis can  be  suspected  on  the  basis  of  pertinent 
antecedent  events.  Febrile  convulsions  are 
differentiated  by  the  absence  of  cells  in  the 
spinal  fluid.  Eastern  equine  encephalitis,  a 
more  severe  disease,  need  only  concern  us  in 
transient  patients  for  it  has  never  been  re- 
ported in  this  area. 

Poliomyelitis  often  presents  with  signs 
and  symptoms  similar  to  those  seen  in  west- 
ern equine  encephalitis;  but  in  the  latter 
disease  the  onset  is  more  abrupt  with  high 
fever  in  contrast  to  the  lower  fever  and  more 
insidious  onset  of  polio.  Chills  are  indicative 
of  encephalitis  rather  than  polio.  The  char- 
acteristic flaccid  paralysis  of  polio  is  not  seen 
in  western  equine  encephalitis,  and  weak- 
ness, when  present,  is  usually  associated  with 
hyperactive  reflexes  and  increased  muscle 
tone.  Marked  lethargy  seen  often  in  western 
equine  encephalitis  is  seen  in  polio  only 
terminally,  or  accompanying  severe  anoxia. 

T reatment 

Treatment  of  western  equine  encephalitis 
concerns  itself  primarily  with  adequate  sup- 
portive therapy.  During  periods  of  extreme 
lethargy,  and  if  vomiting  persists,  intrave- 
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nous  fluid  infusion  may  be  necessary.  Many 
advocate  continuous  use  of  oxygen  should 
coma  develop.  Antibiotics  are  usually  given 
as  prophylaxis  against  hypostatic  pneumonia. 
Laboratory  investigations  into  the  use  of 
steroids  have  shown  them  to  have  no  bene- 
ficial effect  upon  the  course  of  the  disease, 
and  possibly  should  be  contraindicated  in 
the  treatment  of  viral  encephalitis. 

The  sudden  remission  of  signs  and  symp- 
toms in  patients  with  western  equine  enceph- 
alitis is  often  dramatic,  and  usually  occurs 
with  the  return  of  the  temperature  to  normal. 
Often  the  patients  are  completely  recovered 
in  six  to  eight  days  except  for  residual  gen- 
eralized weakness  and  fatigue.  The  mortality 
rate  is  low.  In  420  immunologically  proven 
cases  in  1952  death  occurred  in  only  2.4  per 
cent. 

Sequelae 

As  yet,  it  is  too  early  to  ascertain  the 
presence  and  significance  of  sequelae  in  our 
patients.  It  is  hoped  that  a follow-up  report 
will  be  issued  sometime  within  the  next  year. 
The  reported  incidence  of  sequelae  in  western 
equine  encephalitis  varies  from  an  estimated 
5 per  cent  in  adults  to  approximately  50  per 
cent  in  infants.  The  most  extensive  follow- 
up study  to  date  has  been  done  by  K.  H. 
Finley  and  associates  in  California.  In  this 
study  447  persons  were  examined  at  three 
months  to  four  years  after  their  acute  illness. 
Frequency  of  sequelae  as  well  as  the  severity 
of  abnormalities  varied  with  age.  Fifty-four 
per  cent  of  the  98  infants  under  a year  of 
age  had  sequelae,  while  only  30  per  cent  of 
the  older  children  had  demonstrable  neuro- 
logic or  psychologic  abnormalities.  In  the 
infant  group  the  presence  of  convulsions  dur- 
ing the  acute  illness  had  a deleterious  effect 
on  the  subsequent  appearance  of  sequelae. 
Sequelae  in  the  infants  consisted  of  recur- 
rence of  convulsions,  behavioral  disturbances, 
mental  retardation,  and  upper  motor  neurone 
signs  such  as  spastic  hemiplegia. 

D.  W.  Mulder  in  a report  on  the  sequelae 
of  western  equine  encephalitis  felt  that  the 
most  prevalent  sequela  in  the  infant  con- 
sisted of  inability  to  use  one  side  of  the  body 
as  effectively  as  the  other,  the  greatest  dys- 
function being  in  fine  movements  of  the 
hand.  Mulder  also  felt  that  symptoms  present 


during  the  acute  illness  noticeably  improved 
or  disappeared,  while  those  symptoms  ap- 
pearing during  convalescence  were  more  apt 
to  increase  in  severity,  or  show  no  improve- 
ment. 

In  children  over  a year  of  age  repeated 
convulsions  are  rare.  The  most  common  se- 
quelae are  behavorial  disturbances,  insomnia, 
headaches,  hyperactivity,  and  inability  to 
concentrate.  It  is  important  for  the  clinician 
to  remember  that  sequelae  may  develop  a 
year  or  more  after  apparent  recovery  from 
the  disease;  but  it  is  encouraging  to  note 
that  most  patients  with  sequelae,  regardless 
of  age,  have  improved  with  time. 

Pathology 

In  western  equine  encephalitis  the  acute 
inflammatory  response  within  the  central 
nervous  system  is  characterized  by  lepto- 
meningitis, and  by  perivascular  cuffing  in 
the  gray  matter.  The  earliest  reaction  con- 
sists primarily  of  infiltration  by  polymorpho- 
nuclear leukocytes.  Lymphocytes  and  histio- 
cytes then  take  over  and  a proliferative  glial 
response  occurs.  These  “glial  nodes”  accumu- 
late about  the  neurones  and  encroach  upon 
the  blood  vessels.  The  neurones  then  undergo 
degenerative  changes,  accompanied  by  astro- 
cytic proliferation.  The  lesions  apparently 
are  most  marked  in  the  extracortical  gray 
matter  with  the  substantia  nigra  and  red 
nucleus  severely  involved.  Examination  of 
the  dentate  and  olivary  nuclei  frequently 
shows  glial  proliferation.  There  may  be  small 
patchy  areas  of  demyelinization  in  the  white 
matter  of  the  cerebrum  and  cerebellum.  The 
cerebellar  cortex,  pons,  medula,  and  spinal 
cord  are  usually  not  affected. 

Epidemiology 

Western  equine  encephalitis  is  endemic 
in  rural  and  suburban  regions  of  the  Rocky 
Mountain  area.  The  principal  vector  of  the 
disease  in  this  part  of  the  country  is  the 
mosquito  Culex  tarsalis  which  exists  in  large 
numbers  below  an  elevation  of  6,000  feet. 
This  mosquito  has  an  exceptionally  low  in- 
fection threshold  for  the  virus  of  western 
equine  encephalitis.  Without  showing  demon- 
strable evidence  of  disease  the  insect,  for 
the  duration  of  its  life,  is  capable  of  main- 
taining the  multiplying  virus.  The  optimal 
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NOW- YOU  CAN  GET  THE 
UNSURPASSED  ADVANTAGES 
OE  ARISTOCORT 
IN  SALICYLATE 
COMBINATION 


Aristogesic  combines  the  anti-inflammatory  effects  of  Arlstocort®  Triamcinolone 
with  the  analgesic  action  of  a most  potent  salicylate.  This  means  that  the  dosage 
of  each  is  substa7itially  lower  than  that  ordinarily  required  for  each  agent  alone. 
With  Aristogesic  the  physician  has  exceptionally  wide  latitude  in  adjusting  the 
dosage  to  the  lowest  effective  le\'el. 

The  possibility  of  gastric  distress  from  either  salicylamide  or  corticosteroid  is 
minimized  because  of  lower  dosage  required.  This  is  further  reduced  by  the 
buffer  action  of  aluminum  hydroxide.  And  the  ascorbic  acid  helps  meet  the 
increased  need  for  this  vitamin  in  stress  conditions.  Because  of  the  low  dosage, 
side  effects  with  Aristogesic  ha\’e  been  relatively  infrequent  and  minor  in  nature. 
However^  more  serious  side  effects  ha\’e  traditionally  been  observed  on  all 
corticosteroid  therapy.  Patients  on  long-term  Aristogesic  therapy  should, 
therefore,  be  obser\'ed  carefully. 
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for  relief  of  chronic —hut  less  severe  pain  of  rheumatic  origin 


^ tissue  (x250) 


Indications:  Mild  cases  of 
rheumatoid  arthritis,  tenosynovitis, 
synovitis,  bursitis,  mild  spondylitis, 
myositis,  fibrositis,  neuritis  and 
certain  muscular  strains. 

Dosage:  Average  initial  dosage: 

2 capsules  3 or  4 times  daily. 
Maintenance  dosage  to  be 
adjusted  according  to  response. 


Each  Aristogesic  Capsule  contains: 
ARISTOCORT®  Triamcinolone 

. 0,5  mg. 

Salicylamide  ....  325  mg. 
Aluminum  Hydroxide  . . 75  mg. 
Ascorbic  Acid 20  mg. 

Supply:  Bottles  of  100. 


^TRADEMARK 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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transmission  of  the  virus  by  the  mosquito 
occurs  as  early  as  five  days  after  it  has  in- 
gested an  infected  blood  meal,  and  appar- 
ently it  is  capable  of  transmitting  the  virus 
up  to  60  days. 

The  natural  hosts  for  the  Culex  tarsalis 
are  wild  and  domestic  birds  which  the  mos- 
quito infects  with  the  disease.  The  virus  is 
present  in  the  blood  stream  of  the  avian  host 
up  to  120  hours;  but  for  only  a third  to  a half 
of  this  time  does  the  viremia  reach  the 
threshold  level  necessary  for  transmission. 
Birds  that  are  most  efficient  in  the  transmis- 
sion of  the  disease  frequently  succumb  to 
fulminating  infection  in  two  or  three  days. 
The  mosquito  to  bird  to  mosquito  cycle  main- 
tains the  virus  in  endemic  areas.  It  is  now 
felt  that  the  bird  mite  plays  no  essential  role 
in  the  epidemiology  of  western  equine  en- 
cephalitis. 

The  mosquito  transmits  the  virus  of  west- 
ern equine  encephalitis  from  avian  hosts  to 
man  and  horses.  The  incubation  period  in 
man  varies  from  four  to  21  days,  and  in  horses 
from  24  to  66  days.  The  horse  is  a “dead  end 
species”  in  the  epidemiologic  chain,  for  ap- 
parently due  to  the  short  duration  of  viremia, 
and  the  low  titer  of  virus  present,  horse  to 
mosquito  to  other  host  transmission  has  never 
been  proven. 

The  question  of  what  happens  to  the  virus 
after  the  disappearance  of  mosquitoes  in  the 
fall  is  as  yet  unanswered.  It  was  suggested 
a few  years  ago  that  there  was  a continuous 
bird-mosquito-bird  cyle  in  warmer  climates 


Oklahoma  State  Medical  Association 
Annual  meeting,  April  20-22 

The  Oklahoma  State  Medical  Association  An- 
nual Meeting  has  been  scheduled  at  the  Mayo 
Hotel  in  Tulsa,  April  20-22,  with  an  outstanding 
list  of  14  guest  speakers,  scientific  exhibits,  medi- 
cal motion  pictures,  physicians’  hobby  show  and 


throughout  the  year,  with  a seasonal  invasion 
of  the  more  northern  areas  through  the  me- 
dium of  migrating  birds.  Recent  investiga- 
tions have  tended  to  disprove  this  theory. 
There  possibly  is  an  overwintering  mechan- 
ism that  maintains  the  virus  endemically  in 
a given  area  all  year  around.  Recently  the 
virus  has  been  isolated  from  mosquitoes  hi- 
bernating during  December  in  abandoned 
mines  in  Boulder  County,  Colorado.  Within 
certain  limits  lower  temperatures  increase 
the  life  span  of  the  mosquito,  and  may  pos- 
sibly also  change  the  survival  time  of  the 
virus. 

Summary 

Western  equine  encephalitis  is  an  acute 
viral  central  nervous  system  disease  occur- 
ring usually  during  the  late  summer.  It  is 
characterized  by  an  abrupt  onset  with  fever 
and  convulsions  in  infants,  and  by  a more 
gradual  onset  with  occipital  headaches,  fever, 
general  malaise,  lethargy,  and  at  times  coma, 
in  the  older  child.  Pleocytosis  is  a pertinent 
spinal  fluid  finding,  usually  with  a predom- 
inance of  polys  early  in  the  acute  phase  and 
predominance  of  lymphocytes  during  conva- 
lescence. The  spinal  fluid  sugar  is  normal,  the 
protein  normal  or  increased.  Therapy  is 
symptomatic  and  supportive.  The  younger 
the  patient  the  higher  the  incidence  of  se- 
quelae. The  lesions  produced  in  the  central 
nervous  system  have  a strong  tendency  to 
involve  the  extracortical  gray  matter.  The 
principal  vector  of  the  disease  in  this  area 
is  the  mosquito  Culex  tarsalis.  The  natural 
hosts  are  wild  and  domestic  birds.  Horse  and 
man  are  incidental  victims  of  the  disease.  • 


golf  tournament. 

Physicians  are  invited  to  attend  this  well- 
rounded  program  which  will  feature  entertainment 
at  its  best.  A name  band  has  been  engaged  to  play 
at  the  President’s  inaugural  dinner  dance. 

For  further  information  contact  the  Tulsa 
County  Medical  Society,  Medical  Arts  Building, 
Tulsa  19,  Oklahoma. 
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Gastric  cancer* 


Robert  B.  Sawyer,  M.D.,  Denver 


This  killer-cancer  remains  our 
most  serious  problem  among  the 
malignancies.  The  same  fatalistic 
inertia  that  plagues  our  civil  defense 
program  plagues  our  progress 
with  early  diagnosis  in  gastric  cancer. 
Be  alert  and  persistent! 


Cancer  of  the  stomach  caused  24,258  deaths 
in  the  United  States  in  1950.  This  figure  is 
greater  than  the  population  of  Boulder,  Colo- 
rado, during  the  same  year.  More  deaths  are 
attributed  to  cancer  of  the  stomach  than  to 
cancer  of  any  other  part  of  the  gastrointes- 
tinal tract.  According  to  Livingston  and  Pack, 
deaths  from  gastric  cancer  exceed  those  from 
all  malignancies  of  the  lip,  tongue,  cheek, 
tonsil,  pharynx,  larynx,  salivary  glands,  thy- 
roid, male  and  female  breast,  ovary,  uterine 
cervix  and  corpus  uteri  combined.  Thus,  25 
to  40  per  cent  of  all  cancer  deaths,  17.5  per 
cent  of  cancer  deaths  in  the  United  States, 
and  50  per  cent  of  the  cancer  deaths  in  Japan, 
are  caused  by  gastric  cancer.  These  over- 
whelming figures  indicate  that  this  is  the 
greatest  cancer  threat  facing  the  world  to- 
day. It  is  a challenge  that  will  require  all  of 
our  diagnostic  and  therapeutic  resourceful- 
ness until  a specific  means  to  combat  malig- 
nant disease  is  developed. 

History 

The  problem  of  cancer  of  the  stomach  has 


•One  of  two  prize  essays  presented  by  senior  medical  students 
at  the  University  of  Colorado  Medical  School  for  the  annual 
meeting  of  the  Waring  Society  (1957-1958). 

References  were  not  included  because  of  space  limitations. 
They  will,  however,  be  included  with  reprints. 


plagued  members  of  the  healing  profession 
throughout  medical  history.  Gastric  cancer 
was  first  clearly  described  by  Avicenna,  a 
Persian,  in  the  10th  century,  although  Hip- 
pocrates had  previously  recognized  the  omi- 
nous significance  of  black  vomiting.  Mor- 
gagni, in  1761,  wrote  the  first  detailed  memoir 
on  gastric  cancer.  Detailed  clinical  descrip- 
tions of  gastric  cancer  started  appearing 
around  the  1800’s,  with  outstanding  writings 
by  Laennec  and  G.  L.  Bayle.  There  was  a 
book  in  1821  by  Nepveu  stating  that  gastric 
cancer  was  a result  of  chronic  gastritis.  In 
1842,  Golding  Bird  demonstrated  the  lack  of 
free  HCl  in  vomitus  of  patients  with  gastric 
cancer.  In  these  writings  of  100  years  ago,  fre- 
quent reference  is  made  to  the  difficulty  in 
differentiating  benign  from  malignant  gastric 
ulcers.  Mikulicz,  who  died  with  gastric  can- 
cer, introduced  the  gastroscope  in  1881 — the 
same  year  that  Billroth  performed  the  first 
successful  gastric  resection.  In  1911  the  use- 
fulness of  roentgenography  and  fluoroscopy 
in  diagnosing  gastric  cancer  was  demonstrat- 
ed. Two  of  these  contributors,  Barclay  and 
Carmen,  died  with  gastric  cancer. 

Gloomy  statistics 

We  were,  at  the  beginning  of  the  20th 
century,  armed  with  the  tools  to  attack  this 
disease.  We  had  methods  to  diagnose  its  pres- 
ence and  treat  it.  Why,  then,  is  our  batting 
average  so  poor  in  1958?  The  reason  lies  in 
the  basic  nature  of  the  disease  and  the  organ 
that  it  involves.  The  outlook  for  patients  with 
this  disease  is  depressing.  In  the  period  1940- 
1949,  at  the  Mayo  Clinic,  for  every  100  pa- 
tients there  were  80  laparotomies,  44  resec- 
tions of  the  stomach  with  14  five-year  sur- 
vivors. Wangensteen  noted  that  75  per  cent 
of  patients  who  came  to  surgical  operation 
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had  positive  nodes  at  operation;  of  these,  10 
per  cent  lived  five  years.  Contrast  this  to  the 
50  per  cent  of  patients  with  cancer  limited 
to  the  stomach  without  positive  nodes  who 
survived  five  years. 

It  has  been  estimated  by  L.  W.  Guiss  that 
about  20  per  cent  of  all  persons  who  develop 
gastric  cancer  are  never  admitted  to  any  hos- 
pital and  die  with  no  chance  for  cure.  Esti- 
mates from  autopsy  material  suggest  that 
20  to  30  per  cent  of  non-operated  patients 
with  gastric  cancer  came  to  autopsy  with 
theoretically  resectable  lesions.  The  spread 
of  gastric  cancer  is  usually  early.  One  series 
(Horn)  showed  33.5  per  cent  distant  metas- 
tasis at  exploration.  The  average  life  span 
after  onset  of  symptoms  in  untreated  cancer 
in  one  series  of  288  cases  from  the  British 
Ministry  of  Health  was  12.2  months.  The  aver- 
age five-year  survival  with  and  without  treat- 
ment is  7-8  per  cent. 

This  gloomy  picture  has  led  some  physi- 
cians to  take  such  a fatalistic  attitude  toward 
gastric  cancer  as  to  conclude  that  it  is  a 
surgically  insoluble  problem.  They  rational- 
ize that  biologic  predeterminism  is  the  gov- 
erning factor  in  curability  and  that  the 
“natural  selection”  by  duration  of  symptoms 
is  the  best  indicator  of  resectability.  There  is 
much  opposition  to  this  type  of  negativistic 
approach  to  the  conquest  of  disease,  but  the 
fact  that  this  attitude  does  exist  reflects  the 
disappointing  results  obtained  in  the  treat- 
ment of  gastric  cancer.  The  multiplicity  of 
problems  involved  with  gastric  cancer  is  best 
considered  by  first  discussing  the  various 
pathologic  entities  which  constitute  malig- 
nancy of  the  stomach. 

The  vast  majority  of  malignancies  of  the 
stomach  originate  in  the  mucus-secreting 
cells  of  the  stomach.  Histologically,  most  are 
infiltrating  cancers  with  productive  fibrosis; 
a common  type  is  mucinous  carcinoma  (sig- 
net-ring type).  Another  type,  although  less 
common,  is  a well-differentiated  adenocar- 
cinoma with  atypical  glandular  patterns. 
Mucinous  cancer  has  a statistically  less  favor- 
able prognosis.  About  75  per  cent  of  gastric 
cancers  (Mulligan)  infiltrate  directly  into 
adjacent  organs  or  soft  tissues.  The  perito- 
neum is  involved  in  70  per  cent,  pancreas  in 
30  per  cent,  liver  in  15  per  cent,  intestines  in 
10  per  cent,  and  spleen  in  5 per  cent.  Metas- 


tasis develops  as  follows;  regional  lymph 
nodes,  85  per  cent;  liver,  53  per  cent;  lungs, 

25  per  cent;  ovaries,  10  per  cent;  bones,  8 
per  cent;  adrenals,  7 per  cent;  kidneys,  3 per 
cent;  spleen,  2 per  cent;  heart  and  thyroid, 

1 per  cent  each. 

Classification,  types  I to  III 

From  a clinical  point  of  view,  the  histo- 
logic classification  of  gastric  carcinoma  is  of 
little  value;  therefore,  in  discussing  cancer 
of  the  stomach  the  Borrman  classification  is  ' 
used.  This  is  a gross  descriptive  morphologic 
classification  which  is  simple  and  easy  to  use. 

Borrman’s  type  I carcinoma  is  the  super- 
ficial spreading  type.  This  is  usually  limited 
to  the  mucosa,  may  have  pedunculated  or 
sessile  nodules,  and  is  frequently  associated  , 
with  superficial  ulcerations.  It  is  considered 
by  many  as  the  cancer  in  situ  of  the  stomach, 
and  may  extend  widely  over  the  stomach  or 
may  arise  in  multiple  microscopic  areas.  ; 
Grossly,  the  mucosa  may  appear  normal.  In  ^ 
50  per  cent  metastasis  is  found  at  operation. 

Type  H is  gastric  cancer  arising  in  a pre- 
vious chronic  ulcer.  This  is  a controversial  > 
type,  but^  the  consensus  seems  to  be  that 
some  cancers  do  develop  in  chronic  gastric 
ulcers.  There  are  seldom  enough  early  / 
changes  to  tell  macroscopically  if  they  are 
malignant.  As  the  lesion  ages,  the  old  ulcer 
tends  to  be  obliterated  and  replaced  by  tumor 
tissue  with  the  base  being  replaced  last.  In 
order  to  make  this  diagnosis,  Akerman  and 
Regato  state  several  histologic  criteria.  These 
are: 

1.  The  base  of  the  ulcer  must  be  devoid  of 
cancer. 

2.  The  muscularis  is  destroyed  by  dense 
fibrous  tissue. 

3.  The  floor  of  the  ulcer  must  be  com- 
posed of  scar  and  granulation  tissue. 

4.  The  ends  of  the  muscle  must  be  bent 
upward  into  the  ulcer  margin  and  be  sharply 
demarcated  against  the  connective  tissue  at 
the  base. 

5.  There  is  often  fibrous  thickening  of  the 
serosa. 

6.  The  small  arterioles  are  obliterated. 

7.  Cancer  occurs  in  the  margins  in  single  ■ 

or  multiple  zones.  I 

Type  III  is  the  ulcerating  carcinoma,  •' 
which  usually  has  shallow  edges  that  slope. 
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but  do  not  overhang.  There  is  extensive  sub- 
mucosal infiltration  surrounding  the  ulcer — 
this  sometimes  is  nodular.  The  muscularis  is 
partially  or  completely  replaced  by  tumor 
and,  histologically,  there  is  no  evidence  of  a 
previously  existing  chronic  ulcer.  The  tumor 
infiltrates  all  layers  of  the  stomach  and  is 
present  throughout  the  ulcer  bed.  As  the 
cancer  enlarges,  the  ulcer  increases  in  size 
and  the  tumor  tends  to  spread  submucosally. 

Classification,  types  IV  to  VII 

The  next  group,  or  type  IV,  is  the  polyp- 
oid cancer  which  usually  develops  in  a 
gastric  polyp.  This  may  occur  in  either  the 
congenital,  neoplastic  type,  which  is  ade- 
nomatous, on  a definite  stalk  with  normal 
mucosa  between,  or  the  inflammatory  hyper- 
plasia or  pseudopolyp,  which  is  flatter,  has 
no  definite  stalk,  is  immovable  and  shows 
no  invagination  of  muscularis  mucosae. 
Sometimes  early  cancerous  change  can  be 
recognized  or  suggested  in  a polyp.  Polypoid 
carcinomas  are  usually  well  delineated  and 
grow  mainly  in  the  lumen  of  the  stomach. 
When  they  are  located  in  the  cardiac  area 
they  may  reach  a large  size  without  showing 
symptoms  since  they  do  not  obstruct  and  the 
stomach  is  so  distensible. 

Polypoid  cancer  with  moderate  invasion 
is  type  V.  This  is  nothing  more  than  an 
advanced  stage  of  the  polypoid,  or  type  IV. 
It  has  the  characteristics  of  invasive  cancer 
with  poorly  defined  margins  and  the  degree 
of  cancer  replacement  can  vary  markedly. 

Type  VI  is  the  linitis  plastica,  or  “leather 
bottle,”  variant.  This  demonstrates,  in  addi- 
tion to  the  carcinoma,  a thickened  fibrous 
wall  with  hypertrophy  of  the  muscularis  and 
bands  of  fibrous  tissue  coursing  through  the 
stomach  wall.  The  result  is  a rigid  and  con- 
tracted stomach  wall  with  the  mucosa  fixed 
to  the  submucosa  or  muscularis. 

Type  VII,  or  advanced  cancer,  is  the  final 
group,  which  contains  the  greatest  proportion 
of  stomach  tumors.  This  group  is  composed 
of  malignancies  which  are  so  far  advanced 
when  identified  that  the  original  type  cannot 
be  determined. 

Other  gastric  malignancies 

The  above  classification  covers  the  car- 
cinomas which  constitute  the  vast  majority 


of  malignant  stomach  tumors.  However,  there 
are,  in  the  stomach  as  elsewhere  in  the 
body,  malignant  tumors  of  the  soft  tissues; 
of  these,  the  lymphosarcomas  are  most  fre- 
quently found.  There  are  three  gross  types 
of  lymphosarcoma,  the  most  common  being 
the  large,  soft,  lobulated  mass  growing  with- 
in the  lumen  of  the  stomach.  The  second  type 
is  composed  of  disc-like  areas  on  the  stomach 
wall.  The  third  type  consists  of  diffusely  in- 
volved, giant  rugae. 

The  next  most  common  malignant  tumor 
of  the  stomach  is  the  leiomyosarcoma  which 
arises  from  the  muscularis.  It  presents  with 
the  same  gross  characteristics  of  a benign 
leiomyoma  with  the  exception  that  it  is  softer 
and  more  cellular.  Other  sarcomas  of  soft 
tissues — those  of  fibrous  tissue  and  vascular 
tissue — are  quite  rare. 

Metastatic  spread 

The  most  important  factor  involved  in 
evaluating  these  tumors  is  the  extent  of  me- 
tastatic spread.  The  primary  method  of 
metastatic  spread  of  gastric  carcinoma  is 
through  the  lymph  channels.  The  proportion 
of  node  metastasis  is  related  to  the  differen- 
tiation of  the  tumor,  the  depth  of  invasion  by 
the  tumor  and  the  carefulness  of  the  patho- 
logic examination.  The  chance  of  malignancy 
being  found  in  any  given  node  is  unrelated  to 
its  size,  or  consistency  to  the  palpating  finger. 

The  wall  of  the  stomach  has  four  main 
interstitial  lymphatic  networks  which  freely 
intercommunicate  with  each  other  and  to  a 
lesser  degree  with  those  of  the  esophagus  and 
duodenum.  These  are  a mucosal  network,  a 
submucosal  network,  an  intermuscular  net- 
work and  a subserosal  network.  The  first 
three  drain  into  the  subserosal  network  which 
is,  itself,  drained  by  the  major  lymph  chan- 
nels. 

There  are  three  major  channels  of  lymph 
drainage  from  the  stomach.  Each  of  these 
drains  definite  areas,  although  the  overlap- 
ping is  of  such  magnitude  as  to  make  the 
prediction  of  lymphatic  metastasis  unreward- 
ing. These  channels  follow  the  course  of  the 
blood  supply.  One  consists  of  the  chain  of 
nodes  along  the  left  gastric  artery  which 
drains  the  medial  two-thirds  of  the  stomach, 
including  one-half  of  the  greater  curvature 
and  the  area  around  the  cardia.  This  channel 
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drains  into  the  nodes  around  the  celiac  axis 
and  also  into  the  juxta-esophageal  nodes  and 
the  subperitoneal  lymphatic  network  of  the 
diaphragm.  Next  is  the  splenic  artery  chain. 
This  drains  all  of  the  fundus,  down  to  the 
middle  of  the  greater  curvature  except  for 
the  portion  drained  by  the  left  gastric  artery. 
The  third  channel  is  the  hepatic  chain  of 
lymph  nodes  which  drains  the  lower  half  of 
the  lesser  curvature,  the  pyloric  area  and 
the  right  gastro-epiploic  area.  This  drains, 
mainly,  into  the  hepatic  nodes,  but  also  into 
the  infrapyloric,  retropancreatico-duodenal 
and  occasionally  the  superior  mesenteric 
nodes. 

Another  method  of  metastasis  is  by  local 
extension;  this  is  less  common  than  through 
lymphatic  channels.  Here  the  tumor  extends 
through  the  serosa,  into  the  diaphragm,  the 
pancreas,  the  splenic  hilus  or  the  transverse 
colon.  These  two  modes  of  spread  are  often 
combined.  Other  areas  to  which  metastasis 
occurs  include  the  peritoneum,  liver,  lungs, 
ovaries,  bones,  adrenal  glands,  rectal  shelf, 
and  occasionally  the  kidneys  and  spleen. 

Etiology 

The  etiology  of  this  many-sided  disease 
is,  for  the  most  part,  obscure.  There  are  cer- 
tain conditions,  however,  which  seem  to  have 
some  pre-disposing  implications,  and  there 
are  some  experimental  ideas  which  attempt 
to  break  the  barriers  of  causation. 

Almost  universally  accepted  is  the  pre- 
disposition toward  cancer  of  the  stomach 
shown  by  people  with  pernicious  anemia. 
Estimates  of  occurrence  of  gastric  cancer  in 
patients  with  pernicious  anemia  range  from 
three  to  14  times  the  normal  incidence  in 
the  same  age  groups.  All  of  these  patients 
have  achlorhydria,  which  itself  is  a common 
though  not  necessary  finding  in  persons 
with  gastric  cancer.  It  has  become  common 
practice  to  closely  follow  patients  with  per- 
nicious anemia  radiologically  for  the  appear- 
ance of  early  malignant  changes. 

Another  lesion  which  is  well  accepted  as 
pre-cancerous  in  nature  is  the  gastric  polyp. 
Almost  all  patients  with  polyps,  again,  have 
achlorhydria  or  hypochlorhydria.  Since  polyp- 
oid carcinomas  comprise  a relatively  small 
portion  of  gastric  malignancies,  it  is  doubtful 
that  the  polyps  predispose  to  a large  number 


of  cancers.  However,  the  polyp  offers  a tool 
for  evaluating  factors  which  may  be  im- 
portant in  the  etiology  of  some  cancers. 

Barnett,  et  al.,  attempted  to  determine 
whether  the  mucosa  is  polypoid  because  it  is 
abnorm.al  or  whether  it  is  abnormal  because 
it  is  polypoid.  They  produced  artificial  polyps 
and  after  prolonged  periods,  these  polyps  de- 
veloped an  atrophic  type  of  gastritis.  This 
seems  to  be  indicative  of  possible  environ- 
mental factors  involved  in  gastric  cancer. 

Chronic  gastritis  and  chronic  ulcers 

Chronic  gastritis  is  considered  by  some  to 
be  pre-malignant.  This  is  controversial.  Since 
there  is  mixed  opinion  as  to  what  the  term 
“chronic  gastritis”  means,  it  is  difficult  to 
evaluate  statistics  in  relation  to  this  entity. 
Many  write  of  “hypertrophic”  gastritis, 
characterized  by  prominent  rugae,  as  being 
a predisposing  factor  to  cancer.  There  is  no 
evidence  that  this  is  a true  “gastritis”  in  the 
inflammatory  meaning  of  the  word.  However, 
if  a patient  presents  prominent  rugae  with 
anemia,  achlorhydria,  melena  and  is  in  the 
cancer  age  group,  cancer  of  the  stomach  must 
be  kept  foremost  in  consideration. 

The  chronic  gastric  ulcer  is  considered  by 
many  to  predispose  to  malignancy.  This  is  a 
highly  controversial  point  with  well-qualified 
people  on  either  side,  some  stating  that  ulcers 
of  a chronic  nature  may  degenerate  into 
cancer,  others  feeling  that  all  malignant 
gastric  ulcers  were  malignant  from  the  start 
and  that  gastric  malignancy  and  gastric  ulcer 
are  two  different  and  unrelated  diseases.  This 
is  a point  which  is  highly  academic.  The  im- 
portant point  to  me  is  the  fact  that  one  cannot 
accurately  differentiate  benign  from  malig- 
nant and  that  any  gastric  ulcer  is  a cause 
for  alarm  and  requires  action  of  some  type. 

Heredity 

Hereditary  predisposition  has  evidence 
from  different  sources  which,  taken  individ- 
ually, prove  nothing,  but  when  combined 
seem  to  indicate  that  there  is  a definite  ge- 
netic factor  involved  in  gastric  cancer.  Evi- 
dence for  this  consists  of  (1)  the  preponder- 
ance of  gastric  cancer  in  certain  racial  groups, 
most  prominent  of  which  are  the  Japanese, 
(2)  the  statistical  association  with  blood 
groups,  type  A being  most  frequently  asso- 
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ciated  and  type  O the  least,  (3)  an  interesting 
observation  made  by  Macklin,  who  found 
five  times  the  expected  rate  of  malignancy 
among  relatives  of  gastric  cancer  victims 
than  in  the  normal  population. 

Other  groups  have  studied  the  effects  of 
possible  carcinogens  on  the  stomach.  One 
group  used  food  dyes,  overheated  fat,  car- 
cinogenic hydrocarbons  and  heated  foods. 
Their  results  revealed  no  true  malignant 
changes,  but  did  demonstrate  that  many  food 
substances  contribute  to  the  occurrence  of 
chronic  gastritis. 

A group  in  New  York  state  has  attempted 
to  correlate  occupation  with  gastric  cancer. 
This  is  interesting  but  not  conclusive.  It 
shows  some  statistical  relationship  between 
dust  and  gastric  malignancy. 

Early  diagnosis 

The  next  consideration,  diagnosis,  is  the 
most  important,  for  as  things  stand  today, 
early  diagnosis  is  the  only  realistic  possibility 
that  we  have  for  a cure.  Osier  realized  this 
in  1900  when  he  stated  that  “A  hopeful  out- 
look for  gastric  cancer  depends  on  (1)  early 
diagnosis  and  (2)  adequate  operation.” 

Many  weird  and  many  wonderful  diag- 
nostic measures  have  been  developed  to  aid 
in  the  detection  of  gastric  carcinoma,  but  still 
the  most  important  and  significant  is  the 
physician’s  clinical  acumen.  The  majority  of 
gastric  cancers  are  non-painful,  although  the 
patient  may  have  early  symptoms  of  vague 
epigastric  uneasiness,  especially  after  meals 
and  associated  with  distention  and  epigastric 
heaviness.  Usually  there  have  been  no  gastro- 
intestinal problems  antedating  these  minor 
and  vague  changes.  In  patients  with  previous 
gastrointestinal  symptoms,  a recent  change 
in  these  symptoms  may  well  be  of  signifi- 
cance. Weight  loss  and  decrease  of  appetite, 
particularly  an  appetite  for  meat,  often  pre- 
cede the  more  definite  signs.  These  are  fol- 
lowed and/or  accompanied  by  easy  mental 
and  physical  fatigue  associated  with  a sec- 
ondary anemia.  Cancer  may  be  found  after 
periodic  ulcer  pain  has  been  treated  medical- 
ly. Pain  may  be  present  and  its  nature  often 
reflects  the  location  of  the  lesion.  Pain  ac- 
companied by  dysphagia  and  radiating  to  the 
base  of  the  neck,  arm  or  precordia  indicates 
cardiac  location.  Vomiting  and  obstructive 


symptoms  are  associated  with  prepyloric  le- 
sions. Pain  is  more  frequent  with  involve- 
ment of  the  lesser  curvature,  while  the 
greater  curvature  is  usually  silent  in  respect 
to  symptomatology.  Some  cancers  are  so 
silent  that  they  go  unnoticed  until  metas- 
tases  are  present.  These  are  manifest  by  an 
epigastric  mass,  ascites,  jaundice,  supracla- 
vicular nodes,  nodular  liver,  rectal  shelf  le- 
sions and  occasional  dyspnea  from  lymphan- 
gitic  lung  metastases.  In  the  terminal  stages 
there  may  be  marked  weight  loss,  severe 
pain,  bleeding,  great  weakness  and  jaundice. 

Early  physical  examination  usually  re- 
veals little.  As  the  disease  progresses,  an 
abdominal  mass  or  epigastric  tenderness  may 
be  found.  Emaciation  becomes  pronounced 
late  in  the  disease.  This  is  about  the  limit  of 
diagnostic  information  that  can  be  obtained 
without  laboratory  aid.  Routine  complete 
blood  count  often  shows  iron  deficiency  ane- 
mia and  often  there  is  occult  blood  in  the 
stools. 

X-ray 

Probably  the  most  important  examination 
in  determining  cancer  of  the  stomach  is  the 
upper  gastrointestinal  series.  Roentgenologic 
diagnosis  varies  from  72  to  96  per  cent  in 
accuracy  and  is  the  most  dependable  clinical 
test  available.  It  is  most  important  that  the 
radiologic  examination  include  fluoroscopic 
observation  so  that  functional  abnormalities 
may  be  seen.  Significant  changes  to  be  noted 
are  (1)  filling  defects,  (2)  altered  pyloric 
function,  (3)  altered  cardiac  function,  i.e., 
rigidity  or  obstruction,  (4)  hypermotility, 
(5)  segmental  absence  of  peristalsis,  (6)  de- 
creased mobility  of  the  gastric  wall,  (7) 
decrease  in  the  size  of  the  stomach,  (8)  anti- 
peristalsis, (9)  defect  in  walls  without  radiat- 
ing folds,  (10)  widening  between  the  gas 
bubble  and  diaphragm,  (11)  soft  densities 
in  the  cardia  outlined  by  the  gas  bubble,  (12) 
the  so-called  “meniscus”  sign,  and  (13)  ab- 
sence of  rugal  markings. 

On  the  basis  of  accuracy  in  roentgenologic 
diagnosis,  it  has  been  suggested  that  a survey 
similar  to  that  carried  out  for  chest  disease 
be  undertaken  for  gastric  cancer.  The  im- 
practicability of  this  has  been  noted  by 
Eusterman  and  Balfour,  who  estimate  that, 
if  only  persons  over  40  years  of  age  were 
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examined  every  three  months  (the  ideal  in- 
terval) , it  would  require  the  efforts  of  1,917.6 
roentgenologists,  examining  a stomach  every 
two  minutes  for  eight  hours  steadily  every 
day  of  the  year,  including  Sundays  and  holi- 
days. 

Some  radiologists  have  suggested  a means 
of  obtaining  survey  stomach  films  in  a way 
which  requires  less  of  the  radiologist’s  time 
and  still  maintains  the  ability  to  observe 
the  function  of  the  stomach.  This  is  called 
photofluorography  and  is  a method  of  taking 
movies  of  the  stomach  “in  action.”  Other 
radiology  groups  have  used  image  tubes  to 
decrease  the  amount  of  radiation  needed  for 
fluoroscopy  and,  by  attaching  a 16  mm.  movie 
camera,  have  been  able  to  obtain  cheap  fluor- 
oscopic movies  which  can  be  reviewed  at  a 
time  convenient  for  the  radiologist. 

While  general  population  surveys  are  im- 
practical, the  periodic  roentgenologic  exam- 
ination of  patients  with  pernicious  anemia, 
mild  symptoms,  achlorhydria,  hypochlorhy- 
dria,  unexplained  anemia,  occult  blood,  and 
known  polyps,  is  necessary.  The  only  way  to 
obtain  an  early  diagnosis  is  to  do  diagnostic 
studies  while  the  symptomatology  is  still 
vague. 

The  gastroscope  is  useful  in  good  hands, 
but  the  detection  of  the  lesion  is  obtained 
with  no  greater  accuracy  than  with  upper 
gastrointestinal  roentgenologic  studies  and 
involves  relatively  more  discomfort  to  the 
patient.  It  is  useful  for  more  accurately  evalu- 
ating the  nature  of  a lesion  which  is  already 
known. 

Cytology 

Another  diagnostic  procedure  which  is 
gaining  in  value  is  the  study  of  exfoliative 
cytology  by  the  Papanicolaou  technic.  Va- 
rious methods  have  been  devised  for  obtain- 
ing material  in  suspected  cases  and  it  now 
appears  that  the  most  successful  is  the  use 
of  the  abrasive  balloon.  With  this  technic, 
Papanicolaou  obtains  an  accuracy  of  88.2  per 
cent.  This  is  less  accurate  than  roentgenologic 
examination,  requires  specialized  technics, 
and  involves  much  time  of  trained  personnel. 
The  possibility  of  using  this  as  a screening 
test,  as  in  cancer  of  the  uterine  cervix,  is 
remarkably  intriguing,  and  an  accurate,  sim- 


plified method  of  obtaining  specimens  would 
be  valuable. 

Although  the  tests  mentioned  are  all  de- 
finitive and  diagnostic,  there  are  other  tests 
which  are  not  specific  but  are  suggestive. 
Historically  and  probably  the  most  practical 
of  these  is  the  gastric  analysis.  There  is  a 
markedly  increased  incidence  of  cancer  in 
the  group  of  people  with  low  or  absent  gastric 
acids,  although  there  are  definite  physiologic 
changes  in  the  amount  of  gastric  acidity  as 
the  population  ages.  This  still  is  valuable 
knowledge  to  have,  and  with  the  advent  of 
Segal’s  method  of  tubeless  gastric  analysis, 
using  the  Azure  A resin  compound,  this  in- 
formation is  fairly  easy  to  obtain.  The  tube- 
less method  agrees  highly  with  the  conven- 
tional methods  of  gastric  analysis  and  is  in- 
terfered with  only  by  pyloric  obstruction, 
impaired  small  bowel  absorption,  hepatic  dis- 
ease and  impaired  urinary  function.  This 
method  is  useful  in  determining  which  group 
should  receive  more  intensive  study  or 
screening. 

Another  diagnostic  possibility  which  is 
being  investigated  more  recently  is  the  uro- 
pepsin  excretion  in  the  urine.  Uropepsin  is 
derived  from  the  pepsinogen  secreted  into 
the  blood  stream  and  represents  a constant 
fraction  of  the  pepsinogen  produced  by  the 
chief  cells.  The  extent  of  the  disease  is  re- 
flected in  the  lowness  of  the  values.  This  is 
expensive  and  at  present  not  accurate  enough 
to  be  of  value  as  a screening  test,  but  as  tech- 
nics develop,  it  may  become  an  accurate, 
practical  aid.  Another  diagnostic  measure  at 
present  undergoing  clinical  evaluation  is  the 
electrogastrogram,  which  records  the  electri- 
cal and  mechanical  activities  of  the  stomach. 
This  is  interesting  but  at  present  not  prac- 
tical. 

The  necessity  for  early  diagnosis  and  the 
lack  of  early  symptoms  make  necessary  some 
type  of  screening  procedure.  At  present  the 
best  method  is  to  follow  closely  those  patients 
over  50  years  of  age  who  have  hypochlor- 
hydria  or  achlorhydria. 

Surgery 

The  treatment  of  cancer  of  the  stomach 
today  is  surgical,  with  the  basic  principles 
of  cancer  surgery  required.  The  radical  ap- 
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proach  with  excision  of  all  of  the  paths  of 
spread  is  the  only  hope  at  present  for  cure. 
If  the  lesion  does  not  involve  the  proximal 
portion,  the  choice  of  total  or  subtotal  gas- 
trectomy is  a question  of  some  debate.  Sec- 
ond-look operations  and  statistical  compar- 
ison between  total  and  subtotal  results  reveal 
that  a radical  subtotal  gastrectomy  is  an 
adequate  operation.  In  this  condition,  a suffi- 
cient subtotal  gastrectomy  consists  of  a block 
dissection  of  the  distal  90  per  cent,  with  all 
of  the  lesser  curvature  and  all  but  5 to  6 
per  cent  of  the  greater  curvature,  the  greater 
omentum,  the  first  part  of  the  duodenum, 
the  spleen,  lesser  omentum,  tissues  around 
the  left  gastric  arteries,  paraesophageal  nodes, 
infrahepatic  nodes  and  subgastric  nodes. 
Failure  of  the  excision  is  usually  a result  of 
malignancy  being  left  behind  in  the  lymph 
nodes  and  not  usually  a result  of  malignancy 
being  left  in  the  gastric  remnant.  Tumors  in 
the  proximal  portion  of  the  stomach  require 
total  gastrectomy  and  those  involving  the 
cardia  necessitate  gastro-esophagectomy.  If 
the  local  spread  of  the  malignancy  has  in- 
volved adjacent  organs  without  evidence  of 
distant  metastasis  and  the  surgeon  feels  he 
can  “get  around”  the  lesion,  he  should  not 
hesitate  to  excise  portions  of  the  colon,  liver, 
or  pancreas  in  an  attempt  to  obliterate  the 
cancer. 

When  to  operate 

The  choice  of  operation  is  not  as  contro- 
versial a factor  as  is  the  choice  of  when  to 
operate.  This  question  usually  arises  con- 
cerning the  gastric  ulcer.  Indications  for  sur- 
gery on  gastric  ulcers  have  been  stated  as 
follows:  (1)  any  gastric  ulcer  of  short  dura- 
tion in  a patient  over  50  years  of  age,  (2)  any 
ulcer  over  2.5  cm.  in  diameter,  (3)  no  free 
hydrochloric  acid,  (4)  any  ulcer  on  the 
greater  curvature,  and  (5)  chronic  or  recur- 
rent ulcer  on  the  lesser  curvature. 

This  is  not  an  aggresive  enough  approach 
if  we  are  to  cure  cancer  of  the  stomach.  It  is 
felt  that  cancer  occurs  in  10  to  20  per  cent  of 
gastric  ulcers  considered  to  be  benign,  and 
that  malignant  gastric  ulcers  may  heal  in 
response  to  medical  therapy.  It  has  been  esti- 
mated that  indiscriminate  medical  treatment 
of  gastric  ulcers  results  in  about  a 10  per  cent 


mortality  while  operative  mortality  is  from 
1 to  3 per  cent.  If  the  ulcer  in  the  stomach  is 
to  be  treated  by  medical  means  it  is  necessary 
that  the  patient  be  followed  extremely  closely 
with  periodic  upper  gastrointestinal  series 
and  immediate  surgical  intervention  if  the 
ulcer  recurs  or  if  any  symptoms  persist. 

In  respect  to  palliation,  operation  should 
be  undertaken  if  the  condition  of  the  patient 
permits.  A large  mass  in  the  abdomen  may 
not  indicate  inoperability  and,  if  a palliative 
resection  can  be  performed,  the  possibility  of 
the  patient  remaining  more  comfortable  is 
increased. 

X-ray  therapy 

Roentgen  therapy  is,  for  the  most  part, 
discouraging,  but  some  carcinomas  may  re- 
spond and  almost  all  lymphosarcomas  do 
respond.  It  is  worth  the  trouble  to  attempt 
treatment  of  these  people,  hoping  that  some 
amelioration  of  obstructive  symptoms  can  be 
obtained. 

Cancer  of  the  stomach  is  as  dread  a disease 
today  as  it  ever  was.  The  surgeons  are  con- 
sidering more  cases  operable  and  more  cases 
resectable  every  year,  but  the  five-year  sur- 
vival is  not  increasing  in  proportion.  All  of 
the  technical  surgical  advances  are  of  little 
value  if  the  malignancy  is  being  attacked  too 
late.  The  only  possible  present-day  cure  de- 
pends on  early  diagnosis,  because  the  survival 
rate  for  cancer  without  involved  nodes  is  50 
per  cent.  In  most  diseases,  diagnosis  presents 
little  problem  and  advancement  comes  only 
with  new  methods  of  treatment.  We  now 
have  a satisfactory  treatment  for  stomach 
cancer,  but  advancement  can  come  only  with 
improved  diagnosis. 

Lethargy 

The  biggest  problem  lies  in  the  inertia  of 
the  medical  profession  toward  this  disease. 
Symtomatic  treatment  of  mild  gastrointes- 
tinal disorders  without  adequate  diagnostic 
work-up  and  the  bold  sale  of  patent  medi- 
cines to  the  public  for  “excess  gastric  acid- 
ity,” aid  in  the  latent  period  before  the 
diagnosis  of  stomach  cancer  is  made.  To  treat 
this  disease,  we  must  be  more  persistent  in 
our  diagnosis  by  intense  questioning  of  the 
patients.  Those  with  the  predisposing  factors 
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of  old  age,  achlorhydria,  pernicious  anemia,  If  we  take  this  more  aggressive  attitude 

chronic  ulcers  and  the  like,  should  be  fol-  toward  gastric  cancer,  we  can  place  it  within 
lowed  closely.  We  must  be  more  radical  in  the  range  of  curability  until  the  day  of  a true 
our  approach  to  surgical  intervention.  medical  cure  for  cancer  arrives.  • 

I Open  reduction  of 
■ tibial  fractures 
using  stainless  steel  screws 

Robert  Barnard,  M.D.,  and  J.  Sterling  Baxter,  M.D.,  Aspen,  Colorado 


In  orthopedics,  having  a screw  loose 
is  not  recommended  when  a 
solid  fixation  is  desired. 

An  excellent  summary  of  the  handling 
of  a common  ski  injury. 


The  authors  realize  that  cases  for  open  re- 
duction of  the  tibial  fracture  must  be  chosen 
carefully  to  assure  that  this  method  of  treat- 
ment will  give  the  desired  result.  There  are 
inherent  risks  involved  in  surgically  opening 
a fracture  site.  The  advantages  of  so  doing, 
however,  in  certain  selected  cases  far  out- 
weigh the  calculated  risk. 

The  following  opinions  are  derived  from 
150  cases  done  over  a period  of  seven  years. 
Of  these  150,  we  have  confirmed  the  results 
of  50  cases  done  within  the  past  two  years 
and  find  no  instances  of  osteomyelitis  or  non- 
union of  the  tibia.  In  a small  per  cent  of  the 
50  cases,  screws  were  removed  due  to  aseptic 
necrosis  of  the  surrounding  bone  or  excess 
deposition  of  calcium  over  the  screw  head. 

One  of  the  obvious  advantages  of  open 
reduction  for  tibial  shaft  fracture  is  that  it 
allows  perfect  anatomic  restoration  of  bone 
fragments.  In  closed  reduction  it  is  extremely 
difficult  to  achieve  this  anatomic  reduction 
because  of  intervening  soft  tissue  between 


bone  fragments.  The  basis  of  good  fracture 
healing  is  immobilization  of  all  large  bone 
fragments  as  completely  as  possible.  This  is 
made  feasible  by  use  of  stainless  steel  screws 
joining  large  bone  fragments.  Since  these 
screws  are  threaded  all  the  way  to  the  head, 
as  in  a metal  screw,  it  is  important  to  have 
the  bone  fragments  clamped  tightly  together 
before  the  screw  is  put  in  place.  Because  of 
the  nature  of  its  structure  this  screw  has  no 
ability  to  pull  bone  fragments  together  as 
it  is  tightened.  Osteogenesis  can  then  pro- 
ceed more  rapidly  because  the  defect  is  small 
and  the  bone  fragments  are  held  immobile. 

While  some  surgeons  recommend  the  use 
of  an  electric  power  drill  for  drilling  the 
screw  holes,  a hand  drill  has  many  advan- 
tages. With  a hand  drill,  overheating  of  ad- 
jacent bone  and  its  possible  deterioration  is 
avoided.  By  counter-sinking  screw  heads  we 
have  been  able  to  minimize  irregular  callous 
formation  at  the  site  of  the  fracture.  A mini- 
mum projection  is  desirable,  of  course,  be- 
cause the  greater  the  degree  of  projection, 
the  greater  the  amount  of  callous  formation 
over  the  screw  head.  The  authors  also  feel 
that  the  less  periosteum  stripped  from  the 
bone  at  the  fracture  site  the  better  and 
quicker  the  healing  of  bone  is  in  that  area. 

Screws  should  be  placed  as  nearly  as 
possible  at  right  angles  to  the  line  of  fracture 
rather  than  to  the  cortex  of  the  bone.  This 
technic  avoids  the  tendency  of  the  bone 
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fragments  to  exert  a shearing  force  against 
the  screw.  The  above  statement  must  be 
qualified  in  that  as  the  line  of  fracture  ap- 
proaches or  exceeds  an  angle  of  45  degrees 
with  the  bone  cortex,  we  feel  that  it  is  not 
so  important  that  the  screw  be  placed  per- 
pendicular to  the  line  of  fracture  since  the 
shearing  force  is  not  so  great  in  such  a case. 

Again,  we  have  found  that  open  reduction 
makes  it  possible  for  the  patient  to  be  ambu- 
latory sooner  than  if  he  were  to  be  treated 
by  traction  or  closed  reduction.  The  dangers 
inherent  in  a tight  cast  can  be  avoided  be- 
cause the  cast  may  be  split  in  case  of  exces- 
sive swelling  without  losing  the  reduction. 
In  some  cases  it  is  necessary  to  remove  the 
screws  after  the  bone  has  healed,  but  in  our 
experience  this  has  been  rare. 


Summary 

1.  Cases  for  open  reduction  of  the  tibial 
shaft  must  be  carefully  chosen. 

2.  Advantages  of  open  reduction  for  frac- 
ture of  the  tibial  shaft  are  restoration  of 
anatomic  position  of  bone  fragments,  more 
complete  immobilization  of  bone  fragments, 
early  ambulation  of  the  patient  and  avoid- 
ance of  dangers  inherent  in  a tight  cast. 

3.  Important  points  in  the  technic  of  open 
reduction  for  fractures  of  the  tibial  shaft  are: 

a.  Solid  fixation  of  all  large  bone  frag- 
ments. 

b.  Hand  drilling  of  screw  holes. 

c.  Counter-sinking  of  screw  heads. 

d.  Minimal  stripping  of  periosteum. 

e.  Placement  of  screws  in  relationship  to 
fracture  line.  • 


Clubbing  and  hypertrophic 
osteoarthropathy* 


The  ^^why”  of  clubbing  remains 
a mystery  but  the  ‘^what,  where 
and  when”  have  been  thoroughly 
investigated.  The  author 
reviews  in  detail 
this  interesting  subject. 


Clubbing  is  a clinical  sign  that  every  doctor 
is  taught  to  look  for,  but  its  significance,  its 
relationship  to  hypertrophic  osteoarthropa- 
thy, and  the  numerous  pathologic  conditions 
in  which  it  occurs  are  often  overlooked.  Little 
is  written  in  textbooks  but  there  are  many 
articles  in  the  literature  on  clubbing.  I have 

•One  of  two  prize  essays  presented  by  senior  medical  students 
at  the  University  of  Colorado  Medical  School  for  the  annual 
meeting  of  the  Waring  Society  (1957-1958). 


reviewed  recent  ones  to  learn  about  clubbing 
and  hypertrophic  osteoarthropathy. 

History 

Clubbing  or  curving  of  the  finger  nails  is 
not  a recent  observation.  In  about  the  fifth 
century  B.C. — nearly  2,500  years  ago — Hip- 
procrates  wrote  in  describing  a patient  with 
an  empyema  of  the  chest,  “In  the  first  place 
the  fever  never  stops,  being  slight  during  the 
day  and  more  severe  at  night.  Copious  sweats 
occur.  The  patient  has  a desire  to  cough  with- 
out bringing  up  sputum,  the  cheeks  are 
flushed,  finger  nails  bent,  and  fingers  grow 
hot  especially  at  the  tip.”  Nothing  more  was 
noted  in  the  literature  until  1832  when  Pe- 
geaux  described  what  is  now  known  to  be 
clubbing  in  a patient  with  pulmonary  tuber- 
culosis. In  1889  von  Bamberger  wrote  about 
a peculiar  bone  malady  associated  with  club- 
bing and  seen  particularly  in  people  with 
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pulmonary  and  cardiac  pathology.  In  1890 
Marie  wrote  extensively  on  this  supposed 
bone  disease  and  distinguished  it  from  acro- 
megaly with  which  it  had  been  confused. 
Since  that  time  numerous  persons  have  re- 
ported cases  of  hypertrophic  osteoarthrop- 
athy. Milton  Mendlowitz  from  the  Mount 
Sinai  Hospital  in  New  York,  has  done  the 
most  study  on  the  subject. 

Definition 

Clubbing  of  a finger  or  a toe  may  be 
defined  as  a usually  painless,  uniform  en- 
largement confined  to  the  terminal  segment. 
Hypertrophic  osteoarthropathy  is  an  exten- 
sion of  the  process  of  clubbing  to  more  prox- 
imal parts  of  the  extremities.  It  takes  its 
name  from  the  striking  enlargement  of  the 
bones  caused  by  deposition  of  newly  formed 
periosteal  bone  and  from  the  accompanying 
joint  disorder. 

Other  names  that  have  been  used  synony- 
mously with  clubbing  are  watch  glass  nails, 
parrot  beak  nails,  drum  stick  fingers,  serpent 
head  or  clock  pendulum  fingers.  The  English 
call  them  the  Hippocratic  fingers.  Similarly, 
many  names  preceded  the  establishment  of 
hypertrophic  osteoarthropathy  such  as  Marie- 
Bamberger  Disease,  periostitis,  toxigenic 
osteoperiosteitis  ossificans  and  secondary 
osteoarthropathy.  Marie  originally  called  it 
hypertrophic  pulmonary  osteoarthropathy, 
but  when  it  was  found  to  occur  in  more  than 
just  pulmonary  pathologic  condition,  the  ad- 
jective pulmonary  was  dropped.  At  the  pres- 
ent time  clubbing  and  hypertrophic  osteo- 
arthropathy are  the  accepted  names  for  the 
disease. 

Classification 

Clubbing  can  best  be  divided  into  ac- 
quired, hereditary,  unilateral,  unidigital, 
clubbing  with  osteoarthropathy,  and  idio- 
pathic clubbing  with  osteoarthropathy.  Ac- 
quired clubbing  makes  up  by  far  the  majority 
of  cases,  and  these  can  further  be  subdivided 
into  those  associated  with  pulmonary  disease, 
cardiac  disease,  gastro-intestinal  disturbances 
and  miscellaneous  causes. 

Clubbing  has  been  described  with  nearly 
all  pulmonary,  pleural,  and  mediastinal  dis- 
eases. It  is  seen  most  commonly  in  empyema, 
lung  abscess,  bronchiectasis  and  pulmonary 


tuberculosis,  and  less  frequently  in  pneu- 
monitis, emphysema,  and  atelectasis  due  to 
obstruction.  It  is  being  noted  more  often  in 
bronchogenic  carcinoma,  but  rarely  seen  in 
metastatic  carcinoma  of  the  lung.  It  has  been 
reported  in  cases  of  actinomycosis,  blastomy- 
cosis, lung  cyst,  pulmonary  syphilis,  and  in 
conditions  such  as  Potts  Disease,  rickets, 
poliomyelitis,  and  traumatic  chest  deformi- 
ties. It  is  occasionally  seen  in  carcinoma  of 
the  thymus,  lymphosarcoma,  malignant  me- 
diastinal teratoma,  neuroma,  pleural  fibroma 
and  mesothelioma,  vertebral  sarcoma,  and 
Hodgkins  Disease. 

Cyanotic  heart  disease 

Clubbing  is  most  commonly  found  in 
cyanotic  congenital  heart  disease,  but  it  is 
not  found  in  the  acyanotic  type.  It  is  seen  in 
subacute  bacterial  endocarditis,  particularly 
that  confined  to  the  left  side  of  the  heart. 
Recently  a case  of  primary  rhabdomyosar- 
coma of  the  heart,  and  another  patient  with 
a myxoid  tumor  of  the  right  auricle  were 
reported  to  have  clubbing.  Chronic  congestive 
heart  failure  and  even  atherosclerotic  heart 
disease  may  lead  to  clubbing. 

Clubbing  is  seen  in  hypertrophic  biliary 
cirrhoses,  less  commonly  in  biliary  cir- 
rhosis due  to  obstruction,  and  rarely  seen  in 
portal  cirrhosis.  It  has  been  reported  in  cases 
of  chronic  malaria,  amyloidosis  involving  the 
liver,  and  hemochromatosis.  Disturbances  of 
the  gastrointestinal  tract  in  which  clubbing 
has  been  seen  include  chronic  diarrhea,  ame- 
bic dysentery,  bacillary  dysentery,  intestinal 
tuberculosis,  ulcerative  colitis,  regional  en- 
teritis, multiple  polyposis  of  the  colon,  car- 
cinoma of  the  colon,  and  steatorrhea.  Patients 
with  pyloric  obstruction  secondary  to  duo- 
denal ulcer  or  carcinoma,  and  gastrectasia 
have  been  reported  to  have  had  associated 
clubbing. 

Miscellaneous  causes 

Miscellaneous  causes  of  clubbing  include 
post  thyroidectomy  Graves  Disease,  syringo- 
myelia, myelogenous  leukemia,  scleroderma, 
polycythemia  vera,  and  chronic  septic  condi- 
tions such  as  cystopyelitis.  However,  it  is 
somewhat  questionable  in  these  diseases,  and 
another  condition  more  commonly  associated 
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with  clubbing  may  have  been  overlooked. 

It  seems  possible  that  in  some  cases  club- 
bing may  be  inherited  as  a Mendelian  dom- 
inant trait.  In  1888  Fraentzel  reported  a 
family  of  father,  son,  and  daughter  having 
clubbing.  Freytag  saw  clubbing  in  a father 
and  son  in  1891  with  no  demonstrable  cause. 
In  1933  Kayne  and  Freelich  reported  two 
families  with  three  members  each  having 
clubbing  without  known  cause,  and  Seaton 
in  1938  reported  a father  and  two  sons  with 
clubbing.  However,  the  father  later  died  of 
carcinoma  of  the  pharynx  which  may  have 
been  responsible  for  his  clubbing. 

Unilateral  clubbing 

Aortic  arch,  innominate,  and  subclavian 
artery  aneurysms  are  the  most  common  cause 
of  unilateral  clubbing.  Rarer  causes  of  uni- 
lateral clubbing  are  recurrent  subluxation 
of  the  shoulder,  carcinoma  of  the  lung  located 
at  the  apex  and  involving  the  sympathetic 
ganglia,  and  lymphangitis  of  the  lower  ex- 
tremity. 

A few  cases  of  unidigital  clubbing  have 
been  reported  secondary  to  local  trauma,  sar- 
coidosis, felons,  and  tophaceous  gout.  Eight 
cases  of  chronic  idiopathic  osteoarthropathy 
and  clubbing  have  been  reported  in  the 
American  literature,  and  21  in  the  foreign 
literature.  These  cases  have  been  primarily 
in  males  in  the  adolescent  stage  of  develop- 
ment. Follow-up  studies  on  these  patients 
were  not  available  to  see  if  any  of  them 
developed  diseases  in  which  clubbing  has 
been  noted. 

Hypertrophic  osteoarthropathy,  although 
recognized  as  an  advanced  stage  of  clubbing, 
is  seen  much  less  frequently  than  clubbing. 
It  is  most  often  seen  secondary  to  pulmonary 
pathology,  but  may  be  found  in  any  of  the 
diseases  that  lead  to  clubbing.  Hypertrophic 
osteoarthropathy  has  occurred  in  rats,  dogs, 
horses  and  lions.  It  also  occurs  without  evi- 
dence of  clubbing  in  the  human. 

Clinical  findings 

Clubbing  occurs  in  infancy  and  in  persons 
over  80  years  of  age.  It  seems  to  be  more 
common  in  males,  but  this  is  probably  due 
to  increased  prevalence  in  males  of  the  dis- 
eases which  lead  to  clubbing.  Onset  is  usually 
insidious  and  the  patient  is  frequently  un- 


aware of  the  changes  in  his  fingers.  However, 
they  may  be  aware  of  increased  rate  of 
growth  of  their  nails,  or  the  hangnails  which 
often  occur  with  clubbing.  Pain,  burning,  or 
warmth  may  occur  in  the  tips  of  clubbing 
fingers;  however,  in  most  cases  clubbing  is 
asymptomatic.  All  evidences  of  clubbing  are 
not  found  in  every  patient,  the  difference 
probably  being  due  to  the  anatomical  varia- 
tions in  the  finger  tip.  Usually  the  plane  of 
the  base  of  the  nail  makes  an  angle  of  about 
15  degrees  with  the  dorsal  plane  of  the  bone 
of  the  distal  phalanx,  and  any  decrease  in 
this  angle  may  be  considered  evidence  of 
clubbing.  It  is  easier  to  measure  the  supple- 
ment of  this  angle,  and  when  it  gets  to  180 
degrees,  the  fingers  may  be  considered  to  be 
showing  evidence  of  clubbing.  All  of  the  soft 
tissues  of  the  tip  of  the  finger  show  hyper- 
trophic changes.  The  nail  is  thickened, 
widened,  and  increased  in  length.  It  also 
shows  an  increase  in  both  the  sagittal  and 
lateral  convexity.  An  increase  in  the  resili- 
ence of  the  nail  base  is  present,  particularly 
in  young  people.  There  is  a necessity  for  fre- 
quent cutting  of  the  nails  due  to  increased 
rate  of  nail  growth.  Increase  in  the  rate  of 
growth  of  the  cuticle  leads  to  frequent  paro- 
nychia. In  older  people  the  longitudinal  ridg- 
ing of  the  nail  may  become  more  prominent, 
and  the  nails  more  brittle  than  usual.  Com- 
plete necrosis  of  the  nail  has  been  reported. 
However,  because  of  the  wide  variation  in 
normal  nail  findings,  careful  evaluation  of 
the  changes  must  be  made  before  deciding 
that  there  are  abnormal  changes  in  the  nail. 

Description  of  changes 

The  skin  may  hypertrophy  and  in  so  doing 
the  eponychium  may  grow  over  the  lanula 
of  the  nail.  The  skin  over  the  tip  of  the  finger 
is  usually  tight  and  shiny  and  the  small 
creases  in  the  skin  over  the  nail  bed  are 
obliterated.  Also,  the  skin  over  the  nail  base 
and  volar  surface  may  become  flushed  to  a 
pinkish  color,  or  the  tip  may  be  cyanotic. 

Soft  tissue  of  the  volar  portion  of  the 
finger  may  show  extensive  hypertrophy 
which  causes  the  clubbed  appearance,  and  if 
the  fingers  are  used  a lot  in  working  this  may 
lead  to  a hyperextensibility  of  the  terminal 
phalynx.  Some  observers  think  that  clubbed 
fingers  are  longer  than  normal,  the  basis  for 
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this  being  the  fact  that  unidigitally  clubbed 
fingers  are  longer  than  the  other  fingers. 

Clubbing  of  the  toes  usually  goes  with 
clubbing  of  the  fingers.  However,  since  a 
high  proportion  of  normal  toes  tend  to  look 
clubbed,  it  is  hard  to  evaluate  appearance  of 
the  toes.  Clubbing  of  toes  is  rarely  seen  with- 
out clubbing  of  fingers. 

Differential  diagnosis 

In  hypertrophic  osteoarthropathy  the  pa- 
tient usually  complains  about  pain  and  ten- 
derness along  the  distal  portions  of  the  long 
bones,  particularly  the  tibia.  This  seems  to  be 
a burning  type  of  pain  that  comes  on  acutely. 
The  pain  in  the  legs  seems  to  be  aggravated 
when  the  legs  are  in  a lowered  position.  Pain 
seems  to  extend  into  adjacent  joints  and  is 
made  worse  with  movement  of  the  joint. 
Frequently  associated  with  the  arthropathy 
is  weakness  of  the  extremity  and  hypertrophy 
of  the  subcutaneous  tissues  giving  the  ex- 
tremity a cylindrical  appearance.  The  joints, 
particularly  ankles  and  wrists,  may  develop 
effusions  and  show  some  limitation  of  mo- 
tion. Spontaneous  fracture  due  to  osteoporosis 
of  a long  bone  may  be  the  first  sign  of  the 
osteoarthropathy.  Sweating  and  a feeling  of 
warmth  may  be  present  over  the  affected 
portion  of  the  extremity. 

Because  of  the  signs  and  symptoms  of 
hypertrophic  osteoarthropathy  these  patients 
are  sometimes  misdiagnosed  as  having  rheu- 
matoid or  infective  arthritis.  Less  frequently 
they  may  be  thought  to  have  thrombophlebi- 
tis, congestive  heart  failure,  a peripheral  neu- 
ropathy, or  acromegaly,  and  a primary  lung 
lesion  may  be  overlooked.  However,  careful 
evaluation  of  the  patient  should  make  it 
easier  to  make  a diagnosis  of  hypertrophic 
osteoarthropathy. 

Incidence 

In  recent  years  more  and  more  cases  of 
clubbing  and  osteoarthropathy  are  being  re- 
ported. However,  there  still  seems  to  be  wide 
variation  in  the  incidence  of  it  in  different 
diseases.  It  is  well  known  that  there  is  a high 
incidence  of  clubbing  in  cyanotic  heart  dis- 
eases. The  Mayo  Clinic  reported  a 6 per  cent 
incidence  of  osteoarthropathy  in  1,024  cases 
of  pulmonary  resection.  However,  when  they 
broke  their  cases  down  they  found  that  51 


per  cent  of  the  patients  had  pleural  meso- 
thelioma, 9.5  per  cent  had  bronchiectasis, 
17.6  per  cent  had  lung  abscess,  10  per  cent 
had  cysts,  5.2  per  cent  had  carcinoma,  and 
0.6  per  cent  had  tuberculosis  with  osteo- 
arthropathy. Flavell  in  England  found  that 
50  per  cent  of  his  patients  with  operable 
carcinoma  of  the  lung  first  had  symptoms 
due  to  osteoarthropathy.  Poppe  reports  a 25 
per  cent  incidence  of  clubbing  in  patients 
with  tuberculosis,  and  79  per  cent  in  patients 
with  lobectomies  for  bronchiectasis  and  lung 
abscess  (103/109  cases).  Pattison  reports  a 
case  of  a man  with  joint  symptoms  for  five 
years  prior  to  finding  a pulmonary  neoplasm. 
Berg  reports  20  cases  of  pulmonary  pathology 
who  presented  with  arthralgia  as  the  initial 
symptom.  Shapario  found  that  in  13  of  14 
cases  of  arthropathy  the  lung  lesion  was  in 
the  peripheral  portion  of  the  lung.  Kennedy 
reports  the  youngest  case  of  clubbing  in  a 
71/2  month  old  baby  with  a lung  abscess. 

If  the  50  per  cent  incidence  of  operable 
carcinomas  of  the  lung  has  any  validity  it 
would  seem  that  this  would  be  a most  valu- 
able sign  to  look  for  in  the  early  detection 
of  carcinoma  of  the  lung.  In  any  patient  with 
clubbing  and  osteoarthropathy  this  should  be 
a clue  to  look  for  some  type  of  pathology  in 
the  patient,  and  one  could  start  by  ruling  out 
chest  diseases  in  which  clubbing  and  osteo- 
arthropathy are  most  common. 

X-ray  findings 

Radiologic  findings  may  or  may  not  be 
present.  There  may  be  asymptomatic  roent- 
genographic  changes  indicative  of  hyper- 
trophic osteoarthropathy,  or  there  may  be 
symptoms  suggestive  of  osteoarthropathy 
and  no  radiologic  evidence  to  support  such  a 
diagnosis.  The  terminal  phalanges  do  not 
usually  show  any  more  tufting  than  may  be 
demonstrated  in  normal  fingers.  However,  in 
advanced  and  long  standing  clubbing  there 
may  develop  osteoporosis  or  complete  re- 
sorption of  the  distal  phalanx. 

The  long  bones,  primarily  the  tibia,  fibula, 
ulna  and  radius  show  more  definite  changes. 
Evidence  of  new  periosteal  bone  can  be  seen 
along  the  shafts  of  the  long  bones  with  osteo- 
porosis of  the  cancellous  portions  and  thin- 
ning of  the  cortex  of  the  original  bone.  The 
periosteal  formation  is  most  pronounced  at 
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the  peripheral  epiphysis  and  at  the  points  of 
muscular  insertions.  A layering  effect  may 
be  seen  if  there  has  been  a history  of  exacer- 
bations and  remissions  of  the  underlying  dis- 
ease. Periosteal  proliferation  is  also  seen  with 
trauma,  varicose  veins,  and  syphilis,  so  these 
must  be  ruled  out  before  the  diagnosis  can 
be  made. 

Histo-pathology 

The  pathologic  changes  in  clubbing  and 
hypertrophic  osteoarthropathy  can  best  be 
divided  into  four  anatomical  areas,  the  peri- 
osteum, cortex,  joints,  and  the  soft  tissues. 

The  periosteum  becomes  thickened  and 
shows  evidence  of  inflammation.  This  thick- 
ening can  be  divided  into  two  layers,  an  in- 
ner layer  consisting  of  swollen  stellate  cells 
with  vesicular  nuclei,  and  an  outer  layer  of 
fibrous  tissue  with  inflammatory  cells.  The 
degree  of  periosteal  changes  is  not  dependent 
upon  the  underlying  cause,  but  it  may  vary 
with  other  locally  existing  conditions,  such 
as  varicose  veins.  At  the  tendon  insertions 
there  is  a metamorphysis  of  tendonous  tissue 
into  fibro-cartilage. 

Deposition  of  subperiosteal  bone  and  a 
fusion  of  this  new  bone  with  old  cortical  bone 
is  seen.  The  demonstrable  difference  between 
these  two  types  of  bone  is  a slight  decrease 
in  the  staining  quality  of  the  new  bone.  This 
is  probably  due  to  a decreased  calcification 
of  the  new  bone.  This  difference  is  not  al- 
ways present. 

In  patients  with  joint  symptoms  chronic 
synovitis  and  degenerative  lesions  can  be 
demonstrated  in  the  articular  cartilages. 
Edema  of  subsynovial  tissue  is  present  with 
thickening  of  the  walls  of  the  small  and 
medium  sized  blood  vessels  with  an  occa- 
sional thrombosis.  Pallor  of  the  cartilage 
matrix,  and  the  total  thickness  of  the  carti- 
lage may  be  decreased  with  proliferation  of 
fibrous  tissue  into  the  subarticular  cartilage. 
In  one  case  studied  a pannus  covering  the 
patella  was  found.  While  these  changes  are 
similar  to  those  seen  in  degenerative  joint 
disease,  they  are  more  marked  than  would 
be  expected  in  patients  of  the  same  age. 

Histopathologic  changes  in  the  clubbed 
finger  are  almost  entirely  limited  to  the  soft 
tissues.  Collagen  tissue  is  swollen  and  in- 
creased, and  the  rete  pegs  enlarged  with 


narrowing  of  the  epidermal  papillae.  A gen- 
eralized inflammatory  cell  infiltration  into 
the  tissues  takes  place.  Walls  of  the  small  and 
medium  sized  arteries  are  thickened.  Charr 
and  Swenson  have  demonstrated  with  post- 
mortem arteriograms  more  numerous  ar- 
teries and  arterioles,  the  lumina  are  wider, 
and  the  ungual  processes  are  covered  with 
heavier  networks  of  arterioles.  Also,  using 
infra-red  photographs  they  were  able  to  dem- 
onstrate a greater  prominence  and  number 
of  the  superficial  vessels  in  the  clubbed 
finger.  The  periosteum  of  the  terminal  pha- 
langes, proximal  phalanges,  and  the  meta- 
carpals  usually  show  minimal  changes. 

Theories  of  pathogenesis 

The  pathogenesis  of  this  clinical  finding 
is  purely  a matter  of  speculation  and  theories. 
If  one  is  to  think  about  all  the  conditions  in 
which  clubbing  and  osteoarthropathy  occur, 
and  then  try  to  think  of  a common  etiologic 
basis  for  clubbing,  it  is  easy  to  become  con- 
fused. 

Many  theories  have  been  proposed  to  ex- 
plain clubbing  and  hypertrophic  osteoar- 
thropathy, but  none,  to  my  knowledge,  has 
been  adequately  substantiated.  One  of  the 
first  theories  was  based  on  the  assumption 
that  some  sort  of  toxin  liberated  from  the 
diseased  lung  was  responsible  for  clubbing. 
In  an  effort  to  verify  this,  material  from  a 
lung  abscess  was  injected  into  rabbits  per 
rectum,  but  this  failed  to  produce  any  osteo- 
arthropathy. Compere  injected  dog  lungs  and 
produced  lung  abscesses,  but  no  osteoarthrop- 
athy. The  only  successful  experimental  pro- 
duction of  osteoarthropathy  occurred  in  one 
of  four  dogs  in  which  Mendlowitz  anasto- 
mosed the  left  pulmonary  artery  into  the  left 
auricle.  This  produced  a condition  simulating 
cyanotic  congenital  heart  lesions.  However, 
with  the  experiment  he  showed  that  the 
theories  of  anoxia  were  without  basis  be- 
cause the  oxygen  transportation  to  the  tissue 
and  oxygen  consumption  by  tissues  remained 
normal.  This  was  due  to  an  increase  in  sys- 
temic blood  flow  of  one  liter.  Mendlowitz 
suggests  the  possibility  that  excessive  sys- 
temic blood  flow  may  increase  nutrition 
stimulating  tissue  proliferation. 

Studies  on  patients  with  clubbing  and 
osteoarthropathy  have  added  little  to  estab- 
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lish  the  pathogenesis  of  this  disease.  It  has 
been  found  that  the  brachial  artery  and  ante- 
cubital  vein  pressures  are  within  normal 
limits.  Measurement  of  blood  flow  through 
the  distal  phalanges  has  met  with  inconsis- 
tent results  because  of  the  wide  variations 
in  the  normal,  and  the  wide  range  of  environ- 
mental changes  which  affect  blood  flow. 
Mendlowitz  thinks  that  the  blood  flow  is 
increased  on  the  basis  of  some  work  done 
using  a calorimeter  and  the  following  equa- 
tion: 

number  of  calories  eliminated  per  minute 
Blood  flow=' 

difference  in  temp,  of  arterial  and  venous 
blood 

In  one  case  he  was  able  to  show  a decrease 
in  blood  flow  to  within  normal  limits  after 
incision  and  drainage  of  a lung  abscess. 

Sed  rate  and  rouleaux  formation 

A recent  idea  on  the  etiology  of  clubbing 
points  out  the  fact  that  the  sedimentation 
rate  is  elevated  in  all  conditions  leading  to 
clubbing,  or  else  cyanosis  exists.  Maurer 
postulates  that  local  tissue  anoxia  results 
from  a peculiar  physical  state  affecting  the 
red  blood  cells  as  evidenced  by  increased 
sedimentation  rate.  This  is  due  to  rouleaux 
formation  of  red  blood  cells  which  leads  to 
decreased  respiratory  area  of  the  red  blood 
cells  thereby  leading  to  decreased  oxygen 
exchange  (in  direct  proportion  to  the  size 
and  fragility  of  the  rouleaux) . The  resulting 
anoxia  leads  to  vasodilation  with  the  direct 
arteriovenous  anastomosis  used  to  accommo- 
date the  rouleaux.  He  points  out  that  club- 
bing does  not  occur  in  the  anoxia  of  anemia 
because  of  the  fragility  of  the  rouleaux,  and 
the  increased  cardiac  output.  He  notes  the 
absence  of  clubbing  in  such  conditions  as 
rheumatoid  arthritis,  Raynauds  Disease,  and 
Buergers  Disease  which  have  tissue  anoxia, 
but  in  which  blood  flow  and  temperature  are 
decreased  (in  contrast  to  the  increases  in 


those  conditions  which  show  clubbing). 

Other  theories  such  as  endocrine  imbal- 
ance, elaboration  of  osteoblastic  substances 
by  mesothelial  cells  of  the  pleura,  and  capil- 
lary stasis  in  the  finger  tips  have  not  been 
substantiated.  Mendlowitz  states,  “increased 
peripheral  blood  flow  would  have  to  form 
the  cornerstone  of  the  new  theory.”  Thus 
clubbing  and  hypertrophic  osteoarthropathy 
remain  a pathogenic  curiosity. 

Effect  of  treatment 

Even  more  puzzling  is  the  response  which 
patients  with  clubbing  and  osteoarthropathy 
get  to  treatment  to  their  underlying  disease. 
Spontaneous  remission  with  removal  of  the 
lung  pathology  is  most  dramatic.  There  are 
case  reports  of  patients  almost  totally  crip- 
pled by  the  arthralgia  of  osteoarthropathy 
who  on  awakening  after  surgery  for  removal 
of  their  lung  pathology  are  totally  free  of 
pain.  And  the  clubbing  recedes  in  six  to  eight 
months.  Flavell  reports  on  five  cases  of  ter- 
minal carcinoma  of  the  lung  with  distressing 
complaints  of  arthralgia  on  whom  he  oper- 
ated and  did  either  a complete  hilar  division 
of  the  nerves  to  the  lungs  or  a bilateral 
vagotomy.  He  obtained  almost  complete  re- 
lief of  all  symptoms  of  arthralgia  in  all 
patients  in  the  immediate  post-operative 
period.  He  also  did  two  thorocatomies  alone 
with  no  relief  of  symptoms.  Thus,  another 
interesting  facet  of  this  disease  is  unexplain- 
able. 

Summary 

In  summary  it  seems  that  one  can  say 
that  clubbing  and  osteoarthropathy  occur  in 
a variety  of  different  conditions,  that  club- 
bing m.ay  be  a valuable  sign  in  the  early 
detection  of  carcinoma  of  the  lung,  and  that 
it  may  go  away  with  treatment  of  the  under- 
lying disease.  But  why  it  comes,  and  why  it 
goes  as  it  does  remains  unexplainable  at  the 
present  time.  • 
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Mouth  cancer 


treated  with  the 


combined  (commando)  operation’ 


H.  Mason  Morfit,  M.D.,  Denver 


Defeatism  is  not  justified  when  radical 
surgery  pays  off,  as  indicated  by 
respectable  salvage  rates  after  several 
years  in  cases  otherwise  hopeless. 
Results  of  the  combined  operation  in 
the  Rocky  Mountain  area  are  tabulated. 


Although  mouth  cancer  is  not  as  common 
as  many  other  forms,  it  is  accessible  to  dis- 
covery and  respectable  salvage  rates  can  be 
achieved.  Since  about  1940,  there  has  been  a 
recrudescence  in  the  use  of  surgical  technics 
designed  to  eradicate  this  disease.  Because 
such  a high  percentage  of  these  tumors  me- 
tastasize to  the  regional  (cervical)  lymph 
nodes,  successful  ablation  frequently  involves 
removing  both  the  primary  intraoral  lesion 
and  these  lymph  nodes.  The  combined  (com- 
mando) type  of  operation  has  been  designed 
with  these  points  in  mind. 

Similar  attempts  have  been  made  in  the 
past  but  never  achieved  acceptance  because 
of  the  high  mortality  and  numerous  compli- 
cations due  to  infection  and  difficulties  in 
anesthesia.  These  disadvantages  have  now 
been  largely  conquered  and  the  procedure 
can  be  carried  out  with  an  anticipated  mor- 
tality of  less  than  3 per  cent,  and  a hospital 
stay  averaging  10-14  days.  Such  a triumph 
becomes  merely  a surgical  stunt,  however, 
unless  it  can  be  demonstrated  that  the  orig- 


*From  the  Department  of  Surgery  and  Bonfils  Tumor  Clinic. 
University  of  Colorado  School  of  Medicine,  Denver.  Presented 
at  the  88th  Annual  Session,  Colorado  State  Medical  Society, 
September  24-27,  1958,  Colorado  Springs. 
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inal  hope  of  saving  patients  from  death  from 
cancer  is  borne  out. 

This  is  a report  of  the  end  results  on  the 
first  group  of  such  cases  so  treated  from  the 
Colorado  area.  About  100  patients  have  now 
received  the  operation  and  58  of  them  had 
been  operated  on  three  or  more  years  ago 
and  are  available  for  analysis.  Though  some 
may  question  the  validity  of  three-year  end 
results,  we  believe  it  can  be  shown  that  with 
this  particular  type  of  cancer  such  a waiting 
period  has  real  significance. 

Treatment  failures,  regardless  of  the 
method,  nearly  always  die  from  failure  of 
control  of  the  disease  in  the  primary  site  or 
regional  metastatic  deposits.  Distant  deposits 
in  bone,  lung,  brain,  etc.,  are  revealed  at 
autopsy  in  only  about  20  per  cent  of  the  cases 
and  usually  then  are  found  to  be  accompanied 
by  obvious  recurrence  above  the  clavicle.  Late 
recurrence  showing  up  5 to  10  or  15  years 
later  such  as  occur  in  cancer  of  the  breast 
and  many  other  forms  is  not  encountered. 
The  precise  mode  of  death  is  usually  invasion 
of  the  airway,  cervical  esophagus  and  brach- 
ial plexus  producing  pain,  sepsis,  inanition 
and  exhaustion  with  hemorrhage  occasionally 
resulting  in  an  abrupt  termination.  This  is 
a mean  way  to  die  and  the  physician  who 
sticks  with  such  patients  to  the  end  becomes 
a ready  convert  to  aggressive  therapy  to 
stave  off  such  events.  In  this  series,  73  per 
cent  of  the  treatment  failures  developed  re- 
currence during  the  first  year,  19  per  cent 
in  the  second  year,  and  8 per  cent  during  the 
third  year.  No  patient  who  remained  free  of 
disease  for  three  years  has  as  yet  had  recur- 
rence after  this  period,  supporting  the  signifi- 
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TABLE  1 

Interval  of  recurrence  of  cancer 
following  surgery  in  26  treatment 
failures 


Recurrent  cases  within  1st 

postoperative  year 19  cases  (73%) 

Recurrent  cases  within  2nd 

postoperative  year 5 cases  (19%) 

Recurrent  cases  within  3rd 

postoperative  year 2 cases  ( 8%) 

No  patient  who  stayed  well  for  three  years 
developed  recurrent  cancer  in  this  series. 
The  three-year  cure  rate  is  a valuable  prog- 
nostic yardstick  in  these  types  of  cancer. 

(Compiled  May,  1958) 


cance  of  three-year  end  result  reporting 
(Table  1). 

Choice  of  cases  and  types 

The  combined  operation  lends  itself  to 
eradication  of  lesions  developing  at  a variety 
of  intraoral  sites.  Such  series  will,  therefore, 
include  a hodgepodge  of  tumors  arising  in 
different  anatomic  sites.  In  this  series,  cancer 
arising  on  the  gum,  floor  of  mouth,  buccal 
mucosa,  tonsil,  tongue,  lip,  etc.,  are  included 
(Table  2) . 

Many  invaded  bone  (a  prime  indication 
for  selecting  surgery  over  x-ray)  and  the 
majority  of  lesions  would  be  adjudged  ex- 

TABLE  2 

Anatomic  location  in  58  combined 
neck  and  jaw  resections 


Gum  22 

Floor  of  mouth  9 

Tonsil  7 

Lip  7 

Tongue  6 

Buccal  mucosa  5 

Pharyngeal  wall  1 

Skin  of  face  1 

Total  58 


(Compiled  May,  1958) 


tensive  by  any  examiner.  The  average  area 
of  the  primary  tumor  as  measured  on  the 
excised  specimens  was  10  sq.  cms.  All  were 
either  squamous  or  epidermoid  cancer.  Oc- 
casional cases  were  too  advanced  when  first  i 
seen  to  be  operated  upon  but  none  of  these 
was  salvaged  by  other  methods  of  treatment 
(x-ray) . 

The  intraoral  primary  tumor  will  some- 
times be  found  on  such  areas  as  the  soft  or 
hard  palate  where  the  anatomy  is  stacked 
against  any  attempt  at  “en  bloc”  or  in  con- 
tinuity removal  with  the  lymph  nodes.  In 
such  cases,  the  primary  lesion  is  treated 
separately  either  by  x-ray  or  surgery  and 
attention  is  then  directed  to  the  cervical 
metastases.  Generally  speaking,  however, 
every  case  is  first  evaluated  as  to  whether 
the  distribution  of  disease  lends  itself  to  the  ? 
combined  procedure  since  this  has  given  us 
our  best  salvage. 


Fig.  1 A.  Cancer  of  the  gum  and  neck  contents 
removed  in  combined  operation.  The  right  side  of 
the  mandible  has  been  sacrificed  up  to  the  level 
of  the  canine  tooth  but  the  symphysis  was  pre- 
served giving  an  acceptable  cosmetic  effect. 
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Morbidity 

The  lateral  portion  of  the  mandible  can  be 
sacrificed  with  acceptable  cosmetic  loss  (Fig. 
1).  Some  loss  of  function  must  be  accepted. 
Such  patients  continue  to  be  able  to  chew 
provided  they  were  not  edentulous  to  begin 
with.  Restoration  of  function  with  a dental 
prosthesis  in  the  edentulous  individual  has 
been  a disappointment  despite  much  effort 
and  ingenuity  on  the  part  of  our  dental  col- 
leagues. These  patients  subsist  on  a soft  diet, 
maintain  their  nutrition  and  accept  this  as 
part  of  the  price  for  getting  rid  of  their 
cancer. 


Fig.  1 B.  Postoperative  view  of  patient. 


If  the  primary  lesion  is  found  in  the  an- 
terior mouth  (fortunately  a relatively  rare 
site)  sacrifice  of  the  symphysis  menti  is  some- 
times required  and  this  produces  a much  less 
favorable  situation.  Recently  we  have  re- 
duced the  number  of  such  patients  by  means 
of  marginal  resection  of  the  symphysis.  Res- 
toration of  full  thickness  mandibular  defects 
with  bone  grafts  has  a limited  place  and  is 
seriously  handicapped  by  the  fact  that  con- 
siderable soft  tissue  deficits  together  with 
bone  deficit  is  usually  mandatory  to  eradicate 
the  growth. 


End  results 

From  1948  to  1955,  a total  of  58  operations 
was  carried  out.  Three  or  more  years  have 
now  elapsed  since  these  patients  were  oper- 
ated on.  In  addition  to  these  58,  other  cases 
have  been  operated  on  since  1955  bringing 
our  total  number  of  such  procedures  to  ap- 
proximately 100.  This  latter  group,  however, 
is  not  included  in  the  figures  because  of  in- 
sufficient lapse  of  time  since  treatment  for 
analysis  of  end  results. 

Since  the  analysis  of  our  end  results  is 
directed  toward  answering  the  question  of 
what  is  the  curability  of  cancer  of  the  oral 
cavity  when  it  is  so  advanced  that  more 
limited  therapy  has  been  repeatedly  proved 
to  be  of  little  value,  we  are,  in  this  sense, 
reporting  on  a selected  group  of  cases  (i.e., 
those  cases  whose  lesions  were  sufficiently 
advanced  as  to  require  the  “commando”  oper- 
ation) . 

The  entire  group  has  been  evaluated  for 
the  results  obtained  at  the  end  of  three  years 
following  definitive  treatment.  The  end  re- 
sults on  all  58  cases  operated  on  three  or 
more  years  ago  are  shown  in  Table  3. 

TABLE  3 

Three-year  end  results  in  “commando” 
operations  for  mouth  cancer  1948-1955 


Total  number  of  cases  58 

Indeterminate  (dead  of  other  causes, 

no  evidence  disease)  2 

Determinate  56 

Treatment  failures 

Died  recurrent  cancer  24 

Operative  mortality  4 

Living  with  recurrence  2 

Total  30 

Treatment  successes  26 


No  evidence  of  disease  three  years  post-op. 
Three-year  “cures” — 46.3  per  cent. 

(Compiled  May,  1958) 


Discussion 

At  a time  when  the  literature  is  seeing 
many  articles  casting  doubt  on  the  efficacy 
of  the  efforts  to  treat  cancer,  it  is  encourag- 
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ing  to  review  one’s  efforts  and  find  them 
paying  off.  Reference  to  such  terms  as  “bio- 
logic predeterminism”  reflects  some  pessi- 
mism in  this  regard.  The  essence  of  this 
philosophy  is  that  the  fate  of  many  cancer 
cases  is  already  decided  by  the  time  diagnosis 
is  made  and  that  efforts  to  change  this  pre- 
destination by  the  therapist  are  useless.  It  is 
important  to  point  out,  however,  that  there 
does  not  exist  any  method  by  which  the  un- 
favorable lesions  can  be  unfailingly  dis- 
tinguished from  the  favorable  ones. 

In  the  absence  of  such  a capability,  it  is 
not  justified  to  withhold  attempts  at  cure. 
Furthermore,  the  proponents  of  “biologic  pre- 
determinism” have  never  intended  that  the 
term  be  used  as  an  excuse  for  therapeutic 
nihilism.  Grantley  Taylor  has  expressed  our 
own  feelings  on  this  doctrine  as  follows: 

“Unfortunately,  some  of  these  newer  concepts 
appear  to  be  wholly  sterile  and  to  lead  to  no 
fruitful  amelioration  of  management.  To  sit  down 


with  the  patient  and  deplore  the  whole  disease 
process  will  not  cure  cancer,  nor  even  comfort 
the  sufferer.  The  attitude  of  mind  that  accepts 
predeterminism  is  close  to  despair  and  decries  the 
physician’s  obligation  to  endeavor  to  better  the 
situation. 

“The  pernicious  mischief  of  these  heresies  is 
that  they  are  eagerly  embraced  by  the  incompe- 
tent and  ignorant  as  justification  for  deviations 
from  approved  methods  of  management.  To  de- 
stroy the  physician’s  faith  in  his  capacity  to  modify 
events  in  behalf  of  his  patients,  to  deny  him  the 
belief  that  there  is  a way  of  salvation  sanctioned 
by  authority,  is  to  nullify  his  social  usefulness. 
Until  the  heretics  can  enunciate  a formula  more 
constructive  than  our  present  orthodoxies,  only 
harm  can  result  from  dissemination  of  their  ideas.” 

The  analysis  of  this  series  of  cases  sup- 
ports the  belief  that  at  least  in  the  case  of 
mouth  cancer  the  physician’s  efforts  can  be 
fruitful  and  respectable  salvage  is  achieve- 
able.  • 
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Atlantic  City  to  host  A.M.A. 

Annual  Meeting 

Some  15,000  physicians  will  gather  in  Atlantic 
City,  N.  J.,  next  June  8-12  for  the  108th  annual 
meeting  of  the  American  Medical  Association. 

Besides  physicians,  the  meeting  will  be  attend- 
ed by  residents,  interns,  nurses,  technicians,  stu- 
dents, and  physicians’  wives  and  members  of 
their  families. 

The  five-day  convention — the  largest  medical 
meeting  in  the  world — is  being  held  in  Atlantic 
City  for  the  16th  time.  The  first  meeting  was  held 
there  in  1900. 

Doctors  will  have  the  opportunity  to  catch  up 
on  hundreds  of  aspects  of  a rapidly-changing  medi- 
cal world.  This  information  will  be  presented  in 
the  form  of  scientific  exhibits,  lectures,  motion 
pictures,  panel  discussions,  televised  surgical  pro- 
cedures, and  industrial  exhibits. 

New  medical  research  findings  and  methods 
of  handling  daily  medical  problems  will  be  re- 
ported by  500  physicians  in  scientific  papers  or 
participation  in  symposium  and  discussion  groups. 

There  will  be  over  300  scientific  exhibits  and 
a similar  number  of  industrial  exhibits  on  display 
at  the  famed  Convention  Hall.  The  latter  group 
will  be  exhibited  by  pharmaceutical  houses,  medi- 
cal equipment  firms,  and  other  manufacturers. 

The  House  of  Delegates  will  meet  throughout 
the  week  in  the  Traymore  Hotel,  headquarters 
for  the  meeting.  The  20  scientific  sections  of  the 
A.M.A.  and  five  government  medical  services  will 
also  be  represented  in  the  House. 


First  order  of  business  for  the  House  will  be 
the  selection  of  a physician  to  receive  one  of 
medicine’s  highest  honors  — the  Distinguished 
Service  Award.  He  will  be  elected  from  three 
persons,  whose  names  are  submitted  by  the  Board 
of  Trustees.  Nominees  are  screened  by  the  Board 
from  names  submitted  by  the  general  member- 
ship. 

The  opening  session  will  be  addressed  by  Dr. 
Gunnar  Gundersen,  La  Crosse,  Wis.,  outgoing 
President,  and  his  successor.  Dr.  Louis  M.  Orr, 
Orlando,  Fla. 

A President-elect  to  serve  one  year  and  be 
inaugurated  as  President  in  1960  will  be  elected 
during  the  meeting. 

For  the  fourth  year,  high  school  students  who 
have  won  special  A.M.A.  awards  in  the  National 
Science  Fair  will  show  their  prize-winning  work 
at  the  scientific  exhibit. 

The  annual  film  program  will  be  highlighted 
by  the  presentation  of  60  medical  motion  pictures. 

The  Woman’s  Auxiliary  to  the  A.M.A.  will  hold 
its  meeting  Tuesday  through  Thursday.  Represent- 
atives of  the  75,000  members — all  doctors’  wives — 
will  discuss  their  program  in  sessions  at  the  Chal- 
fonte-Haddon  Hall. 

Other  sidelights  of  the  meeting  will  be  the 
special  art  exhibits  including  that  of  the  American 
Physicians’  Art  Association,  and  the  43rd  annual 
American  Medical  Golfing  Association  tournament. 

For  advance  hotel  and  meeting  registration 
information,  contact  the  Convention  Services  De- 
partment, American  Medical  Association,  535  North 
Dearborn  Street,  Chicago  10,  Illinois. 
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CONTROL 

Vertigo,  dizziness... 


with  Dramamine-D"^ 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 
“Disturbances  of  balance  resulting  from  vestibular  disorders  have  long  been  known  to  lead 
to  severe  anxiety.”* 

Vertigo — whether  of  organic  or  functional  origin — tends  to  leave  depression  in  its  wake. 
Dramamine-D  is  a therapeutic  combination  designed  for  treatment  of  the  entire  vertigo- 
reaction  syndrome.  Each  tablet  contains  dimenhydrinate  (50  mg.)  to  control  dizziness, 
and  dextro-amphetamine  sulfate  (5  mg.)  to  elevate  the  mood. 

*Pratt,  R.  T.  C.,  and  McKenzie,  W.:  Anxiety  States  Following  Vestibular  Disorders,  Lancet  2:347  (Aug.  16)  1958. 


Dramamina® 


available  as  tablets,  ampuls,  liquid,  suppositories 


Research  in  the  Service  of  Medicine 
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maintenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides.'’-®'^- 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoicacid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
25~;278  (Aug.)  1957. 


Buffered  PabiriR*  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg, 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“There  are  more  things  in  . . . earth,  Horatio, 
than  are  dreamt  of  in  your  philosophy”  (Shake- 
speare). 

Clinical  data 

A two  and  one-half  year  old  boy  was  referred* 
with  a history  of  large,  foul,  diarrheal  stools  since 
birth.  There  had  been  no  improvement  on  therapy 
which  had  consisted  primarily  of  drugs  and  a low 
calorie,  low  residue  diet.  He  was  always  hungry 
on  this  regimen.  Marked  emaciation  was  present, 
the  patient  showing  a protuberant  abdomen,  flat- 
tened buttocks  and  loose  skin.  There  was  just  a 
trace  of  trypsin  in  the  stool;  large  amounts  of 
neutral  fat  and  fatty  acids  were  present.  The  clin- 
ical diagnosis  was  pancreatic  fibro-cystic  disease. 

X-ray  studies 

A.  film  of  the  abdomen  demonstrated  that  the 
entire  colon  was  filled  with  radio-opaque  shadows 
of  a greater  density  than  stool.  There  was  no 
history  of  ingestion  of  barium  or  bismuth. 

Epicrisis 

A diagnosis  of  geophagia,  or  dirt-eating,  was 
suggested  by  the  radiographic  findings,  and  con- 
firmed clinically,  further  query  disclosing  that 
the  patient  had  been  observed  eating  dirt.  Geo- 
phagia has  been  documented  in  five  situations:' 

1.  Lack  of  food  during  food  shortages. 

2.  As  “special  treats”  in  some  cultures. 

3.  Craving  during  pregnancy. 

4.  Religious  practices  and  rituals. 

5.  Emotional  disorders. 

To  our  knowledge,  this  is  the  first  case  re- 
ported due  to  the  desire  for  food  caused  by  fibro- 
cystic disease. 

Epilogue 

The  patient  was  placed  on  a very  high  caloric, 
high  protein  and  low-fat  diet,  panteric  granules, 
aureomycin  and  multi-vitamins.  Four  pounds  were 
gained  in  the  succeeding  month  and  the  stools 


became  solid.  Dirt  eating  ceased.  The  patient  has 
been  followed  for  five  years;  he  still  has  copious 
stools,  but  growth  and  development  have  been 
normal  and  respiratory  infections  infrequent.  He 
is  maintained  on  a diet  which  is  about  twice  the 
caloric  level  for  a child  of  his  age. 
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A monthly  news  summary  from  the  nation's 
capital  by  the  "Washington  Office  of  the  A.M.A. 

If  every  member  of  Congress  had  his  way, 
there  would  be  anywhere  from  10  to  15  institutes 
at  the  National  Institutes  of  Health  in  Bethesda. 
The  total  now  stands  at  seven,  and  there  is  a 
good  possibility  that  an  eighth  will  be  in  operation 
this  year  or  next. 

Fifty-eight  Senators  of  both  parties  joined  in 
sponsoring  a resolution  that  would  do  three  things: 
(1)  establish  a National  Institute  for  International 
Medical  Research,  (2)  create  a National  Advisory 
Council  for  International  Medical  Research,  and 
(3)  authorize  $50  million  annually  for  interna- 
tional research  programs.  Senator  Lister  Hill  (D., 
Ala.),  a leader  in  health  legislation  and  health 
welfare  appropriations,  has  taken  the  lead  in  push- 
ing this  bill. 

Four  days  of  hearings  brought  almost  unani- 
mous support  of  the  resolution,  only  two  witnesses 


complaining  it  did  not  go  far  enough.  The  admin- 
istration asked  for  three  postponements  to  testify. 
This  gave  rise  to  speculation  that  it  either  may 
object  on  budgetary  grounds  or  dissatisfaction  over 
location  of  the  institute. 

Dr.  Gunnar  Gundersen,  American  Medical  As- 
sociation President,  pledged  full  support  and  as- 
sistance of  the  A.M.A.  for  the  project.  “.  . . we 
believe  that  the  promotion  of  international  health 
through  research  is  one  of  the  best  means  of  pro- 
moting international  cooperation  and  understand- 
ing.” He  noted  “a  growing  recognition  that  medi- 
cine, with  its  resources  and  influence  fully  mobil- 
ized, can  perhaps  do  more  for  world  peace  than 
the  billions  of  dollars  being  poured  into  arma- 
ments.” 

The  A.M.A.  President  made  several  suggestions 
for  the  committee’s  consideration,  including  (1) 
that  the  World  Medical  Association  be  included 
among  the  international  groups  to  be  cooperated 
with,  (2)  that  due  care  be  taken  not  to  “rob” 
other  countries  of  experts  in  medical  care  and 
scientific  research  through  support  grants  not 
geared  to  salary  differentials,  (3)  that  the  pro- 
gram should  be  primarily  one  of  research  itself 
rather  than  construction  of  research  facilities,  and 
(4)  that  the  greatest  care  be  exercised  in  setting 
up  the  research  grants  and  research  programs  to 
avoid  overlapping  or  duplicating.  continued  on  143 


The  improved  analog  of 
chlorothiazide  you  have 
been  hearing  about  is  a 
product  of  CIBA  research 


for  edema  and  hypertension 


96 


Rocky  Mountain  Medical  Journal 


in  ill 
diarrheas 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc..  PHILADELPHIA  1,  PA. 
Cremomycin  is  a trademark  of  Merck  & Co.,  Inc. 
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CERTAINTY 


COCCI 


after  millions  of  'prescriptions 
...an  unparalleled  safety  record 


provides  fast,  high  blood  and  tissue 
concentrations 

Because  Erythbocin  Stearate  is  rapidly  ab- 
sorbed, patients  get  therapeutic  blood  and  tissue 
levels  within  30  minutes.  High,  peak  levels  occur 
between  one  and  two  hours— and  effective  con- 
centrations are  maintained  for  at  least  six  hours. 
Always  at  hand,  then,  against  more  critical  in- 
fections is  Erythrocin-I.M.— the  only  intra- 
muscular form  of  erythromycin  available. 

backed  by  years  of  clinical  effectiveness 
Actually,  every  prescription  you  write  for 
Eeytheocin  is  backed  by  more  than  six  years 
of  clinical  effectiveness  against  coccal  infections. 
And,  with  the  problem  of  antibiotic  resistance 
becoming  more  important  daily,  the  value  of 
Erythbocin  as  a day-to-day  anticoccal  agent  is 
dramatically  underlined. 

supported  by  an  unparalleled  safety  record 
During  all  the  years  Ebythbocin  has  been  pre- 
scribed, serious  reactions  have  been  practically 
nonexistent.  Unlike  penicillin,  allergy  is  no 
problem.  And,  in  contrast  to  “broad-spectrum” 
action,  the  normal  flora  of  the  intestinal  tract  is 
virtually  unaltered  with  Erythbocin  therapy, 
offers  bactericidal  activity 
Unlike  broad-spectrum  antibiotics,  Erythrocin 
is  classed  as  a bactericidal  antibiotic.  It  offers 
lethal  action  against  common  coccic  invaders — 
resulting  in  prompt  clinical  response, 
provides  convenient  dosage  forms 
Usual  adult  dose  is  250  mg.  four  times  daily. 


Children’s  dosage  is  reduced  in  proportion  to 
body  weight.  Erythrocin  comes  in  Filmtabs® 
(100  and  250  mg.),  bottles  of  25  and  100.  Also  in 
oral  suspension  and  for  intramuscular  use.  Won’t 
you  prescribe  Erythrocin  doctor?  Ottott 

if  you’re  concerned  with  blood  levels . . . 

Dotted  line  shows  actual  inhibitory  concentrations 
against  most  organisms.  Note  the  high  ranges  and 
medians  of  ERYTHROCIN  Stearate  at  one,  two,  four 
and  six  hours.  Data  represents  three  studies  with 
adults.  Each  was  given  one  250-mg.  Filmtab. 


hours  0 12  4 6 

And  where  you  need  a consistent  uniform  response 
that  only  an  injectable  form  can  provide,  remember— 
ERYTHROCIN-I.M. (Erythromycin  Ethyl  Succinate, 
Abbott)  and  ERYTHROCIN  Lactobionate. 

®Fihniah — Film-sealed  tablets,  Abbott;  pat.  applied  for. 


ORGANIZATION 


SEVENTY-SEVENTH  ANNUAL  MEETING 

New  Mexico  Medical  Society 

Milton  Hall,  New  Mexico  State  University,  Las  Cruces,  May  4-7,  1959 


General  information 

The  Seventy-Seventh  Annual  Meeting  of  the 
New  Mexico  Medical  Society  will  be  held  in  Milton 
Hall,  New  Mexico  State  University,  Las  Cruces, 
New  Mexico,  May  4-7,  1959. 

The  Annual  Meeting  of  the  Council  will  be 
held  at  3:00  p.m..  May  2,  1959,  in  the  conference 
room  of  the  Memorial  General  Hospital.  The  House 
of  Delegates  will  convene  May  4,  9:00  a.m.,  in 
Milton  Hall.  The  first  session  will  recess  for  refer- 
ence committee  hearings  at  10:30  a.m.  and  the 
second  session  will  be  at  3:00  p.m.  J.  C.  Sedgwick, 
M.D.,  President,  New  Mexico  Medical  Society,  will 
preside  at  both  sessions  of  the  House. 


Evening 

7:00 — Past  Presidents’  Banquet 


Tuesday,  May  5 
Morning 

8:30 — Tour  and  demonstration  at  Holloman  Air 
Force  Development  Center.  Busses  will  leave  from 
Milton  Hall  at  New  Mexico  State  University  at 
8:30  a.m.  All  who  board  the  busses  must  be  wear- 
ing a convention  badge.  No  cameras  will  be  per- 
mitted. Box  lunches  will  be  served  on  the  tour. 
Return  to  Milton  Hall  Tuesday  afternoon. 

Evening 

7:00 — Buffet  Dinner  and  Unstylish  Style  Show  (for 
adults  only). 

Wednesday,  May  6 
GENERAL  MEETING 

Morning 

8:45 — Opening  of  the  77th  Annual  Meeting  of  the 
New  Mexico  Medical  Society. 

9:00 — Presidential  Address. 

SCIENTIFIC  PROGRAM— FIRST  SESSION 

9:15 — “Atmospheres  for  Space  Travel,”  Major 
Stanley  White,  MC,  Moderator. 

10:45 — “Gravitational  Aspects  of  Space  Travel,” 
Colonel  John  P.  Stapp,  MC,  Moderator. 

Afternoon 

12:15 — Luncheon,  New  Mexico  State  University. 
F.  J.  L.  Blasingame,  M.D.,  Executive  Vice  Presi- 
dent, American  Medical  Association. 
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SCIENTIFIC  PROGRAM-SECOND  SESSION 

2:15 — “Radiation  Problems  in  Space  Travel,'" 
Colonel  John  Pickering,  MC,  Moderator. 

4:00 — “Pilot  Selection  for  Space  Travel,”  W.  Ran- 
dolph Lovelace,  II,  M.D.,  Moderator. 

Evening 

6:30 — Dinner-Dance,  Las  Cruces  Country  Club. 

Thursday,  May  7 

SCIENTIFIC  PROGRAM— THIRD  SESSION 
Morning 

9:00 — “Psychophysiological  Aspects  of  Space  Trav- 
el,” Captain  George  Ruff,  MC,  Moderator. 

10:45 — “The  Future  of  Space  Travel,”  Hebertus 
Strughold,  Ph.D.,  Moderator. 

12:15— Conclusion  of  Official  Program. 


SPECIALTY  LUNCHEONS  AND  MEETINGS 

Thursday,  May  7 

Afternoon 

12:45 — New  Mexico  Chapter  of  the  Western  Ortho- 
paedic Association’s  luncheon,  business,  and  clini- 
cal program.  Town  & Country  Annex.  “Experi- 
mental Immobilization  and  Remobilization  of 
Joints,”  G.  W.  N.  Eggers,  M.D.,  Professor  of  Ortho- 
pedics, University  of  Texas. 

Pane] — “Cerebral  Palsy  With  Special  Reference  to 
Surgical  Procedures.”  Moderator — G.  W.  N.  Eggers, 
M.D. 

for  April,  1959 


Tuesday,  May  5 
Morning 

8:30 — Tour  of  Holloman  Air  Force  Development 
Center. 

Evening 

6:30- — Buffet  and  Unstylish  Style  Show. 

Wednesday,  May  6 
Morning 

9:00 — House  of  Delegates  Meeting. 

Afternoon 

12:30 — General  Luncheon  meeting  with  a repre- 
sentative from  the  Auxiliary  to  the  A.M.A.  as 
guest  speaker. 

Evening 

6:30 — Dinner-Dance. 

Thursday,  May  7 
Morning 

10:00 — Breakfast  for  all  incoming  and  outgoing 
officers  and  committee  chairmen:  Mrs.  Martin 
Goodwin  hostess. 


101 


IfiiDdW©  ^©idOdBi) 


5 


I 


Patient  A.S,,  age  53. 

Intermittent  crises  of  severe  pain  over  2 year 
period;  hospital  management  with  Sippy  regimen 
provided  relief  of  symptoms;  however, 
symptoms  recurred  after  each  sojourn. 


Pathihamate  (Tabs.  j t.Ld.  andH.S.); 
prompt  relief  of  symptoms.  Radiograph 
(21  days  later)  confirms  healing  of  minute  lesser 
curvature  gastric  ulcer  crater. 


predictable  results  in  the  control 
of  tension  and 
G.l.  trauma 


Pathibainate 

Meprobamate  with  Pathilon®  Tridihexethyl  Chloride*  lederle 


Used  prophylactically  in  anticipation  of  periods  of  emotional  stress,  or  therapeuti- 
cally to  relieve  tension  and  curb  hypermotility  and  hypersecretion,  Pathibamate 
is  particularly  well-formulated  for  the  control  of  gastrointestinal  disorders. 


Pathibamate  combines  Meprobamate  (400  mg.)— the  noted  tranquilizer-muscle  relaxant  widely  accepted  for  safe 
management  of  tension  and  anxiety  states  — and  Pathilon  (25  mg.)— an  extremely  well-tolerated  anticholinergic, 
long  noted  for  prompt  symptomatic  relief  based  on  peripheral  atropine-like  action  with  few  side  effects. 

Indications: 

Duodenal  ult'er,  gastric  ulcer,  intestinal  colic,  spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety 
neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 

Supplied: 

Bottles  of  100  and  1,000.  Each  tablet  (yellow,  ^/^-scored)  contains  Meprobamate,  400  mg.:  Pathilon  Tridihexethyl  Chh»ride.  25  mg. 
Administration  and  Dosage: 

1 tablet  three  times  a day  at  mealtimes  and  2 tablets  at  bedtime.  Adjust  dosage  to  patient  response.  Contraindicated  in  glaucoma, 
pyloric  obstruction,  and  obstruction  of  the  urinary  bladder  neck. 

Also  Available:  Pathilon  in  four  forms  — Tafe/ef.s  of  25  mg.,  plain  (pink)  or  with  phenoharbital,  15  mg.  (blue); 

Parenteral  — 10  mg./cc.  — 1 cc.  ampuls; 

Pediatric  Drops  — 5 mg./cc.  — dropper  vials  of  15  cc. 

*P.4THiLON  is  now  offered  as  tridihexethyl  chloride  instead  of  the  iodide,  an  a<lvantage  j»ermitting  wider  use,  since  the  latter 
could  interfere  will)  the  results  of  certain  thyroid  function  tests. 
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• NO  ACID  REBOUND  • NO  CONSTIPATION  . NO  SYSTEMIC  EFFECT 

Composition:Ea.cb.  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly 
reactive,  short  polymer  dried  aluminum  hydroxide  gel,  stabilized  with  hexitol, 
with  75  mg.  magnesium  hydroxide. 

Adult  Dosage:  Gastric  hyperacidity  — 2 to  4 tablets  as  necessary.  Peptic  ulcer  or 
gastritis  — 2 to  4 tablets  every  two  to  four  hours.  Tablets  may  be  chewed,  swallowed  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


More  Lasting  Relief 


..  No  chalky  taste.  New  Creamalin  tablets  are  not 
I ' chalky,  gritty,  rough  or  dry.  They  are  highy  pal- 
' atable,  soft,  smooth,  easy  to  chew,  mint  flavored. 
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Program 

Ogden  Surgical  Society 
May  20-22,  1959 
Ogden,  Utah 

Wednesday,  May  20 

Morning 

9:00 — Opening  ceremonies 

9:30 — “Surgical  Disorders  of  Gastro-intestinal  Se- 
cretions,” John  H.  Mulholland,  M.D. 

10:00 — “Tumors  of  the  Parotid,”  George  S.  Sharp, 
M.D. 

10:30 — Recess 

10:45 — “The  Investigation  and  Management  of  Pa- 
tients With  Renal  Calculi,”  Hamish  W.  McIntosh, 
M.D. 

11:15 — “Analysis  of  the  Treatment  of  Trochanteric 
Fractures  of  the  Femur,”  Mather  Cleveland,  M.D. 
11:45 — “Overlooked  and  Recurrent  Stones  in  the 
Biliary  Passages,  With  Special  Reference  to  Sphin- 
terotomy,”  Mr.  Rodney  Maingot 


Lunch 

Ajternoon 

2:00 — “Neurosurgical  Measures  for  the  Manage- 
ment of  Intractable  Pain,”  E.  G.  Grantham,  M.D. 
2:30 — “Procedentia  — Contributing  Factors  and 
Treatment,  Especially  in  the  Nullipara,”  Donald 
W.  deCarle,  M.D. 

3:00 — “Surgical  Lesions  of  the  Adrenal  Glands,” 
James  T.  Priestley,  M.D. 

3:30 — Recess 

3:45 — “The  Surgical  Management  of  Renal  Fail- 
ure,” J.  Hartwell  Harrison,  M.D. 

4:15 — “A  Critical  Appraisal  of  Therapy  in  Peptic 
Ulcer,”  Stewart  Wolf,  M.D. 

Thursday,  May  21 

Morning 

7:30 — Breakfast — Mr.  Rodney  Maingot 
9:00 — “Congenital  Abnormalities  from  the  Stand- 
point of  Preventive  Medicine,”  Clifford  G.  Grulee, 

Jr.,  M.D. 

9:30 — “Tumors  of  the  Pancreas,”  James  T.  Priest- 
ley, M.D. 

10:00 — “The  Relation  of  Life  Stress  to  Serum 
Lipid  Concentration  in  Patient  With  Coronary 
Artery  Disease,”  Stewart  Wolf,  M.D. 

10:30 — Recess 

10:45 — “Recurrent  Pancreatitis,”  John  H.  Mulhol- 
land, M.D. 

11:15 — “Iron  Metabolism  and  Iron  Deficiency  in 


( 


If  she  needs  nutritional  support ...  she  deserves 


Vitamin-Mineral  Supplement  Lederie 


CAPSULES-14  VITAMINS-11  MINERALS 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York 


for  April,  1959 


107 


Pediatric  Patients,”  Nathan  J.  Smith,  M.D. 

11:45 — “The  Surgical  Treatment  of  Sterility,” 
Daniel  G.  Morton,  M.D. 

Lunch 

Afternoon 

2:00 — “Pediatric  Neurosurgical  Problems,”  E.  G. 
Grantham,  M.D. 

2:30 — “The  Treatment  of  Pigmented  Lesions,” 
George  S.  Sharp,  M.D. 

3:00 — “New  Therapy  in  Cancer  of  the  Lung  and 
Esophagus  With  Massive  Cobalt  60  Followed  by 
Surgery,”  R.  Adams  Cowley,  M.D. 

3:30 — Recess 

3 :45 — Panel — Pancreatitis 
ENT  section 
Orthopedic 
G.U. 

Medical  Rounds 

Friday,  May  22 

Morning 

7 :30 — Breakfast — Adrenal  panel 

9:00 — “The  Surgical  Abdomen  in  the  Obstetrical 

Patient,”  Donald  W.  deCarle,  M.D. 

9:30 — “Ulcerating  Lesions  of  the  Stomach  and 
Duodenum,”  Alton  Ochsner,  M.D. 

10:00 — “Fractures  of  the  Tibia,”  Mather  Cleveland, 
M.D. 

10:30 — Recess 

10:45 — “Hysterectomy,”  Daniel  G.  Morton,  M.D. 


11:15 — “Noise  and  Its  Effects  on  the  Ear,”  Howard 
P.  House,  M.D. 

11:45 — “Diverticulitis  of  the  Sigmoid  Colon,”  Mr. 
Rodney  Maingot 

Lunch 

Afternoon 

2:00 — “The  Genito-urinary  Complications  of  Gen- 
eral Surgery,”  J.  Hartwell  Harrison,  M.D. 

2:30 — “Radioiodine  in  the  Diagnosis  and  Treat- 
ment of  Thyroid  Disease,”  Hamish  W.  McIntosh, 
M.D. 

3:00 — Pre-  and  Post-Natal  Irradiation  Hazards  for 
Children,”  Clifford  G.  Grulee,  Jr.,  M.D. 

3:30 — Recess 

3:45 — “The  Rh  Problem  1958,”  Nathan  J.  Smith, 

M.D. 

4:15 — “Ammonia  in  Hepatic  Coma  and  Shock,” 
R.  Adams  Cowley,  M.D. 

Write  to  Dr.  O.  E.  Grua,  412  First  Security 
Building,  Ogden,  Utah,  for  further  information. 


Medical  division  hits  half-million  mark 

Pledges  and  contributions  by  members  of  the 
medical  profession  to  the  University  of  Utah  Medi- 
cal Center  Fund  reached  the  half-million  dollar 
mark  this  week,  according  to  Leland  B.  Flint, 
Campaign  Chairman. 

“I  am  happy  to  announce  that  the  Medical  Di- 


Anybody  want  to  buy  a CHEAP 

Parachute? 


Have  you  thought  about  the  number  of  times  your  PRO- 
FESSIONAL LIFE  is  at  stake  when  you  inject  a second  best 
medication?  When  you  use  a parachute  you  WANT 
the  best,  naturally.  When  you  use  injectables,  you  should 
DEMAND  the  best. 


QUALITY  is  an  everlasting  in- 
gredient in  the  injectables  of 
SAN-OTT  LABORATORIES.  We 

also  offer  you  greater  savings. 
Our  ‘specials’  will  save  you  hun- 
dreds of  dollars:  But  this  is  ac- 
complished without  a sacrifice 
in  quality. 

FILL  IN  CATALOG  REQUEST 
AND  MAIL  TODAY 


SAN-OTT  LABORATORliS 
P.O.  Box  No.  19 
Brooklyn  22,  N-  Y. 

Dept.  2 RCT 

Please  send  catalog  and  information  on  parenteral 
medications. 
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Clinical  findings  in  900  patients 
show  the 

selective  antihypertensive  action 
of  Singoserp 


IN  735  PATENTS.  BLOOD  PRESSURE  FELL  AN  AVERAGE  OF  30.7  mm,  Hg: 

• more  than  half  of  these  patients  suffered  from  moderate 
to  severe  hypertension 

m more  than  half  of  the  cases  involved  hypertension  of  at 
least  6 years’  standing,  with  many  histories  of  up  to  20 
years’  duration 

THE  SIDE-EFFECTS  PROBLEi  WAS  RUNlUIZED  IN  HOST  PATIENTS: 

Chart  shows  gratifyingly  low  incidence  of  side  effects  in  233 
patients  given  Singoserp  with  no  other  antihypertensive 
medication 
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Lethargy 

7 
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Headache 
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2.5 

Gastrointestinal  upset 
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Vertigo 
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Nasal  congestion 
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DosASE:  Initially,  1 to  2 tablets  (1  to  2 mg.)  daily. 

suppuED;  Singoserp  Tablets,  1 rng.  (white,  scored);  bottles  of  100. 

Samples  available  on  request  Write  to  CIBA,  Box  277,  Summit,  N.J. 


CIBA 

SUMMIT,  N.J. 
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or 

SINUS 

INFLAMED? 


vision  of  the  campaign  has  pledged  $500,000  so 
far,”  Mr.  Flint  said.  “I  want  to  take  this  oppor- 
tunity to  thank  the  many  physicians,  parents  and 
nurses  whose  contributions  and  hard  work  have 
enabled  the  medical  profession  to  reach  this  mark. 
I believe  that  this  speaks  eloquently  for  the  sup- 
port the  medical  profession  is  giving  to  the  Medical 
Center,”  he  said. 

The  University  of  Utah  Medical  Center  Cam- 
paign has  a total  goal  of  $4,010,000.  Purpose  of 
the  campaign  is  to  raise  funds  for  construction  of 
a Medical  Center  to  house  the  College  of  Medicine 
on  the  University  campus. 

Clarence  Bamberger,  Sr.,  Salt  Lake  City  busi- 
nessman serving  as  a Campaign  Vice  Chairman, 
gave  his  comments  on  the  Medical  Division  report: 

“I  am  sure  that  the  eyes  of  the  area  have  been 
on  the  medical  profession  to  see  how  it  would 
support  the  Medical  Center.  Having  reached  the 
half-million  mark  with  their  part  in  the  campaign 
not  yet  over,  I believe  the  magnitude  of  that 
support  is  evident.  I congratulate  the  many  work- 
ers who  have  taken  part  in  the  Medical  Division 
and  the  many  people  who  have  made  their  con- 
tributions.” 

Dr.  Kenneth  B.  Castleton  of  Salt  Lake  City, 
Medical  Division  Chairman,  also  praised  the  ef- 
forts of  his  colleagues  in  reaching  the  half-million 
figure  but  he  added  a word  of  caution. 

“The  goal  of  the  Medical  Division  is  $600,000 
which  leaves  us  $100,000  to  go.  Naturally,  I am 
very  pleased  with  the  fact  that  we  have  raised  a 
half-million  dollars  for  the  Medical  Center,  but  I 
want  to  remind  my  co-workers  that  there  is  still 
much  to  be  done  if  we  are  going  to  go  over  the 
goal  we  have  set  for  ourselves. 

“We  are  just  moving  into  an  important  phase 
of  the  campaign — the  soliciting  of  out-of-state 
alumni  of  our  College  of  Medicine.  With  hard 
work  on  this  phase  and  continued  good  support 
by  local  members  of  the  profession,  I am  sure 
that  we  will  go  over  the  $600,000  mark,”  Dr. 
Castleton  said. 

The  Medical  Center  will  replace  the  present 
inadequate  facilities  of  the  Colleges  of  Medicine 
and  Nursing.  It  will  be  situated  high  on  the  Fort 
Douglas  campus,  incorporating  the  Cancer  Re- 
search building  and  Radiobiology  Laboratories  now 
on  the  site. 

The  University  of  Utah  College  of  Medicine  is 
one  of  the  leading  medical  schools  in  the  nation, 
attracting  large  sums  of  research  money  into  the 
state  each  year.  However,  the  school  is  at  a cross- 
roads— it  needs  the  Medical  Center  to  enable  it  to 
continue  to  grow  and  keep  pace  with  the  rapid 
advances  in  medical  science. 

As  the  only  medical  school  between  Denver 
and  the  West  Coast,  it  serves  a vast  area  holding 
nearly  three  million  people.  The  Medical  Center 
will  enable  the  school  to  increase  its  services  to 
these  people  and  thus  is  of  the  utmost  importance 
to  the  entire  Intermountain  Community. 
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A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  crystalline  vitamin  B12,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  tb  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 
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Colorado  State  Medical  Society  on  January  12, 
1936,  remaining  in  Fort  Collins.  He  had  been  a 
member  of  the  Fort  Collins  Board  of  Education 
for  ten  years  and  its  President  for  the  past  five 
years. 

Dr.  Morrill  is  survived  by  his  wife,  son  and 
stepson. 


Obituaries 

CLAYTON  J.  BENNETT 
Dr.  Bennett  died  December  9,  1957.  He  was 
born  in  Stevensville,  Pennsylvania,  February  18, 
1891,  and  received  his  degree  of  Doctor  of  Medicine 
from  St.  Louis  College  of  Physicians  and  Surgeons 
in  1923. 

Dr.  Bennett  practiced  medicine  in  La  Junta  and 
Oak  Creek  before  transferring  to  the  Northeast 
section  of  Colorado.  He  was  one  of  the  charter 
members  of  the  Washington-Yuma  Counties  Medi- 
cal Society. 


President  of  Board  of  Education  dies 

E.  Miner  Morrill,  M.D.,  of  Fort  Collins  died 
on  February  3,  1959.  Dr.  Morrill  was  born  in 
Brush,  Colorado,  on  February  28,  1908,  and  came 
to  Fort  Collins  a year  later,  receiving  his  ele- 
mentary and  high  school  education  in  Fort  Collins. 

He  graduated  from  the  University  of  Colorado 
Medical  School  and  became  a member  of  the 


Dr.  Madler, 
when  President 


Nicholas  Allen  Madler,  Past  President 

Colorado  lost  a real  leader  when  Dr.  “Nick” 
Madler  of  Greeley  died  February  6,  1959.  He  had 
been  President  of  the  Colorado  State  Medical  So- 
ciety for  its  1934-35  year,  and  throughout  the 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgote  Road  COLORADO  SPRINGS,  COLORADO 
MEIrose  4-8828 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 

Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
E.  JAMES  BRADY,  M.D.,  Medical  Director 
CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D.,  Paul  A.  Draper,  M.D.,  Charles  W.  McClellan,  M.D. 
Richard  L.  Conde.  M.D.,  Robert  W.  Davis,  M.D. 
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Tolracydine  with  Citric  Acid  LedeHe 


• broad  spectrum  control  of  more  than  90  per  cent  of  antibiotic- 
susceptible  infections  seen  in  general  practice' 

• fast,  high  concentrations  in  body  fluids  and  tissues 

• no  irreversible  side  elTects  reported,  excellently  tolerated 

• readily  miscible  in  water,  juices,  formula'. 

ACHROMYCIN  V:  10  cc.  plastic  dropper  bottle  for  precise  dosage;  100  mg. 
per  cc.  (20  drops).  Dosage:  one  drop  per  pound  body  weight  per  day. 


ACHROMYCIN  V Syrup:  Each  teaspoonful  (5cc.)  contains  etiuiv.  125  mg. 
tetracycline  HCl.  Bottles  of  2 and  16  fl.  oz.  Dosage:  at  45  lbs.,  one  tea.spoonful 
4 times  daily;  adjust  for  other  weights. 

1.  Based  on  six-month  National  Physicians  Survey. 
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1930’s  and  even  before  had  been  one  of  those 
who  strongly  guided  the  policies  not  only  of  his 
state  society  but  of  the  American  College  of  Sur- 
geons. 

He  was  born  November  27,  1881,  on  a farm 
near  Appleton,  Wisconsin,  and  was  one  of  12 
children.  After  preliminary  education  in  Appleton, 
he  attended  Rush  Medical  College  in  Chicago, 
graduating  in  1904.  After  a Milwaukee  internship 
he  practiced  for  12  years  in  Mobile,  Alabama, 
moving  to  Colorado  in  1917  after  a break  in 
health.  A year  later  he  was  well  again  and  opened 
practice  in  Greeley,  which  was  his  home  for  the 
rest  of  his  life. 

Dr.  Madler  was  a prime  mover  in  obtaining  a 
standardized  hospital  for  Greeley  and  was  its 
chief  of  staff  for  many  years.  He  found  time  from 
a busy  surgical  practice  to  serve  on  many  com- 
mittees and  in  many  offices  of  county,  state,  and 
national  medical  organizations,  and,  almost  single 
handed,  staged  the  first  of  the  “modern”  Annual 
Sessions  of  the  Colorado  State  Medical  Society 
when  Greeley  was  its  host  in  1929.  During  his 
1934-35  Presidency,  plans  were  drawn  for  the  top- 
to-bottom  reorganization  of  the  State  Society  with 
its  current  Board  of  Trustees  system  separating 
executive  from  judicial  functions,  and  details  were 
worked  out  whereby  a year  later  nearby  societies 
were  invited  to  join  Colorado  in  forming  the  Rocky 
Mountain  Medical  Conference. 

Dr.  Madler’s  survivors  include  his  wife,  their 
married  daughter,  and  grandchildren. 


Journey’s  end 

Duval  J.  Prey,  M.D.,  of  Denver  died  February 
6,  1959.  Dr.  Prey  was  born  on  July  21,  1896,  in 
St.  Joseph,  Missouri,  and  graduated  from  the 
Colorado  University  Medical  School  in  1922.  He 
served  his  internship  at  St.  Joseph  Hospital  and 
became  a member  of  the  Colorado  State  Medical 
Society  in  1923. 

He  practiced  in  Denver  for  35  years  and  was  a 
member  of  the  Western  Surgical  Association,  Den- 
ver Clinical  and  Pathological  Society,  Sigma  Alpha 
Epsilon  Fraternity  and  the  Denver  Country  Club. 
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He  is  survived  by  his  widow,  Virginia,  two 
daughters  and  a son. 


County  physician  dies  as  car  overturns 

Carl  Schwer,  M.D.,  of  Calhan,  Colorado,  was 
killed  on  February  16,  1959,  when  his  car  went 
out  of  control  and  overturned.  Dr.  Schwer  was 
born  on  June  1,  1883,  in  Germany  and  attended 
the  Premedical  Royal  College  at  Neuberg,  Ger- 
many. He  became  a member  of  the  Colorado  State 
Medical  Society  on  September  15,  1950,  and  had 
been  practicing  in  Calhan,  Colorado.  He  had  been 
scheduled  to  take  over  the  newly  created  post  of 
El  Paso  physician  on  the  first  of  the  month. 


Abstract  of  Minutes* 

House  of  Delegates  of  the 
Colorado  State  Medical  Society 

Twenty-fourth  Annual  Midwinter  Clinical  Session 
February  17  to  20,  1959 
Shirley-Savoy  Hotel,  Denver,  Colorado 

FIRST  MEETING 

Tuesday,  February  17,  1959 

Vice  Speaker  William  M.  Covode,  Denver, 
called  the  House  to  order  at  10:00  a.m.  Speaker 
Vernon  L.  Bolton  and  Vice  Speaker  Covode  alter- 
nated in  presiding  throughout  the  meeting. 

Dr.  George  Curfman,  Chairman  of  the  Com- 
mittee on  Constitution,  By-Laws  and  Credentials, 
presented  the  committee’s  report  as  printed  in 
the  House  of  Delegates  Handbook  and  verbally 
amended  it,  stating  that  the  committee  had  ac- 
cepted the  Delegates  as  listed  on  pages  4 and  5 
of  the  Handbook,  with  two  exceptions:  Omitted 
erroneously  from  the  printed  list  of  the  House  of 
Delegates  were  Denver  Delegate  Dale  M.  Atkins, 
and  his  Alternate,  Felice  A.  Garcia.  The  Fremont 
Medical  Society  had  not  submitted  a written  an- 
nual report  to  the  State  Society  Office.  This  was 
a violation  of  the  rules  of  the  Society  and  conse- 


‘Condensed  from  the  shorthand  and  sound-recorded  record  of 
H.  E.  Dennis,  Certified  Shorthand  Reporter.  Reports  referred 
to  but  not  reproduced  herein  were  distributed  to  all  members 
of  the  House  of  Delegates  at  the  24th  Annual  Midwinfer 
Clinical  Session,  in  the  printed  “House  of  Delegates  Hand- 
book,” or  were  distributed  to  all  members  of  the  House  in 
mimeographed  form.  Copies  of  all  such  reports  are  on  file 
with  the  Executive  Office  of  the  Society,  and  with  the  Secre- 
tary of  each  Component  Society,  available  for  study  by  any 
member  of  the  Society. 
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quently  these  Delegates  cannot  be  seated  until 
such  time  as  we  receive  some  form  of  written 
communication,  by  wire  or  otherwise. 

Sixty-one  accredited  Delegates  (more  than  a 
quorum)  (before  adjournment  increased  to  73) 
answered  roll  call. 

On  motion  the  first  report  of  the  Credentials 
Committee,  as  amended  by  the  supplemental  re- 
port. was  adopted. 

Opening  Address  of  Speaker  Bolton 

It  has  occurred  to  your  Speaker  that  there  are  several 
ways  in  which  our  House  of  Delegates  proceedings  could  be 
expedited  without  loss  of  form  or  content.  In  the  calling  of 
the  roll,  under  a new  method  today,  you  have  already  seen 
some  of  these  ideas  in  operation.  I asked  Mr.  Sethman  to  try 
this  new  method  of  calling  the  roll  and  I do  believe  it  will 
save  several  minutes  each  time  that  it  is  necessary  to  call  the 
roll.  1 recommend  that  you  approve  its  continuance. 

I would  like  next  to  quote  to  you  from  Robert’s  Rules  of 
Order  which  states  “When  there  is  evidently  no  opposition, 
the  formality  of  voting  can  be  avoided  by  the  Chair  asking  if 
there  is  any  objection  to  the  proposed  action  and  if  there  is 
none,  announcing  the  result.”  Naturally,  there  are  exceptions 
to  this  rule  to  prevent  its  misuse.  However,  with  your  per- 
mission, I should  like  to  make  use  of  this  rule  a number  of 
times  when  we  are  going  through  more  or  less  formal  closing 
of  motions,  in  order  to  expedite  the  business. 

The  next  procedure  in  our  proceedings  which  takes  con- 
siderable time  unnecessarily,  is  with  regard  to  the  work  of 
the  reference  committees  and  the  disposition  of  it  by  the 
Speaker  of  the  House.  Almost  every  reference  committee 
receives  at  least  several  non-controversial  reports  which  are 
purely  informative  and  contain  no  recommendations  for  action. 
For  instance,  if  six  public  health  subcommittees  report  only 
what  they  have  accomplished  during  the  year,  there  is  no 
need  for  the  reference  committee  to  submit  a separate  sectipn 
of  its  report  for  each  of  these  subcommittees.  It  can  report 
its  receipt  of  all  six  reports,  its  approval  of  them  and,  if 
appropriate,  its  thanks  or  appreciation  to  one  or  more  or 
all  of  the  subcommittees  in  one  section  of  the  reference 
committee  report.  Naturally,  every  recommendation  for  action 
and  every  report  which  deals  with  Medical  Society  policy 
or  which  implies  any  sort  of  controversy,  should  be  handled 
separately  by  the  reference  committee.  Secondly,  a way  of 
expediting  reference  committee  reports  would  be  to  not  wait 
for  seconds  to  the  motion  of  a reference  committee  chairman 
when  he  moves  adoption  of  a section  of  his  report,  or  perhaps 
the  report  as  a whole.  I would  remind  you  that  all  reference 
committees  consist  of  Delegates.  Any  report  of  any  reference 
committee  therefore  always  carries  the  approval  of  several 
Delegates,  certainly  a majority  of  that  committee,  and  as  a 
rule  the  entire  committee.  The  motion  by  a reference  com- 
mittee chairman  to  adopt  part  of  his  report  is  therefore 
automatically  seconded. 

It  may  appear  to  you  that  your  Speaker  has  taken  some 
liberties  in  his  reference  of  parts  of  printed  reports  to  dif- 
ferent reference  committees,  and  in  creating  a new  reference 
committee.  If  this  were  an  Annual  Session  that  would  be 
true  as  under  your  existing  standing  rule  on  reference  com- 
mittees there  is  actual  designation  as  to  where  reports  are 
to  be  referred  at  such  session.  Fortunately,  both  for  me  and 
for  the  ideas  advanced  by  your  Ad  Hoc  Committee  on  Re- 
organization, your  standing  rule  does  not  at  present  control 
the  Clinical  Session  appointments,  and  under  the  By-Laws  it 
was  therefore  within  the  authority  of  the  Speaker  to  under- 
take these  trial  changes.  I hope  you  will  like  them  but  will 
be  most  happy  if  any  of  you  can  come  up  with  further  ways 
to  improve  and  expedite  our  work. 

Speaking  of  trial  changes,  most  of  you  probably  realize 
that  this  is  the  first  time  we  have  started  the  House  of  Dele- 
gates with  a morning  meeting  at  the  Midwinter  Session,  to 
this  extent  copying  the  timing  of  the  Annual  Session.  It  has 
been  done  for  many  years  at  Annual  Sessions  primarily  to 
make  the  afternoon  free  for  sports  events.  Your  Speaker  and 
your  Board  of  Trustees  have  a different  reason  for  trying  it 
at  this  Midwinter  Session.  We  hope  all  of  the  reference  com- 
mittees will  meet  this  afternoon  and  work  hard.  If  the 
reference  committees  complete  their  work  this  afternoon  it 
will  free  the  members  from  the  need  of  missing  any  of  the 
evening’s  entertainment  or  tomorrow’s  scientific  sessions. 

We  are  truly  sympathetic  with  those  members  of  the  House 
who  in  the  past  have  almost  never  been  able  to  attend  the 
stag  dinner  and  smoker  and  have  been  unable  for  the  same 
reason  to  hear  scientific  papers.  We  trust  the  morning  meet- 
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ing  may  in  some  small  measure  alleviate  this  problem. 

I am  sure  that  all  Delegates  have  read  their  Handbook  in 
its  entirety  and  therefore  have  noticed  the  interesting  fact 
that  we  will  now  have  three  A.M.A.  Delegates.  You  will 
therefore  have  noticed  the  recommendation  of  the  Board  of 
Trustees  with  regard  to  the  first  election.  Subject  to  approval 
of  the  House,  your  Speaker  has  already  decided  that  this 
should  be  acted  upon  at  today’s  meeting  and  does  not  need 
to  be  passed  upon  by  a reference  committee;  therefore,  when 
we  reach  that  point  in  the  order  of  business,  I shall  ask  you 
to  carry  out  the  selection  of  an  unofficial  nominating  com- 
mittee just  as  you  would  do  it  more  officially  at  an  Annual 
Session. 

I realize  that  there  are  several  important  decisions  which 
this  House  must  make  within  the  next  two  or  three  days. 
I hope  that  we  can  carry  out  all  of  our  House  of  Delegates 
business  in  two  days.  It  will  require  diligence  to  accomplish 
it  in  this  period  of  time.  If  for  a good  reason  it  cannot  be 
done  and  we  must  meet  again  Thursday,  as  well  as  at  the 
scheduled  meeting  tomorrow,  I hope  all  of  you  will  remain 
for  whatever  additional  meetings  become  necessary.  Please 
remember  that  the  policies  of  your  Society  for  the  future  are 
made  right  here  in  the  House,  and  the  future  of  your  practice 
and  the  practices  of  all  your  colleagues  may  depend  upon  the 
wisdom  of  decisions  made  at  these  meetings. 

Vice  Speaker  Covode:  “Speaker  Bolton  has 
given  us  some  concrete  suggestions  for  stream- 
lining the  work  of  this  session  and  even  the  An- 
nual Session  next  September.  The  chair  has  noted 
several  specific  recommendations  and  will  now 
entertain  motions  either  to  approve  or  reject 
them.” 

Without  further  discussion  a motion  to  approve 
the  Speaker’s  recommendations  carried  without 
dissent. 

On  motion  regularly  seconded  and  carried  with- 
out dissent,  minutes  of  the  last  Annual  Session 
field  September  24  to  27,  1958,  at  Colorado  Springs, 
appearing  in  abstract  in  the  November,  1958,  issue 
of  the  Rocky  Mountain  Medical  Journal,  beginning 
at  page  74,  were  adopted  as  published  without 
correction. 

Speaker  Bolton  referred  all  reports  of  the 
Board  of  Trustees  as  supplemented  verbally  (see 
below)  by  Dr.  John  I.  Zarit,  President  and  Chair- 
man of  the  Board  of  Trustees,  to  Reference  Com- 
mittees as  noted  in  the  Handbook. 

Supplemental  Report  of  the 
Board  of  Trustees 

In  reference  to  the  old  age  pension  report:  A lot  of  you 
are  aware  of  the  fact  that  this  plan  was  approved  at  the 
statewide  election  two  years  ago.  It  is  the  law  and  it  is  in 
effect.  Regardless  of  how  some  of  us  may  feel  about  this 


medical  and  surgical  program — it  may  have  a little  tint  of 
socialized  medicine  to  it — you  have  got  to  make  the  best  of  it. 
The  law  is  so  written  that  the  director  of  the  State  Welfare 
Department  has  power  to  implement  this  medical  and  surgical 
program.  The  director  has  three  choices  to  make: 

(1)  He  could  voluntarily  meet  with  the  State  Medical 
Society,  get  our  advice  and  cooperation,  and  through  us  ask 
the  Blue  Shield  and  Blue  Cross  to  act  as  fiscal  agent. 

(2)  He  could  contract  with  a commercial  insurance  com- 
pany to  act  as  fiscal  agent. 

(3)  He  could  set  up  his  own  health  insurance  plan. 

Fortunately  Mr.  Guy  Justis,  Director  of  the  Welfare  De- 
partment, is  sold  100  per  cent  on  free  choice  of  physician.  He 
is  sold  on  organized  medicine.  Because  of  that,  he  discarded 
the  second  and  third  choices  and  met  with  your  Board  of 
Trustees  and  signed  a contract  which  is  in  effect  until  July 
1st  of  next  year.  He  has  been  very  cooperative.  The  Blue 
Shield  and  Blue  Cross  have  acted  as  his  fiscal  agents. 

Blue  Shield  and  Blue  Cross  do  not  run  the  old  age 
pension  plan!  They  are  merely  the  fiscal  agents  for  the  State 
Welfare  Department.  When  problems  have  arisen,  Mr.  Justis 
has  come  to  us  to  see  if  we  can  resolve  them.  Any  plan  that 
one  starts  will  have  certain  bugs  in  it.  You  have  a friend  in 
Mr.  Justis  and  he  has  promised  that  he  will  not  sell  us  down 
the  line,  so  let  us  work  with  him. 

The  second  thing  that  I would  like  to  take  up  is  that  in 
February,  1955,  you  adopted  a resolution  directing  the  Board 
of  Trustees  to  publish  and  distribute  to  all  officers  of  the 
Society  and  to  the  Presidents  and  Secretaries  of  all  Component 
Societies,  the  approved  condensed  descriptive  minutes  of  the 
Board’s  meetings,  this  to  be  done  not  later  than  two  weeks 
after  final  approval  of  the  Board.  In  visiting  the  various 
Component  Societies  your  Board  of  Trustees  had  the  feeling 
that  the  minutes  of  the  Board  of  Trustees  are  not  communi- 
cated to  all  the  members  of  the  constituent  Societies.  The 
Presidents  and  Secretaries  have  them.  They  no  doubt  read 
them  and  have  good  intentions.  But  we  found  when  we 
reached  their  meetings  that  the  information  is  not  communi- 
cated to  individual  members. 

I wish  you  gentlemen  would  go  back  to  your  Component 
Societies  and  call  the  attention  of  your  Presidents  and  Secre- 
taries to  this.  We  are  not  trying  to  cast  reflections  on  the 
good  work  done  by  the  officers  of  the  Component  Societies: 
but  I think  it  is  just  merely  a case  of  neglect. 

Report  of  the  President 

Thirdly,  it  is  my  duty,  according  to  the  Constitution  and 
By-Laws,  as  President  of  your  Society,  to  deliver  pertinent 
facts  in  writing  to  the  House  of  Delegates.  I am  taking  this 
opportunity  now  to  read  the  following; 

The  A.M.A.  action  at  Minneapolis  in  December,  1958,  en- 
dorsing development  of  a low-cost  medical  plan  for  elderly 
citizens  was  among  the  most  progressive  steps  ever  taken  by 
organized  medicine.  In  carrying  out  the  intent  of  the  A.M.A. 
House  of  Delegates  action,  the  policy  making  body  called  for 
immediate  development  of  a program  to  meet  the  special 
medical  needs  of  persons  over  65  and  to  suggest  a level  of 
medical  compensation  for  those  benefits  which  would  permit 
rates  commensurate  with  the  modest  resources  of  low  family 
income  of  persons  in  this  age  category. 

As  a result  of  the  A.M.A.  action,  a resolution  was  adopted 
by  members  of  health  insurance  associations  for  the  purpose 
of  encouraging  companies  to  make  policies  more  liberal  and 
broaden  the  benefits.  About  the  same  time.  Dr.  Donald 
Stubbs,  President  of  the  Blue  Shield  Commission,  was  calling 
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upon  all  Blue  Shield  Plans  to  work  closely  with  local  medical 
groups  in  drafting  programs  which  will  offer  Inducements  to 
persons  over  age  65.  Determination  of  premium  income  and 
fee  levels  will  be  determined  by  local  medical  societies.  It 
calls  for  a program  based  upon  low  fee  schedules  at  reduced 
rates. 

The  antithesis  or  counterpart  to  the  action  of  the  A.M.A. 
Delegates  was  found  recently  in  our  local  newspapers,  calling 
our  attention  to  a resolution  in  which  a group  of  physicians 
was  seeking  an  increase  in  fees  from  our  old  age  pension 
medical  and  surgical  plans.  I am  sure  there  was  no  intent 
to  submit  this  resolution  to  the  newspapers  until  it  was 
acted  upon  by  the  Society.  Inadvertently  the  press  obtained 
a copy  of  the  resolution.  Damage  has  been  done.  Public 
confidence  in  Colorado  medicine  has  dropped  a notch  or  two. 

You,  the  members  of  the  House  of  Delegates  during  this 
session,  have  the  opportunity  to  regain  the  confidence  of 
the  public.  It  is  said  the  difference  between  a politician  and 
a statesman  is  that  a politician  looks  to  the  next  election 
while  the  statesman  looks  to  the  next  generation.  Sir  Thomas 
Browne,  famous  philosopher  and  physician,  wrote  that  “No 
one  should  approach  the  Temple  of  Service  with  the  soul  of 
a money  changer.”  There  is  nothing  new  in  medicine  and  the 
same  can  be  said  for  medical  economics.  The  profession  to 
some  extent  was  pretty  “commercial  minded”  at  the  turn 
of  the  20th  Century.  In  those  days  the  late  Dr.  Robert  Levy, 
Past  President  of  this  Society,  read  to  his  students  what  John 
Ruskin  once  said  of  doctors:  “They  like  fees,  no  doubt  ought 
to  like  them — yet  if  they  are  brave  and  well  educated,  the 
entire  object  of  their  lives  is  not  fees.  They,  on  the  whole, 
desire  to  cure  the  sick;  and,  if  they  are  good  doctors,  and 
the  choice  were  fairly  put  to  them,  would  rather  cure  their 
patient  and  lose  their  fee  than  kill  him  and  get  it;  and 
know,  with  all  other  brave  rightly  trained  men,  their  work 
is  first,  their  fee  second,  very  important  always,  but  still 
second.” 

If  the  profession  in  Colorado  is  as  willing  to  give  as  to 
receive,  to  regulate  our  practice  and  our  fees  so  as  to  pre- 
serve our  freedom  from  being  regulated,  and  grant  the  com- 
munity as  many  benefits  as  we  hope  to  assure  for  ourselves, 
it  may  be  all  that  physicians  need  to  maintain  their  profes- 
sional independence.  Let  us  put  aside  arguments  over  fee 
schedules  and  economic  levels. 

The  physician’s  success  in  maintaining  the  confidence  of 
his  public  and  regaining  it  where  it  has  been  lost  will  depend 
on  what  he  gives  and  not  what  he  gets.  The  practice  of 
medicine  is  still  a service  as  dedicated  as  the  ministry,  and 
those  who  base  their  success  on  their  income  are  not  truly 
in  that  service.  Let  us  leave  behind  our  emotional  spells  for 
fear  of  losing  the  balance  of  our  brains.  Let  us  caution  each 
other  to  keep  the  right  proportion  between  reason  and  emo- 
tion. Let  us  be  optimistic  as  we  approach  our  deliberations, 
because  an  optimist  is  rational  while  a pessimist  is  emotional. 

An  eminent  specialist  who  devoted  much  of  his  time  to 
charity  work  in  clinics  was  surprised  to  have  a bewhiskered 
old  gentleman  ushered  into  his  elaborate  consultation  room 
one  day. 

“Remember  me.  Doctor?”  asked  the  man.  “You  treated 
me  over  at  the  clinic.  Well,  I’ve  been  left  a little  money 
and  I guess  I can  afford  my  own  doctor  now.” 

“But  what  made  you  come  to  me?”  the  physician  wanted 
to  know.  “I  wasn’t  the  only  doctor  who  treated  you  at  the 
clinic.” 

“I  know,”  the  old  man  said  quietly,  “but  you  were  the 
only  one  who  helped  me  with  my  coat.” 

In  conclusion  may  I suggest,  gentlemen,  that  you  find  the 


facts,  filter  the  facts,  form  the  facts,  and  face  the  facts. 

(Applause.) 

Speaker  Bolton  asked  Dr.  Kenneth  Sawyer  to 
introduce  a guest. 

A.M.A.  Delegate  Kenneth  C.  Sawyer  (Denver): 
“It  is  my  extreme  honor  to  introduce  Dr.  George 
M.  Fister  of  Ogden,  Utah,  member  of  the  Board 
of  Trustees  of  the  American  Medical  Association.” 
(Applause.) 

Dr.  Fister:  “I  have  no  address.  I am  here  as  an 
individual.  I have  always  been  very  thoughtful 
of  Colorado  and  Colorado’s  Medical  Society  has 
always  been  very  kind  to  me.  I have  many  friends 
here.  I have  tried  for  a year  or  more  to  come  over 
here  to  attend  a meeting  or  to  sit  in  on  the  House 
of  Delegates  or  the  Board  of  Trustees  just  as  an 
interested  observer,  and  that  is  what  I am  here 
for  today.  Nobody  at  the  headquarters  of  A.M.A. 
even  knows  about  this  visit.  So  it  is  a friendship 
visit  and  one  I have  looked  forward  to  for  a long 
time.  I might  state  that  the  A.M.A.  is  very  proud 
of  Colorado’s  representation  and  strength,  and  I 
am  happy  that  Colorado  will  now  have  a third 
Delegate  in  the  A.M.A.  House  of  Delegates.  It  is 
a big  organization,  and  with  your  support  and 
another  Delegate  from  Colorado  we  can  look  for- 
ward to  great  things  from  this  state  again.” 

Speaker  Bolton  directed  attention  to  that  sec- 
tion of  the  Board  of  Trustees  Report  on  pages  11 
and  12  of  the  Handbook  relating  to  the  selection 
of  a third  A.M.A.  Delegate.  He  stated  that  the 
Board  of  Trustees  had  recommended  that  the 
House  at  this  Midwinter  Clinical  Session  choose  an 
unofficial  Nominating  Committee  to  propose  names 
for  a third  Delegate  and  a third  Alternate;  and 
that  if  such  an  unofficial  Nominating  Committee 
was  to  be  elected  it  should  undoubtedly  be  done 
at  today’s  meeting. 

The  recommendation  of  the  Board  of  Trustees 
in  this  respect  was  adopted  without  dissent. 
Speaker  Bolton  ruled  that  election  of  the  Nominat- 
ing Committee  would  be  carried  out  as  the  first 
item  under  new  business,  just  as  at  an  annual 
session. 

Speaker  Bolton  referred  the  report  of  the 
Board  of  Trustees  Liaison  Committee  with  the 
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Board  of  Regents  as  printed  in  the  Handbook  and 
as  supplemented  by  the  chairman,  Dr.  Kenneth 
Sawyer,  as  follows,  to  the  Reference  Committee  on 
Legislation  and  Public  Relations. 

Supplemental  Report  of  the 
Liaison  Committee 

“Mr.  Chairman,  we  have  a resolution  recently 
adopted  by  the  Board  of  Regents,  as  follows; 

“WHEREAS,  The  statute  which  provided  for  the  erec- 
tion and  operation  of  the  Colorado  General  Hospital  by 
the  Board  of  Regents,  although  it  permitted  admission 
of  non-indigent  patients  with  illnesses  of  interest  to 
the  teaching  and  research  efforts  of  the  School  of  Medi- 
cine, prohibited  the  collection  of  fees  for  professional 
services  from  such  patients  or  any  others  even  though 
such  fees  represented  no  hardship  to  the  patient  him- 
self: and 

“WHEREAS,  It  subsequently  became  clear  that  the 
admission  of  full  pay  patients,  not  in  place  of  but  in 
addition  to,  indigent  patients  was  essential  to  the  con- 
tinuing development  of  the  Medical  Center  because  of 
the  need  of  (a)  providing  clinical  faculty  members 
with  the  opportunity  of  direct  patient  responsibility: 

(b)  the  introduction  into  the  Medical  Center  of  addi- 
tional important  teaching  and  research  cases,  particularly 
at  a time  when  the  number  of  medically  indigent 
patients  is  decreasing:  and  (c)  the  additional  source  of 
supplementation  of  faculty  salaries,  it  was  proposed  in 
1955  that  a facility  for  full  pay  patients  be  built  at 
the  Medical  Center:  and 

“WHEREAS,  In  recognition  of  the  importance  of  the 
development  of  a Master  Plan  along  lines  which  would 
be  consonant  with  the  aims  of  the  medical  profession 
as  a whole,  a Liaison  Committee  of  the  Colorado  State 
Medical  Society  and  the  Board  of  Regents  was  created 
and  effectively  and  in  the  best  interests  of  the  State  as 
a whole  succeeded  in  gaining  approval  of  the  medical 
profession  for  facilities  for  full  pay  patients:  and 

“WHEREAS,  Subsequently,  through  the  Liaison  Com- 
mittee, the  medical  profession  has  sympathetically  and 
sincerely  joined  the  University  in  attempting  to  further 
the  development  of  the  Center  in  the  interest  of  medical 
education  and  medical  care:  and 

“WHEREAS,  These  deliberations  have  now  led  to  the 
approval  of  a Master  Plan  for  the  expansion  of  the 
Medical  Center  and  for  support  of  a proposed  change 
in  the  Colorado  General  Hospital  statute  whereby  fees 
for  professional  services  could  be  collected  in  the  name 
of  the  faculty  physician  and  used  under  the  direction 
of  the  Board  of  Regents  for  the  betterment  of  salaries 
of  all  members  of  the  faculty,  irrespective  of  their 
individual  earning  power  or  contribution  to  such  fund: 
but,  on  the  contrary,  based  upon  their  contribution  to 
teaching  and  research  at  the  Medical  School  in  all 
departments,  it  being  the  purpose  to  arrive  at  salaries 
competitive  with  those  paid  by  other  first  class  medical 
schools:  therefore  be  it 

“RESOLVED,  That  the  University  Board  of  Regents 
(1)  ratify  the  action  involved  in  drafting  an  Act  to 
Amend  Article  4,  Chapter  124,  Colorado  Revised  Statutes 
1953,  Relating  to  Colorado  General  Hospital,  and  (2) 
urge  the  passage  by  the  42nd  General  Assembly  of  the 
Act  heretofore  introduced  which  was  in  the  form  pro- 
posed by  the  Colorado  Medical  Society:  and  be  it 
further 

“RESOLVED,  That  the  Board  of  Regents  of  the 
University  of  Colorado  ratify  and  confirm  the  statement 
of  principles  agreed  upon  between  the  Board  of  Regents 
and  the  Colorado  Medical  Society  as  set  forth  in  the 
Memorandum  of  Agreement,  dated  August  21,  1956: 

and  be  it  further 

“RESOLVED,  That  the  Board  of  Regents  of  the 
University  of  Colorado  express  to  the  Colorado  Medical 
Society  and  its  Liaison  Committee  its  appreciation  for 
the  assistance,  advice  and  cooperation  extended  to  the 
Plan  above  referred  to  for  the  development  of  medical 
education  at  the  Medical  Center,  and  that  the  continued 
help  and  assistance  of  the  Society  and  its  members  be 
sought  to  the  end  of  carrying  out  the  mutually  agreed 
upon  plan  for  such  development.  In  this  connection, 
the  Board  of  Regents  of  the  University  of  Colorado  ex- 
presses to  the  Liaison  Committee  and  the  Society  its 
intention  to  continue  to  seek  the  advice  and  assistance 


of  the  Society  through  its  Liaison  Committee  in  estab- 
lishing the  details.” 

Dr.  Sawyer  (continuing);  “That  demonstrates 
the  rapport  we  have  been  able  to  establish  with 
the  Regents  of  the  University  of  Colorado.  It  has 
and  will  continue  to  do  a great  deal  for  medical 
education.  We  certainly  urge  that  the  Society 
carry  out  our  part  of  the  agreement.  We  hope 
that  we  can  stay  behind  our  school  and  see  that 
it  continues  to  grow  and  be  one  of  the  great 
medical  schools  of  the  country.” 

Report  of  the  Board  of  Councilors 

Referred  as  printed  to  the  Reference  Commit- 
tee on  Professional  Relations.  There  was  no  sup- 
plement. 

Report  of  the  Grievance  Committee 

Referred  as  printed  to  the  Reference  Committee 
on  Professional  Relations,  without  supplement. 

Report  of  the  Subcommittee 
on  Panel  Practice 

Secretary  Sethman  presented  a mimeographed 
supplement  on  behalf  of  Chairman  B.  T.  Daniels, 
who  was  representing  the  Society  at  a meeting  in 
Cincinnati.  The  supplement  was  entitled  “Analysis 
of  the  Findings,  Conclusions  and  Recommenda- 
tions of  the  Report  of  the  Commission  on  Medical 
Care  Plans,  by  B.  T.  Daniels,  M.D.,  Chairman,  for 
the  Grievance  Committee’s  Subcommittee  on  Panel 
Practice,”  an  11-page  document  which  had  been 


JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  0 

KYNEX 

Sulfamethoxypyridazine  Lederle 

O.B  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ' 


for  April,  1959 


119 


distributed  to  all  members  of  the  House,  which  by 
reference  thereto  made  a part  hereof. 

A motion  that  the  analysis  be  referred  to  the 
Reference  Committee  on  Professional  Relations 
without  being  read  carried  without  dissent. 

Report  of  the  Delegates  to  the  A.M.A. 

Speaker  Bolton  referred  the  report  of  the  Dele- 
gates to  the  A.M.A.  in  the  Handbook,  together  with 
the  verbal  supplemental  report  by  the  senior 
Delegate,  Dr.  Kenneth  C.  Sawyer,  which  follows, 
to  the  Reference  Committee  on  Professional  Rela- 
tions. 

There  are  a couple  of  points  in  this  report  that  need  re- 
emphasis and  the  Board  of  Trustees  of  the  Colorado  State 
Medical  Society  asked  for  an  additional  verbal  report  per- 
taining to  the  recommendations  of  the  report  of  the  Com- 
mission on  Medical  Care  Plans.  Our  report  pertaining  thereto 
is  found  at  pages  92  to  96  of  the  Rocky  Mountain  Medical 
Journal.  January,  1959,  and  I will  re-read  two  paragraphs  to 
bring  us  up  to  date  on  the  action  taken  by  the  national  body 
on  the  Commission  on  Medical  Care  Plans  report.  The  refer- 
ence committee  respectfully  suggests  “to  the  constituent 
associations  reviewing  the  report  in  the  interim,  that  their 
attitude  regarding  the  report  will  be  clarified  if  they  arrive 
at  some  decisions  in  regard  to  the  following  basic  points: 
(of  this  report) 

“1.  Free  Choice  of  Physician — Acknowledging  the  im- 
portance of  free  choice  of  physician,  is  this  concept  to 
be  considered  a fundamental  principle,  incontrovertible, 
unalterable,  and  essential  to  good  medical  care  without 
qualification? 

“2,  Closed  Panel  Systems — What  is  or  will  be  your 
attitude  regarding  physician  participation  in  those  sys- 
tems of  medical  care  which  restrict  free  choice  of 
physician? 

“These  suggestions  acknowledge  that  the  policy  of 
the  American  Medical  Association  to  encourage  and 
support  the  highest  quality  of  medical  care  for  all 
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patients  remains  unchanged.  They  question,  however, 
whether  attitudes  toward  the  free  choice  of  physician 
and  the  closed  panel  system  may  be  undergoing  evolu- 
tionary change. 

“The  House  recommended  that  the  Board  of  Trustees 
invite  the  constituent  associations  to  forward  their  re- 
plies to  these  questions  to  the  Executive  Vice  President 
60  days  in  advance  of  the  June,  1959,  meeting.” 

In  other  words,  they  want  the  Commission’s  report  care- 
fully read.  A special  issue,  the  January  17,  1959,  issue  of 
The  Journal  of  the  American  Medical  Association,  gives  the 
report  of  the  Commission  on  Medical  Care  Plans.  Since  our 
Board  of  Trustees  asked  us  to  review  this  briefly  for  you 
today.  Dr.  B.  T.  Daniels,  who  is  the  Chairman  of  the  Griev- 
ance Committee  Subcommittee  on  Panel  Practice,  has  made 
an  excellent  analysis  of  the  findings  and  conclusions  of  this 
Commission  on  Medical  Care  Plans  and  analyzes  it  from 
the  standpoint  of  just  exactly  what  the  Board  of  Trustees 
wanted  us  to  clarify. 

In  other  words,  this  Commission  report  was  not  passed 
by  the  House  of  Delegates  of  the  American  Medical  Associa- 
tion; it  was  referred  for  further  study,  not  just  by  the  Dele- 
gates and  by  the  officers,  but  by  every  man  in  the  country. 

I hope  that  all  of  you  will  read  and  re-read  not  only  the 
report  of  the  Commission,  but  Dr.  Daniels’  very  able  analysis 
of  this  report.  We  think  that  the  Commission  did  a terrific 
amount  of  work.  You  see,  they  have  been  working  on  this 
for  four  years  and  they  certainly  deserve  a lot  of  thanks  for 
their  efforts. 

It  is  doubtful,  however,  if  the  authorities  appointing  the 
Commission  had  any  idea  that  they  would  come  up  with  the 
conclusions  that  they  did.  In  other  words,  they  did  not 
emphasize  the  free  choice  of  physician  to  a sufficient  degree. 
The  deliberations  of  the  entire  Commission  concerning  the 
Miscellaneous  and  Unclassified  plans,  which  most  of  ours 
fall  into,  are  actually  based  upon  the  conclusions  of  only 
four  men,  or  one  little  segment  of  this  Commission.  In  other 
words,  the  Commission  members  themselves,  if  you  read 
this,  are  more  or  less  divided  against  themselves  ,They  are 
not  sure  that  it  is  the  thing  that  they  want  to  do.  Most  of 
the  material,  insofar  as  we  are  concerned,  and  most  of  that 
which  they  have  in  their  report,  came  from  discussions  with 
administrators  and  paid  physicians  of  the  plans,  and  from 
medical  societies  where  these  plans  were  located,  and  just 
certain  ones  that  they  chose  to  interview. 

We  think  it  is  not  representative.  At  no  place  in  the 
Commission  report  were  we  able  to  find  any  direct  statement 
that  said  that  any  patients  were  interviewed  at  all.  And  we 
were  frankly  amazed  that  a commission  composed  of  men 
whose  background  of  scientific  training  is  such  as  to  make 
them  aware  of  the  principles  of  good  investigating  processes, 
could  ever  recommend  anything  like  this.  This  group  of 
problems  contains  so  many  variables  and  so  many  diametri- 
cally opposed  answers  to  questions,  that  conclusions  cannot 
be  drawn  arid  the  problem  should  therefore  be  approached 
from  some  other  viewpoint  if  the  entire  project  is  not  to  be 
abandoned.  We  don’t  see  how  they  could  come  up  with  that. 
And  it  was  not  passed. 

Your  Delegates  and  Alternates  to  the  American  Medical 
Association  urge  you  to  re-read  the  report  and  to  read  Dr. 
Daniels’  analysis  of  the  findings  and  conclusions,  and  then 
go  before  your  reference  committees  with  concrete  ideas  so 
that  when  we  go  back  to  the  A.M.A.  meeting  we  will  know 
what  the  doctors  in  Colorado  want.  As  it  now  stands,  we 
feel  that  the  Commission  report  is — and  we  do  not  say  it 
disrespectfully — unacceptable;  it  is  based  on  the  conclusions 
of  too  few  people  that  had  too  much  to  do  with  it.  “Free 
choice  of  physician”  are  words  of  very  sacred  meaning  to 
the  State  of  Colorado.  So  far  we  have  been  able  to  stem 
the  tide,  and  I think  it  is  just  about  to  turn;  so  let  us  stick 
by  our  guns  and  stand  up  for  what  we  think  is  right.  It  is 
just  that  simple;  “Free  choice  of  physician.”  and  everyone 
knows  what  that  means. 

Report  of  the  Executive  Secretary 

There  was  no  supplement  to  the  printed  report 
and  it  was  referred  to  the  Reference  Committee 
on  Board  of  Trustees  and  Executive  Office. 

Report  of  the  Public  Health  Committee 

Speaker  Bolton  referred  the  report  of  the 
Public  Health  Committee,  supplemented  verbally 
by  Chairman  Ward  L.  Chadwick,  as  follows,  to 
the  Reference  Committee  on  Miscellaneous  Busi- 
ness. 


120 


Rocky  Mountain  Medical  Journal 


Polio  is  still  a national  problem  and  I would  like  to  point 
out  that  there  were  238  more  paralytic  cases  in  the  United 
States  in  1958  than  in  1957. 

Over  50  per  cent  of  the  paralysis  occurred  in  children  under 
five  years  of  age.  Fifty-four  per  cent  of  the  population  under 
40  have  not  completed  their  three  injections  and  33  per  cent 
of  the  children  under  five  have  not  completed  their  three 
injections.  As  you  know,  we  had  several  epidemics  in  the 
United  States.  And  at  the  A.M.A.  meeting  in  Minneapolis 
December  5th,  the  President  of  the  American  Medical  Associa- 
tion said:  “The  problem  is  not  vaccinating  the  American 
public;  we  must  vaccinate  the  uninformed,  the  indigent  and 
the  complacent.” 

The  A.M.A.  House  of  Delegates  adopted  a resolution  setting 
forth  three  things: 

(1)  Each  physician  assume  the  responsibility  for  making 
certain  whenever  possible  that  all  members  of  families  he 
serves  receive  protection  against  poliomyelitis  by  having  the 
full  three  doses  of  polio  vaccine. 

(2)  State  medical  organizations  arrange  with  state  health 
departments  for  a Joint  effort  to  bring  together  county 
medical  society  representatives  and  representatives  of  county 
and  city  health  departments  for  the  purpose  of  discussing 
the  need  for  joint  study  committees  at  the  local  level  to  survey 
the  problems  which  may  exist  and  to  work  jointly  to  serve 
them. 

(3)  County  medical  societies  meet  with  county  and  local 
health  department  representatives  to  create  study  committees 
to  survey  the  problem  of  immunization  as  it  may  exist  in  the 
local  area  and  develop  and  implement  a satisfactory  program 
to  meet  the  local  situation. 

The  Immunization  Committee  has  seen  these  recommenda- 
tions and  I would  recommend  that  these  recommendations  of 
the  A.M.A.  House  of  Delegates  be  reaffirmed  by  this  body. 

Report  of  the  Public  Policy  Committee 

Speaker  Bolton  referred  the  Handbook  report 
of  the  Public  Policy  Committee,  which  was  not 
supplemented,  to  the  Reference  Committee  on 
Legislation  and  Public  Relations. 


Pheport  of  the  Special  Ad  Hoc  Committee 
on  By-Law  Revisions 

Referred  without  supplement  to  the  Reference 
Committee  on  Constitution,  By-Laws  and  Cre- 
dentials. 

Speaker  Bolton  referred  the  Handbook  Report 
of  the  Blue  Shield  Fee  Schedule  Advisory  Com- 
mittee, as  verbally  supplemented  by  Chairman 
John  H.  Amesse  with  a progress  report,  as  follows, 
to  the  Reference  Committee  on  Insurance  and  Pre- 
payment Plans. 

Progress  report  of  the  Blue  Shield  Fee 
Schedule  Advisory  Committee 

Acting  upon  the  previous  recommendations  of  the  Blue 
Shield  Fee  Schedule  Advisory  Committee  and  the  appropriate 
reference  committee,  the  House  of  Delegates  of  our  State 
Medical  Society  last  September  approved  in  principle  the 
development  of  two  additional  Blue  Shield  Plans — tentatively 
titled  Standard  Plan  “A”  and  Preferred  Plan  “A”  with 
family  income  limits  of  $4,500  and  $9,000,  respectively — and 
instructed  the  Advisory  Committee  to  pursue  the  develop- 
ment of  the  fee  schedules  applicable  to  the  additional  Plans. 
It  was  suggested  also  that  consideration  be  given  to  the 
feasibility  of  the  institution  of  a deductible  provision  in 
Blue  Shield,  and  to  the  simplification  of  titles  of  the  pro- 
posed and  existing  Plans. 

Pursuant  to  these  Instructions,  all  Advisory  Committee 
members  were  circularized  by  letter  last  November  and  asked 
to  present  this  matter  to  their  Component  Societies  or  Spe- 
cialty Groups,  and  make  known  to  the  Advisory  Committee 
their  societies’  wishes  insofar  as  the  fee  schedules  for  the 
additional  Plans  were  concerned. 

The  questionnaire  thus  distributed  gave  each  Component 
Society  and  Specialty  Group  the  opportunity  to  1 1 ) accept 
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the  Advisory  Committee’s  proposed  percentage  approach, 
wherein  the  fee  schedule  allowances  for  the  Standard  Plan 
"A”  would  be  in  the  amount  of  75  per  cent  of  the  existing 
Preferred  Plan,  and  the  allowances  for  the  proposed  Pre- 
ferred Plan  “A”  would  be  in  amounts  equal  to  125  per  cent 
of  the  existing  Preferred  Plan  (the  Preferred  fee  schedule 
was  used  as  the  base  from  which  the  percentage  approach 
was  applied  because  that  schedule  was  not  only  carefully 
established  by  the  Advisory  Committee  originally,  but  also 
had  subsequently  received  the  committee’s  study  and  review 
on  some  12  separate  occasions),  or  (2)  accept  the  foregoing 
percentage  approach  as  generally  acceptable  and  then  specify 
those  items  in  the  schedule  requiring  adjustment  not  amenable 
to  the  percentage  factor,  and  make  appropriate  recommenda- 
tions therefor:  or  (3)  submit  an  alternate  method  of  devising 
the  needed  fees. 

The  various  Societies  which  responded  to  the  inquiry  ex- 
pressed a majority  opinion  that  the  application  of  the  per- 
centage factor  to  the  existing  Preferred  Plan  schedule  was 
acceptable,  and  made  suggestions  to  include  the  assistant 
surgeon  benefit  and  provided  fees  for  a few  procedures  where 
the  application  of  the  percentage  formula  was  not  satisfactory. 
However,  four  Specialty  Groups  dissented  and  stated  sundry 
objections  to  the  entire  proposal,  and  in  so  doing  brought 
to  light  some  excellent  points  which  your  committee  has 
explored  and  now  acknowledges  as  worthy  of  incorporation. 
Other  objections  received  do  not  appear  to  be  well  taken  but 
all  points  raised  are  worthy  of  consideration  and  are  set 
forth  below  for  that  purpose. 

I.  SERVICE  BENEFIT  INCOME  LIMITS 

It  has  been  stated  that  the  suggested  service  benefit  income 
limit  of  $4,500  for  the  proposed  Standard  Plan  “A”  is  too 
high  and  in  too  close  proximity  to  the  existing  Preferred  Plan 
limit  of  $6,000  per  year.  In  exploring  this,  the  committee 
recalled  that  the  $4,500  amount  was  simply  a suggestion  made 
during  its  earlier  meeting  and  need  not  be  regarded  as  final. 
In  fact,  it  is  felt  that  this  observation  is  entirely  realistic  and 
that  an  income  limit  of  $3,600  per  year  would  better  serve 
to  accomplish  the  desired  purposes  of  having  a Standard 
Plan  “A.”  In  regard  to  the  proposed  Preferred  Plan  “A,”  at 
a $9,000  income  limit,  there  has  been  no  serious  expression 
of  disagreement  other  than  the  observation  made  by  some 


that  there  is  no  market  for  such  a Plan.  The  Blue  Shield 
staff  insists  that  there  is  a reasonable  market  for  Preferred 
Plan  “A.”  These  are  two  conflicting  opinions  but,  in  any 
event.  Preferred  Plan  “A”  with  or  without  a market  seems 
to  be  acceptable  to  all  parties. 

II.  THE  NEED  FOR  ADDITIONAL  PLANS 

A warning  note  has  been  sounded  against  increasing  the 
number  of  Plans  offered.  Some  doctors  feel  that  such  a move 
will  create  objectionable  complications.  The  committee  does 
not  share  this  concern  and  believes  that  if  Blue  Shield  repre- 
sents the  medical  profession’s  method  of  providing  the  people 
of  Colorado  with  a realistic  prepaid  surgical-medical  care 
program,  it  must  be  geared  to  our  state’s  economy  in  general, 
and  the  individual  citizen’s  pocketbook  in  particular.  Nine 
short  years  ago,  we  were  in  the  position  of  having  only  one 
Plan — the  original  Standard  Plan  with  its  $2,400  income  limit 
and  correlated  fee  schedule  at  a time  when  the  great  majority 
of  the  people  and  the  profession  found  it  both  inadequate 
and  unsatisfactory.  As  a consequence,  the  present  Preferred 
Plan  was  developed  which  provided  correspondingly  increased 
income  ceilings  and  fee  allowances  for  professional  services. 
When  this  program  was  developed,  approximately  85  per  cent 
of  the  families  in  Colorado  were  potentially  assured  that 
their  covered  professional  expenses  would  be  paid  in  full 
because  that  percentage  of  the  family  population  was  making 
less  than  $6,000  per  year.  As  our  economy  has  continued  to 
expand,  however,  the  incomes  of  more  and  more  families  in 
many  areas  of  our  state  have  increased  so  that  today  ap- 
proximately 65  per  cent  of  the  families  make  less  than  $6,000 
per  year,  and  35  per  cent  exceed  this  amount.  This  over- 
income segment,  which  increases  virtually  every  day,  finds 
itself  subject  to  additional  charge.  These  additional  charges 
are  readily  justified  to  the  over-income  member,  however, 
many  have  grown  to  appreciate  the  service  benefit  feature 
of  Blue  Shield  and  it  is  their  wish  to  pay  higher  dues  in 
return  for  more  adequate  protection.  Thus,  an  improved 
Plan  represented  by  the  higher  fee  schedule  of  Preferred 
Plan  “A”  with  an  income  limit  of  $9,000  per  year  is  needed, 
and  will  become  increasingly  important  with  continued  wage 
advances. 

Despite  a generally  expanding  economy,  it  is  common 
knowledge  that  not  all  persons  reap  the  harvest  of  an  in- 
flationary boom  and  there  is  a respectable  segment  of  our 
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Convenient  information  for 
physicians  starting  diabetic 
patients  on 

DIABINESE 

simple  once-a-day  dosage  tn  practice 

During  the  initial  control  period,  the  patient  should  check 
his  urine  at  frequent  intervals,  and  report  at  least  once  weekly 
for  review  of  symptoms,  physical  examination,  urine  and/or 
blood  examination  for  glucose. 

The  NCW^PstlCnt/ no  previous  anudmhctic  therapy) 

1.  Initial  daily  dose  500  mg.  (2  tablets  of  250 
mg.  each)  with  breakfast. 

2.  In  elderly  patients,  initial  dose  250  mg.  (1 
tablet)  daily. 

3.  CONTROL  PERIOD 

(a)  If  blood  sugar  reaches  normal  levels 
after  three  to  seven  days,  or  if  glycosuria  dis- 
appears, lower  daily  dose  of  500  mg.  to  a level 
between  250  mg.  (1  tablet)  and  375  mg.  {VA 
tablets  of  250  mg.)  with  breakfast  daily.  In 
elderly  patients,  dosage  may  be  reduced  to  as 
low  as  100  mg. 

(b)  If  hyperglycemia  or  glycosuria  persists 
or  develops,  increase  the  daily  dose  from  500 
mg.  to  625  mg.  {IVz  tablets  of  250  mg.)  with 
breakfast  daily.  In  elderly  patients,  dosage 
should  be  increased  from  250  mg.  according  to 
patient  response. 

(c)  Continue  weekly  adjustments  during 
first  month  of  therapy  until  maintenance  dose 
has  been  established.  Adjustments  below  250 
mg.  daily  are  best  made  in  steps  of  100  mg.  (one 
100  mg.  tablet).  The  maintenance  dose  may 
occasionally  be  as  low  as  100  mg.  (one  100  mg. 
tablet  daily)  or,  rarely,  as  high  as  1.0  Gm.  (four 
250  mg.  tablets)  daily.  Do  not  exceed  daily  dose 
of  1.0  Gm. 


Transfer  of  Patient  from  Insulin 

1.  If  patient  is  taking  40  or  less  units  of  insulin 
daily  and  gives  no  history  of  severe  or  “brittle” 
diabetic  response,  discontinue  insulin  and  re- 
place with  Diabinese  as  in  The  New  Patient. 

2.  Complete  control  period  as  for  The  New 
Patient.  Priming  (“loading”)  doses  should  not 
be  used. 

3.  If  patient  is  taking  more  than  40  units  of 
insulin  daily,  or  shows  evidence  of  severe  or 
brittle  diabetes,  reduce  insulin  dose  by  50  per 
cent  and  initiate  DiABlNESE  therapy  as  for  The 
New  Patient.  Further  reduction  of  insulin  dos- 
age depends  on  patient  response. 

Transfer  of  Patient  from 
Other  Oral  Medication 

Where  less  than  satisfactory  control  has  been 
achieved  with  other  oral  medication,  or  where 
a change  to  once-a-day  dosage  is  desired, 
Diabinese  may  be  successfully  substituted. 
Such  a transfer  may  be  made  by  discontinuing 
previous  oral  medication,  substituting 
Diabinese,  and  continuing  control  period  as 
for  The  New  Patient.  Avoid  priming  doses. 

The  clinical  safety  of  Dl-\BINESE  has  been  estab- 
lished by  more  than  two  years’  trial.  By  adher- 
ence to  the  above  dosage  schedule,  side  effects 
of  Diabinese  will  generally  be  infrequent, 
mild,  and  transient. 


DIABINESE 


once-a-day  dosage 


bnind  of  chlorpropamide 
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SUPPLIED:  Tablets,  250  mg.,  bottles  of  60  and  250,  white,  scored. 
100  mg.,  bottles  of  100,  white,  scored. 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 


or  severe,  acute  or 
chronic,  pri 


||nore  potent  and  comprehensive  treatment 
Hhan  salicylate  alone 

pssured  anti-inflammatory  effect  of  low-dosage 
iorticosteroid'  . . . additive  antirheumatic  action  of 
; orticosteroid  plus  salicylate^'®  brings  rapid  pain 
[elief;  aids  restoration  of  function  . . , wide  range 
f application  including  the  entire  fibrositis  syn- 
I'rome  as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
losage  corticosteroid  therapy— 

much  less  likelihood  of  treatment-interrupting 
.ide  effects'  ® . . . reduces  possibility  of  residual 
mjury  . . . simple,  flexible  dosage  schedule 


.'HERAPY  SHOULO  BE  INDIVIDUALIZED 
iicute  conditions:  Two  or  three  tablets  four  times  daily.  After 
ilesired  response  is  obtained,  gradually  reduce  daily  dosage 
'ind  then  discontinue. 


■.ubacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
jidosage  to  minimum  effective  maintenance  level.  For  best 


ti  esults  administer  after  meals  and  at  bedtime. 

(precautions:  Because  sigmagen  contains  prednisone,  the 
!ame  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


in 

any 
case 
calls  for 


tablets 


Composition 

METicoRTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645,; 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Delia  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse.  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker. 
R.  B.;  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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population  who,  while  they  make  more  than  the  existing 
Standard  Plan — $2,400  per  year—do  not  need,  nor  can  they 
afford,  the  present  Preferred  Plan  geared  for  $6,000  per  year 
incomes.  This  is  especially  true  in  the  out-state  areas,  and 
has  prompted  a request  by  the  representatives  of  rural  medi- 
cine that  the  Standard  “A”  Plan  be  included  in  the  program. 

III.  DECLARATION  OF  OBSOLESCENCE 

The  existing  Standard  Plan,  having  been  devised  in  1942. 
is  becoming  obsolete  and  totally  unrealistic  as  a marketable 
product,  except  for  those  few  people  such  as  retirees,  who 
find  themselves  living  on  a fixed  income.  Hence,  it  is  felt 
that  it  would  be  desirable  for  Blue  Shield  to  discontinue  the 
sale  of  the  present  Standard  Plan  entirely,  save  for  the  few 
instances  referred  to,  and  replace  it  with  Standard  Plan  “A” 
at  the  revised  $3,600  level  as  the  minimum  basic  coverage 
offered.  The  active  offering  list  would  include  only  three 
Plans : 

Standard  “A”  Preferred  Preferred  “A” 

$3,600  $6,000  $9,000 

IV.  DOWNGRADING 

There  has  been  some  speculation  over  the  fact  that  a large 
number  of  members  of  the  present  Preferred  Plan  would 
downgrade  their  coverage  to  the  proposed  Standard  “A” — 
especially,  were  the  income  limit  to  be  $4,500  as  suggested 
at  one  time. 

Your  committee  acknowledges  this  as  a possibility  but 
one  which  is  minimized  by  the  reduction  of  the  income  limit 
to  the  $3,600  suggestion.  A tendency  toward  downgrading  is 
not  substantiated  by  past  experience.  More  than  70  per  cent 
of  all  Blue  Shield  members  in  Colorado  have  the  Preferred 
Plan  and  this  upgrading  proce.ss  was  conducted  entirely  on 
a voluntary  basis. 

The  committee  holds  no  fear  of  a mass  exodus  from 
the  Preferred  to  the  Standard  “A”  Plan,  but  rather  expects 
that  many  of  the  present  Standard  Plan  members  will  quickly 
find  it  to  their  advantage  to  increase  their  coverage  to  the 
proposed  Standard  “A,”  whereas  they  currently  seem  fi- 
nancially unable  to  upgrade  to  the  existing  Preferred. 

V.  DIFFICULTY  IN  DETERMINING  THE  PATIENT’S  SERV- 
ICE BENEFIT  ELIGIBILITY  (INCOME  STATUS) 

Reasonable  objections  have  been  presented  concerning  the 

difficulty  which  often  confronts  the  physician  in  determining 
whether  or  not  his  patient  is  eligible  for  service  benefit 
protection  under  the  Blue  Shield  Plan  of  his  choice,  and  it 
has  been  stated  that  the  addition  of  the  two  Plans  might 
serve  to  compound  the  confusion.  The  committee  recognizes 
this  problem,'  but  believes  that  the  question  of  service  benefit 
eligibility  is  a personal  matter  between  the  physician  and 
his  patient,  and  that  any  efforts  on  the  part  of  Blue  Shield 
to  invade  this  area  would  be  a transgression.  There  will  al- 
ways be  instances  in  which  there  is  doubt  as  to  precisely 
what  the  patient’s  income  might  be,  but  it  is  incumbent  on 
the  patient  himself  to  make  known  his  position  to  his  physi- 
cian either  in  advance  of  service  or  upon  receiving  the  doctor’s 
regular  fee  billing.  Thus,  in  the  absence  of  knowledge  as  to 
a patient’s  financial  position,  the  physician  is  within  his 
rights  to  make  an  additional  charge  whenever  he  feels  such 
is  just.  If  it  develops  that  an  additional  charge  is  a financial 
hardship  and  the  patient  makes  his  eligibility  for  service 
benefit  protection  known,  the  physician  merely  cancels  the 
charge,  thus  giving  strength  and  meaning  to  the  service  bene- 
fit concept. 

It  is  felt  that  it  is  the  responsibility  of  the  medical  pro- 
fession to  devise  adequate  service  benefit  protection  from 
which  at  least  a substantial  majority  of  the  people  of  Colorado 
may  voluntarily  choose,  and  such  goal  should  not  be  shelved 
because  of  the  problems  posed  by  such  question  as  deter- 
mination of  eligibility  for  service  benefit  protection. 

VI.  DEDUCTIBLE  FEATURES 

Consideration  has  been  given  to  the  inclusion  of  a de- 
ductible feature  in  the  basic  Blue  Shield  Plans  as  requested. 
In  exploring  this,  it  was  noted  that  such  a feature  carries 
with  it  many  shortcomings  which  tend  to  make  it  administra- 
tively cumbersome.  Specifically,  the  first  question  which 
must  be  answered  is  against  whom  does  the  deductible  apply: 
the  physician  rendering  the  first  service,  or  the  physician 
first  reporting  his  services  to  Blue  Shield.  However,  in 
certain  forms  of  coverage  which  extend  Blue  Shield’s  benefit 
further  into  the  broad  field  of  medical  care,  a deductible 
provision  seems  both  desirable  and  feasible.  ’The  Blue  Shield 
Home  and  Office  Call  Medical  Benefit  Rider  is  being  built 
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on  a deductible  basis.  It  is  felt,  however,  that  a deductible 
provision  is  not  practicable  for  the  basic  Plans. 

VII.  PLAN  TITLES 

In  regard  to  the  reference  committee’s  suggestion  that  the 
titles  of  the  sundry  Blue  Shield  Plans  be  designated  nu- 
merically (i.e..  Plans  1,  2,  3,  4)  rather  than  by  name,  your 
committee  recognizes  the  difficulty  of  ascribing  titles  to  a 
multiplicity  of  programs  such  as  were  under  consideration. 
However,  the  adoption  of  numerical  designations  for  not  only 
the  new  Plans,  but  also  the  existing  Plans,  would  create 
considerable  needless  expense  for  Blue  Shield  in  that  new 
membership  certificates  and  new  identification  cards  would 
have  to  be  issued  to  all  of  the  more  than  550,000  members. 
Aside  from  the  expense,  needless  unrest  would  be  created 
in  the  minds  of  the  members  who  would  mistakenly  think 
some  contract  change  had  been  made.  In  recognition  of  the 
fact  that  it  is  contemplated  that  the  sale  of  the  Standard 
Plan  as  we  know  it  today  will  be  restricted  in  the  future, 
it  is  felt  that  it  would  be  relatively  easy  to  cope  with  three 
Plans  designated  by  name,  and  that  normal  attrition  would 
ultimately  result  in  all  members  being  in  one  of  the  three 
Plans:  Standard  “A,”  Preferred,  and  Preferred  “A.” 

Thus,  the  committee  believes  that  the  need  for  a change  in 
Plan  tifles  would  be  removed  by  the  reduction  in  the  number 
of  the  Plans  actively  offered. 

CONCLUSION 

Your  Advisory  Committee  after  due  and  careful  considera- 
tion of  the  sundry  points  set  forth  in  the  foregoing  report 
submits  the  following  recommendations: 

1.  That  the  proposed  Standard  “A”  Blue  Shield  Plan  bear 
a service  benefit  income  level  of  $3,600  for  a family,  and 
$2,400  for  a single  person. 

2.  That  the  service  benefit  income  levels  of  the  proposed 
Preferred  Plan  “A”  be  in  the  amount  of  $9,000  for  a family, 
and  $6,000  for  a single  person. 

3.  That  the  fee  schedules  for  the  proposed  Plans  be  in 
the  amounts  of  75  per  cent  and  125  per  cent  of  the  current 
Preferred  Blue  Shield  Plan  fee  schedule  allowances  in  the 
Standard  “A”  and  Preferred  “A”  Plans,  respectively,  provided, 
however,  that  the  revised  schedules  Include  such  individual 
fee  adjustments  as  may  be  requested  to  the  extent  that  they 
prove  to  be  actuarially  practicable  and  acceptable  to  the 
profession. 

4.  That  the  deductible  feature  be  restricted  for  use  under 
the  Blue  Shield  Home  and  Office  Rider. 

5.  That  the  titles  of  the  Plans  remain  as  originally  sug- 
gested, and  the  number  of  Plans  included  on  the  active  offer- 
ing list  be  restricted  to  three:  Standard  “A,”  Preferred,  and 
Preferred  “A.” 

6.  That  the  Blue  Shield  Plan  proceed  with  reasonable  dis- 
patch so  that  the  proposed  Plans  may  be  made  available  to 
the  subscribing  public  beginning  in  January  of  1960. 

We  wish  to  thank  the  many  members  of  the  medical  pro- 
fession who  have  taken  the  time  and  trouble  to  make  their 
feelings  known  to  the  Committee  and  to  submit  the  sundry 
suggestions  and  recommendations  which  have  resulted  in  the 
improvements  of  the  contemplated  Plans. 

Dr.  Amesse  (continuing):  “We  are  particularly 
grateful  for  the  invaluable  assistance  rendered 
this  committee  by  Jack  Vance,  Executive  Director 
of  Blue  Shield,  whose  firm  grasp  of  salient  facts 
is  matched  by  his  command  of  rhetoric,  and  by 
Paul  Shermack,  Mr.  Vance’s  remarkably  capable 
assistant.” 

Speaker  Bolton:  “Since  Dr.  V.  V.  Anderson  is 
not  yet  here,  we  will  ask  Dr.  Bill  Curtis  to  act  as 
temporary  chairman  of  the  Reference  Committee 
on  Insurance  and  Prepayment  Plans  until  Dr. 
Anderson  arrives.” 

The  Chair  announced  that  all  regular  reports 
scheduled  for  this  Interim  Session  had  been  com- 
pleted and  Secretary  Sethman  certified  that  all 
boards  and  committees  named  in  the  call  for  this 
meeting  had  reported. 

Unfinished  business 

Vice  Speaker  Covode:  “Next  is  Unfinished  Busi- 
ness which  has  been  printed  in  the  Handbook, 


and  in  that  connection  a booklet  has  been  already 
passed  around  to  all  members  of  the  House.  Does 
the  Subcommittee  on  Professional  Insurance,  Dr. 
J.  B.  McCloskey,  Chairman,  wish  to  make  any 
report  in  this  connection?” 

Dr.  McCloskey:  “In  connection  with  the  folder 
including  insurance  forms  that  has  been  passed 
around,  the  Subcommittee  on  Professional  Insur- 
ance desires  to  make  the  following  supplemental 
report.” 

The  Subcommittee  on  Professional  Insurance  concurs  with 
the  recommendation  of  its  predecessor  in  urging  the  approval 
and  adoption  by  this  body  of  the  standard  insurance  report- 
ing forms  developed  by  the  Health  Insurance  Council  and 
the  American  Medical  Association. 

The  Subcommittee  recommends  additionally  that  where 
treatment  is  prolonged  as  in  radiotherapy  or  physical  therapy 
that  the  date  of  each  office  call  not  necessarily  be  enumerated, 
but  rather  the  total  number  of  treatments  and  the  total  flat 
fee  charged  shown. 

Finally,  the  subcommittee  desires  to  submit  for  your 
consideration  the  suggestion  that  the  Colorado  State  Medical 
Society  have  printed  forms  of  this  type  and  make  them  avail- 
able to  the  membership  on  a cost  basis. 

Respectfully  submitted. 

(Signed)  JOSEPH  B.  McCLOSKEY,  Chairman. 

K.  D.  A.  ALLEN  LAWRENCE  DICKEY 

KESTER  V.  MAUL  BERNARD  E.  CAMPBELL 

GEORGE  L.  PATTEE  DAVID  W.  BOYER 

New  business 

Vice  Speaker  Covode:  “We  are  now  ready  for 
New  Business.  Under  previous  action  in  approv- 
ing that  section  of  the  Board  of  Trustees  Report 
relating  to  an  unofficial  Nominating  Committee, 
I will  declare  the  first  order  of  New  Business  to 
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be  the  election  of  an  unofficial  Nominating  Com- 
mittee, in  the  same  manner  as  the  Annual  Nomi- 
nating Committee  chosen  at  an  Annual  Session. 
This  means  that  the  committee  must  consist  of 
seven  Delegates,  no  two  of  them  from  the  same 
Component  Society.  The  Chair  will  now  receive 
nominations  from  the  floor  for  the  seven  positions 
on  this  committee.” 

The  following  seven  persons  were  nominated 
by  orderly  procedure.  A motion  that  nominations 
be  closed  then  carried  without  dissent,  following 
which  the  House  without  dissent  elected  these 
persons  to  serve  as  an  unofficial  Nominating  Com- 
mittee in  relation  to  the  selection  of  a third  A.M.A. 
Delegate  and  Alternate: 

Dr.  Martin  VanDerSchouw  (Larimer  County) 
Dr.  Kenneth  E.  Gloss  (El  Paso  County) 

Dr.  Sam  W.  Downing  (Denver) 

Dr.  H.  Harper  Kerr  (Pueblo  County) 

Dr.  Lawrence  L.  Hick  (Delta  County) 

Dr.  William  Curtis  (Boulder  County) 

Dr.  James  Kennedy  (Arapahoe  County) 

Vice  Speaker  Covode:  “The  committee  will 
elect  its  own  Chairman  and  report  to  the  House 
tomorrow,  so  that  this  may  be  officially  carried 
to  the  Board  of  Trustees.” 

Additional  new  business — resolutions 

Dr.  S.  M.  Prather  Ashe  (Denver)  presented  and 
recommended  the  adoption  of  the  following  resolu- 
tion which  was  by  Vice  Speaker  Covode  referred 


to  the  Reference  Committee  on  Miscellaneous 
Business: 

Resolution  presented  by  Denver  County 
Medical  Society 

WHEREAS,  The  House  of  Delegates  of  the  Colorado 
State  Medical  Society  approved  and  supported  a bill  for 
simplification  of  obtaining  autopsy  permission  at  its 
September,  1958,  session;  and 

WHEREAS,  This  bill  is  now  being  considered  by 
the  Colorado  State  Legislature  in  one  of  its  committees; 
be  it  therefore 

RESOLVED,  That  the  House  of  Delegates  of  the 
Colorado  State  Medical  Society  reiterates  its  support  of 
this  bill  and  urges  the  Colorado  State  Legislature  to 
pass  it  into  law. 

Resolution  presented  by  Pueblo  County 
Medical  Society 

Dr.  H.  Harper  Kerr  (Pueblo)  presented  the  fol- 
lowing resolution  which  was  referred  to  the  Refer- 
ence Committee  on  Legislation  and  Public  Rela- 
tions: 

Recent  weeks  have  brought  forth  heated  controversy  con- 
cerning the  status  of  the  Colorado  State  Hospital  at  Pueblo, 
Colorado.  A recent  survey  of  the  hospital  by  the  U.  S.  Public 
Health  Service  has  revealed  a desperate  need  for  relief  of 
overcrowding  as  well  as  an  increase  in  staff  psychiatrists. 
This  has  been  pointed  out  to  the  Chief  Executive  and  to  the 
Legislature  on  numerous  occasions  since  1936  by  Dr.  P.  H. 
Zimmerman.  However,  funds  for  securing  psycliiatrists  are  as 
yet  limited  to  near  pre-war  pay  scales.  This  makes  it  prac- 
tically impossible  to  attract  qualified  men  in  any  field, 
especially  psychiatry. 

Accredited  training  programs  for  residencies  in  psychi- 
atry, medicine,  pathology  and  surgery  are,  and  have  been, 
functioning  for  years.  There  is  also  a fully  accredited  train- 
ing program  for  medical  technologists  in  action,  and  the 
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hospital  has  the  distinction  of  being  the  only  psychiatric 
hospital  in  the  country  approved  for  dietary  interns,  and, 
incidentally,  the  only  hospital  in  Colorado  with  an  approved 
course  for  dietary  interns. 

Since  publication  of  the  report  by  the  U.  S.  Public  Health 
Service,  funds  previously  appropriated  by  the  Legislature 
for  new  buildings  at  Colorado  State  Hospital  have  been 
withdrawn  by  the  Governor’s  order.  The  U.  S.  Public  Health 
survey  team  recommends  a second  mental  hospital  to  be 
located  in  the  Denver  area.  We  have  no  quarrel  with  this, 
but  we  do  not  endorse  having  funds  previously  intended  for 
the  Colorado  State  Hospital  In  Pueblo  used  for  building  an 
entirely  different  institution  when  the  need  for  such  buildings 
is  still  paramount  at  Colorado  State  Hospital  in  Pueblo. 

Therefore  we,  the  Delegates  from  Pueblo  County  Medical 
Society,  do  hereby  present  the  following  resolution: 

RESOLUTION 

“WHEREAS,  The  past  record  of  Dr.  F.  H.  Zimmer- 
man has  been  one  of  progressive  thinking  and  action, 
we  do  hereby  endorse  the  suggestions  and  recommenda- 
tions both  past  and  present  of  Dr.  F.  H.  Zimmerman 
and  his  staff;  and 

“WHEREAS,  In  view  of  the  shortage  of  qualified 
psychiatrists  at  the  Colorado  State  Hospital,  we  do 
hereby  implore  the  Legislature  to  provide  an  adequate 
salary  scale  to  allow  employment  of  a staff  of  quali- 
fied psychiatrists,  large  enough  to  cope  with  the  needs 
of  the  Colorado  State  Hospital  at  Pueblo,  and  whatever 
other  qualified  professional  personnel  Dr.  F.  H.  Zimmer- 
man should  deem  necessary  to  provide  the  care  that 
is  necessary  for  the  patients  of  the  Colorado  State 
Hospital;  and 

“WHEREAS,  There  is  a gross  overcrowding  at  the 
Colorado  State  Hospital  in  Pueblo,  we  implore  that  the 
funds  that  were  previously  allocated  to  Colorado  State 
Hospital  Building  Fund,  be  allowed  to  be  used  for  their 
intended  purpose,  and  should  these  not  be  adequate, 
to  accomplish  the  purpose  for  which  they  were  In- 
tended, that  an  equitable  estimate  of  the  increasing 
costs  of  such  construction  be  accepted  and  favorably 
acted  upon  by  the  legislative  body  of  the  State  of 
Colorado.” 

Resolution  presented  hy  the  Garfield 
County  Medical  Society 

Dr.  Edward  E.  Mueller  (Garfield)  presented 
the  following  resolution  which  was  referred  to  the 
Reference  Committee  on  Professional  Relations: 

WHEREAS,  The  Board  of  Councilors  of  the  Colorado 
State  Medical  Society  has  published  on  May  1,  19S7, 
an  official  opinion  regarding  the  subject  of  Free  Choice 
of  Physician,  which  opinion  clearly  stated  that  after  a 
one-year  period  of  adjustment,  that  is.  May  1,  1938, 
all  physicians  who  knowingly  or  willingly  participate 
In  medical  plans  which  deny  their  beneficiaries  the 
right  of  free  choice  of  physician  would  be  guilty  of 
unethical  and  unprofessional  conduct  and  subject  to 
discipline  by  the  Society;  and 

WHEREAS,  The  members  of  the  Garfield  County 
Medical  Society,  taking  cognizance  of  this  opinion  of 
the  Board  of  Councilors,  have  unanimously  resigned 
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from  all  plans  and  have  refused  to  participate  In  all 
plans  which  do  deny  free  choice  of  physicians,  as  have 
many  other  members  of  the  Colorado  Stete  Medical 
Society;  but  whereas  many  other  members  of  the 
Colorado  State  Medical  Society  have  not  discontinued 
their  participation  in  such  plans  which  deny  free  choice 
of  physician,  so  that  beneficiaries  of  these  plans  who 
are  denied  the  privilege  of  going  to  the  physician  of 
their  choice  may  still  go  to  those  physicians  participating 
in  the  plan;  and 

WHEREAS,  It  is  our  feeling  that  this  situation  Is 
highly  detrimental  to  a good  doctor-patient  relationship 
between  the  beneficiaries  of  such  plans  and  those  doc- 
tors who  have  resigned  from  further  participation  In 
the  plans;  and 

WHEREAS,  We  believe  this  situation  will  lead  to 
increasing  dissatisfaction  among  those  members  of  the 
Society  who  have  complied  with  the  Board  of  Councilors’ 
directive  but  who  see  their  colleagues  continue  to  pro- 
ceed as  before;  be  it  herewith 

RESOLVED,  That  the  Board  of  Councilors,  the  Griev- 
ance Committee,  and  all  other  committees  whose  duty 
it  is  to  implement  the  carrying  out  of  these  free 
choice  principles,  hereby  accelerate  to  the  utmost  their 
actions  in  order  to  obviate  the  inequalities  which  now 
exist. 

Resolution  Presented  hy  the  Denver 
County  Medical  Society 

Dr.  Terry  J.  Gromer  (Denver)  presented  the 
following  resolution  from  the  Denver  County 
Medical  Society  which  was  referred  to  the  Refer- 
ence Committee  on  Insurance  and  Prepayment 
Plans: 

RESOLUTION 

WHEREAS,  The  House  of  Delegates  of  the  Colorado 
State  Medical  Society  in  September,  1958,  approved  In 
principle  the  addition  of  two  new  Blue  Shield  plans; 

WHEREAS,  The  State  Society  membership  in  general 
and  many  of  the  delegates  were  poorly  informed  In 
spite  of  attempts  by  Blue  Shield  to  so  inform  them  of 
the  implications  and  effects  of  these  two  new  plans; 

WHEREAS,  Several  groups  have,  in  the  last  two 
months,  gone  on  record  overwhelmingly  disapproving 
the  addition,  in  particular,  of  a proposed  “Standard  A” 
plan  between  the  present  standard  and  preferred  plans; 
be  it 

RESOLVED,  That  the  House  of  Delegates  favor  the 
continued  study  of  the  addition  of  the  proposed  “Pre- 
ferred Plan  A”; 

That  the  “Standard  A”  plan  be  rejected; 

That  the  present  preferred  plan  be  corrected  to  the 
point  of  complete  satisfaction; 

That  the  preferred  plan  premiums,  income  coverage 
and  fee  schedule  be  tied  to  the  “cost  of  living”  index 
with  readjustment  every  third  year. 

Dr.  Gromer  (continuing):  “I  think  the  action 
last  night  of  changing  the  coverage  from  $4500  to 
$3600  would  certainly  have  some  bearing  on  this, 
but  I,  of  course,  am  not  permitted  to  change  the 
resolution.” 

Blue  Shield  report  to  the  House  of  Delegates 
of  the  Colorado  State  Medical  Society 

Dr.  Frederick  H.  Good,  President  of  Colorado 
Medical  Service,  Inc.,  presented  the  Blue  Shield 
Annual  Report  to  the  House  of  Delegates  which 
was  referred  to  the  Reference  Committee  on  In- 
surance and  Prepayment  Plans.  (This  report  had 
been  mimeographed  and  had  been  distributed,  and 
by  reference  thereto  made  a part  hereof.) 

Executive  session 

Speaker  Bolton:  “It  seems  there  is  Executive 
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Organization  com.  from  130 

Session  business  to  be  transacted.  If  there  is  no 
objection  the  Chair  will  therefore  declare  the 
House  in  Executive  Session  as  soon  as  the  room 
can  be  properly  cleared.  I will  appoint  Drs.  Curf- 
man  and  Haney  as  Sergeants-at-Arms,  and  direct 
them  to  clear  the  room  of  all  persons  except  those 
entitled  to  remain  during  the  Executive  Session.” 

House  temporarily  in  Executive  Session  to  re- 
ceive confidential  reports.  No  action  taken. 

Speaker  Bolton  declared  the  House  again  in 
open  session  and  requested  the  Sergeants-at-Arms 
to  open  the  doors. 

Further  new  business 

Dr.  Carl  W.  Swartz,  Trustee:  “As  chairman  of 
the  Personnel  Committee  I have  been  requested 
by  several  members  of  the  Society  to  let  every- 
body know  that  one  of  our  trusted  employees  has 
been  seriously  ill  in  the  hospital:  Mrs.  Geraldine 
Blackburn,  and  to  request  authority  from  the 
House  to  send  her  an  appropriate  bouquet  in  the 
name  of  the  House  and  the  entire  Society.  Mr. 
Speaker,  is  it  proper  that  such  authorization  be 
made  now?” 

A motion  from  the  floor  to  grant  the  authoriza- 
tion above  requested  carried  without  dissent. 

Speaker  Bolton  revised  the  printed  list  of  the 
reference  committees,  occasioned  by  some  absen- 
tees, to  assure  full  committee  strength. 

After  routine  announcements  by  the  Secretary, 
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the  Speaker  declared  the  House  of  Delegates  ad- 
journed until  Wednesday,  February  18,  at  4:30  p.m. 


SECOND  MEETING 

Wednesday,  February  18,  1959 

Vice  Speaker  Covode  called  the  House  to  order 
at  4:30  p,m.  The  roll  call  disclosed  71  accredited 
members  of  the  House  present,  more  than  a 
quorum  (later  in  the  meeting  this  was  revised 
to  78). 

Speaker  Bolton  introduced  several  guests  and 
distinguished  visitors  and  at  his  invitation.  Presi- 
dent James  C.  Sedgwick  of  the  New  Mexico  Medi- 
cal Society  addressed  the  House  as  follows: 

“I  bring  you  greetings  from  the  Land  of  En- 
chantment, a country  famed  far  and  wide  for  its 
beneficial  effect  on  respiratory  infections,  both 
acute  and  chronic! 

“Our  next  New  Mexico  Annual  Session  next 
May  will  be  a medical  meeting  the  likes  of  which 
you  have  never  seen  before,  and  after  this  experi- 
ence I do  not  know  whether  it  will  ever  be  done 
again! 

“The  entire  program  is  going  to  be  devoted  to 
Space  Medicine.  We  want  to  do  this  because  there 
are  a great  many  things  going  on  there  that  we 
think  doctors  would  like  to  see  and  learn  of  per- 
tinent facts  related  thereto.  I happen  to  be  one 
of  the  few  people  who  have  had  the  opportunity 
to  see  this  Air  Development  Center.  It  makes 
Buck  Rogers  look  sick!  You  won’t  believe  it  when 
you  see  it. 

“The  first  day  will  be  spent  in  observing,  and 
the  next  two  days  will  be  spent  listening  to  ex- 
planations of  what  you  saw  the  day  before,  by 
men  who  are  doing  this  work. 

“The  place  is  Las  Cruces,  New  Mexico,  and 
the  date  is  May  4.  If  you  are  planning  to  come, 
please  get  your  registration  to  us  by  April  15. 
Each  has  to  be  cleared  through  national  security 
to  make  sure  you  aren’t  communists,  and  you  can’t 
go  unless  you  do.  Thank  you.”  (Applause.) 

In  the  absence  of  objection  by  any  member  of 
the  House  and  on  motion  regularly  seconded  and 
carried  without  dissent,  the  House  dispensed  with 
the  reading  of  the  Condensed  Minutes  of  the  First 
Meeting  of  the  House  at  this  24th  Interim  Session. 

President  John  I.  Zarit,  Chairman  of  the  Board 
of  Trustees,  presented  a Supplemental  Report  of 
the  Board  of  Trustees,  which  Speaker  Bolton  ac- 
cepted in  the  absence  of  discussion  or  objection. 
The  text  of  the  report  follows: 

Supplemental  Report  of  the 
Board  of  Trustees 

At  its  meeting  yesterday,  the  Board  took  three  actions 
which  should  be  reported  to  the  House  today. 

The  Board  voted  to  send  the  chairman  of  the  Society’s 
Medicolegal  Committee,  Dr,  William  A,  Liggett,  and  our 
regularly  retained  legal  counsel,  Mr.  J.  Peter  Nordlund,  to  a 
regional  medicolegal  symposium  and  conference  to  be  held 
for  western  states  in  Salt  Lake  City  under  A.M.A.  sponsorship. 
This  meeting  will  be  held  April  17-18,  1959. 
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The  Board  also  voted  to  send  a representative  to  an  A.M.A. 
conference  which  will  be  held  in  San  Francisco  on  Wednesday, 
April  11,  1959,  for  study  of  the  Relative  Value  Scale  system 
with  regard  to  fee  schedules  such  as  those  applying  to  Blue 
Shield  plans.  Arrangements  have  been  made  whereby  our 
own  Blue  Shield  will  share  the  expense  of  sending  our  repre- 
sentative to  this  meeting.  Our  representative  will  probably 
be  a member  of  the  Board  of  Trustees  to  be  selected  later 
after  arrangements  are  completed. 

Your  Board  highly  approved  the  plan  inaugurated  yester- 
day whereby  the  annual  report  of  Colorado  Medical  Service, 
our  Blue  Shield  plan,  was  given  first  to  the  House  of  Dele- 
gates here  at  the  Midwinter  Session,  in  advance  of  mailing 
a printed  report  all  over  the  state.  Our  Board  voted  to  request 
Blue  Shield  to  continue  this  plan  annually.  At  the  same  time, 
the  Board  voted  to  direct  this  Society’s  senior  representative 
to  the  Blue  Cross  Board  of  Trustees  to  also  give  an  annual 
report  to  this  House  of  Delegates  concerning  the  activities  of 
Blue  Cross  and  the  relationship  of  our  representatives  to 
that  Board.  The  House  may  recall  that  our  Society  annually 
appoints  two  representatives  to  the  Blue  Cross  Board,  and 
we  believe  this  liaison  should  be  more  thoroughly  used  by 
having  a personal  report  each  year  to  the  House  of  Delegates. 

Speaker  Bolton:  “As  you  know,  we  now  have 
over  2,000  active  State  Society  members,  entitling 
us  therefore  to  a third  Delegate  to  the  A.M.A.,  and 
an  Alternate.  Under  the  existing  Constitution  this 
ordinarily  would  be  done  by  election  in  the  Board 
of  Trustees,  to  place  this  man  in  office  and  have 
him  available  for  the  June  A.M.A.  meeting  and 
begin  gaining  his  seniority  in  the  A.M.A.  However, 
due  to  the  benevolent  democracy  of  our  President, 
he  felt  that  he  would  like  to  have  the  House  par- 
ticipate in  this  in  an  unofficial  manner  so  that  all 
of  those  who  would  be  interested  would  have 
something  to  say  in  the  matter.  I would  like  to 
read  you  a portion,  therefore,  of  paragraph  7 of 
the  Board  of  Trustees’  Minutes,  dated  January  10, 
1959: 

“Following  discussion,  Drs.  Daniels  and  Service 
moved  that  the  Board  of  Trustees  request  the  House 
of  Delegates  to  unofficially  select  the  names  of  physi- 
cians for  consideration  by  the  Board  of  Trustees  of  the 
new  A.M.A.  Delegate  and  Alternate  who  will  serve  the 
balance  of  this  year. 

“Ordinarily  this  would  not  require  any  voting 
action  on  the  nominee  to  be  presented  today,  but 
Dr.  Zarit  tells  me  that  he  would  like  very  much 
if  we  would  take  a vote  and  tabulate  it  so  that 
the  Board  will  know  which  man  has  received  the 
highest  favor  from  this  House.  That  is  what  we 
will  do. 

“I  therefore  now  ask  for  the  report  of  the 
Nominating  Committee,  which  is  unofficial.” 

Dr.  Sam  W.  Downing,  Chairman  of  the  unoffi- 
cial Nominating  Committee,  presented  the  follow- 
ing report: 

Report  of  Informal  Nominating  Committee 

Your  committee  met  and  herewith  presents  the 
following  names: 

For  Delegate  to  A.M.A.  to  serve  the  balance  of 
1959:  Dr.  Fred  A.  Humphrey  of  Fort  Collins  and 
Dr.  Clare  C.  Wiley  of  Longmont. 

For  Alternate:  Dr.  Gatewood  C.  Milligan  of 
Englewood  and  Dr.  J.  Alan  Shand  of  La  Jimta. 

Your  Nominating  Committee  consisted  of  Dr. 
Kerr,  Pueblo;  Dr.  VanDerSchouw,  Larimer;  Dr. 
Hick,  Delta;  Dr  Curtis,  Boulder;  Dr.  Kennedy, 
Arapahoe;  Dr.  Gloss,  El  Paso;  Dr.  Downing,  Den- 
ver, Chairman.  conlinued  on  next  page 
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Dr.  Wiley:  “Believe  me,  gentlemen,  I am  deeply 
honored  by  the  action  of  this  Nominating  Com- 
mittee. Nothing  would  give  me  more  pleasure 
than  to  represent  the  Colorado  State  Medical 
Society  in  the  American  Medical  Association  10 
or  15  years  from  now.  But  for  me  this  is  not  the 
time.  I spoke  before  this  Nominating  Committee 
yesterday  in  favor  of  Dr.  Fred  Humphrey,  though 
taking  nothing  away  from  anyone  else  who  had 
been  considered  for  this  job.  Dr.  Humphrey  is 
well  acquainted  with  working  for  the  A.M.A.  and 
he  wants  this  job.  He  is  in  a position  now  where 
he  can  take  it  and  do  a good  job  for  all  of  us. 
I appreciate  it  more  than  I can  ever  say  but  I just 
must  decline.” 

Speaker  Bolton:  “Dr.  Wiley,  do  I understand 
you  formally  are  withdrawing  your  name  then, 
which  you  have  the  right  to  do?” 

Dr.  Wiley:  “Yes,  sir.” 

Speaker  Bolton:  “Just  as  though  we  were  to 
hold  a regular  annual  election,  though  this  is  un- 
official, I believe  the  Chair  should  entertain 
nominations  from  the  floor.  Does  any  Delegate 
wish  to  offer  a nomination  for  the  position  of 
A.M.A.  Delegate  to  fill  the  new  vacancy?” 

Nomination  from  the  floor 

Dr.  V.  V.  Anderson  (San  Luis  Valley):  “In 
view  of  Dr.  Wiley’s  withdrawal,  I should  like  to 
nominate  for  the  consideration  of  the  Board  of 
Trustees  another  good  man.  I believe,  as  Dr.  Wiley 


just  said,  that  competence  is  absolutely  necessary 
in  the  House  of  Delegates  of  the  American  Medical 
Association.  I think  that  one  man  has  been  over- 
looked who  has  had  experience  as  an  Alternate 
Delegate  in  the  American  Medical  Association  for 
several  years.  I think  his  ability  should  be  recog- 
nized insofar  as  possible.  So,  Mr.  Speaker,  in  addi- 
tion to  the  excellent  choices  already  made  by  the 
Nominating  Committee,  I should  like  to  present 
for  the  consideration  of  the  Board  of  Trustees  for 
Delegate  to  the  American  Medical  Association,  Dr. 
Irvin  E.  Hendryson  of  Denver.” 

Dr.  Frederick  Tice,  Jr.  (Pueblo):  “I  wish  to 
second  that  nomination  and  state  that  the  Pueblo 
Delegates  have  felt  that  Dr.  Hendryson  should  be 
definitely  considered  for  the  job  as  Delegate,  even 
if  he  has  to  resign  as  Alternate  and  then  some- 
body else  take  that  position.” 

There  were  no  other  nominations  from  the 
floor  and  a motion  to  close  nominations  carried 
without  dissent. 

The  Speaker  appointed  Drs.  W.  C.  Service, 
G.  H.  Curfman  and  Terry  J.  Gromer  as  tellers. 

Speaker  Bolton:  “While  the  tellers  are  complet- 
ing their  work  I will  ask  if  there  are  any  nomina- 
tions from  the  floor  for  Alternate  Delegate,  other 
than  those  listed,  which  were  Dr.  Gatewood  C. 
Milligan  of  Englewood,  and  Dr.  J.  Alan  Shand 
of  La  Junta. 

Dr.  Gromer:  “I  do  not  know  whether  Dr.  Clare 
Wiley  will  consider  this  or  not.  I haven’t  talked 
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with  him.  But  I sat  with  him  last  year  when  he 
was  roped  into  the  presidency  about  as  ill-pre- 
pared as  anyone  could  have  been,  and  he  handled 
that  job  in  a tremendously  splendid  fashion.  We 
who  worked  with  him  really  appreciated  it.  I 
saw  him  work  at  the  A.M.A.  meetings  last  June; 
and  I think  he  is  a gentleman  we  would  like  to 
foster  and  bring  along  and  educate  and  eventually, 
I would  hope,  maybe  in  15  years,  have  him  become 
a Delegate.  Therefore,  I would  like  to  offer  him 
as  an  Alternate  if  he  will  accept  it.” 

Speaker  Bolton:  “Clare  Wiley,  you  are  on  the 
spot  again.  (No  response.)  Since  we  do  not  hear 
any  objection  from  Dr.  Wiley,  we  will  put  him 
down  as  a third  candidate  for  Alternate.  Are  there 
other  nominations  from  the  floor  for  Alternate?” 
(No  response,  and  a motion  to  close  nominations 
carried  without  dissent.) 

Speaker  Bolton  then  appointed  tellers  for  the 
ballot  on  Alternate:  Drs.  McDonald,  Robert  Harvey, 
and  Crumbaker. 

(There  was  a question:  “Mr.  Speaker,  do  I 
understand  we  are  voting  for  Delegates  first  and 
then  we  will  decide  whether  it  is  necessary  to 
vote  for  one  or  two  Alternates?”) 

Speaker  Bolton:  “All  we  are  doing  is  trying 
to  determine  the  name  of  the  most  popular  man 
to  take  to  the  Board.  We  have  just  proceeded  to 
ballot  for  those  nominated  for  Delegates.  We  are 
now  passing  ballots  for  suggested  names  to  advise 
the  Board  concerning  Alternate,  for  an  Alternate 
for  the  new  Delegate.  I think  we  are  in  order, 
because  we  are  only  advising  the  Board  of  Trustees 
in  any  event.  It  is  an  unofficial  advice  to  the 
Board  of  Trustees.  I assume  that  they  will  take 
this  advice,  but  they  are  not  required  to  do  so.” 

The  House  proceeded  to  the  next  order  of  busi- 
ness, Reference  Committee  reports,  while  awaiting 
results  of  the  balloting. 

Report  of  the  Reference  Committee  on 
, Board  of  Trustees  and  Executive  Office 

Your  Reference  Committee  has  considered  the 
reports  of  the  Board  of  Trustees  as  listed  in  the 
Handbook  on  pages  7-14  except  certain  portions 
which  were  referred  to  other  reference  commit- 
tees. 

(a)  These  reports  are  listed  under  the  headings 
(1)  Society’s  Finances,  (2)  Component  Society 
Visits,  (3)  Rocky  Mountain  Medical  Journal,  (4) 
Rocky  Mountain  Medical  Conference,  (5)  1961 
A.M.A.  and  State  Meetings,  (6)  Status  of  Litiga- 
tion with  UMWA  Physicians  (to  which  no  supple- 
mental report  from  the  Board  of  Trustees  was 
forthcoming),  (7)  High  School  Science  Fair,  and 
(8)  Miscellaneous  Actions. 

Your  reference  committee  found  no  contro- 
versial matters  in  any  of  these  headings  except 
as  pertains  to  1961  A.M.A.  and  State  Meetings. 
Your  committee  heard  testimony  from  two  mem- 
bers of  the  Board  of  Trustees,  and  it  is  our  recom- 
mendation that  the  1961  annual  meeting  be  held 


in  September,  1961,  and  that  this  session  be  ab- 
breviated to  the  minimum  permissible  under  our 
By-Laws  which  would  consist  of  two  meetings  of 
the  House  of  Delegates  and  two  general  meetings. 
If  circumstances  arise  which  would  make  this 
abbreviated  meeting  impracticable,  we  feel  the 
Board  of  Trustees  should  not  be  bound  by  this 
recommendation.  Your  committee  approved  the 
recommendation  of  the  Board  that  this  meeting 
be  held  in  Denver  since  Pueblo,  which  was  desig- 
nated originally,  would  not  have  adequate  facili- 
ties by  September,  1961.  Your  committee  wishes 
to  commend  the  members  of  the  Board  of  Trustees 
for  their  loyalty  and  dedicated  service. 

(b)  Your  committee  has  considered  the  Report 
of  the  Executive  Secretary  as  printed  on  pages 
21-25  of  the  Handbook  except  for  that  portion 
entitled  “Official  Request  of  the  A.M.A.”  which 
was  referred  to  another  reference  committee.  We 
wish  to  commend  the  Executive  Secretary  for  the 
concise,  clear  manner  in  which  the  items  were 
covered.  From  personal  observation,  we  are  pleased 
with  the  new  format  and  binding  of  the  Rocky 
Mountain  Medical  Journal.  Your  committee  wishes 
to  commend  the  staff  personnel  of  the  Executive 
Office  for  their  efficient  counsel  and  assistance 
to  the  membership  of  the  Society. 

JACKSON  SADLER.  Chairman 

E.  E.  MUELLER  W.  A.  H.  PETTEERG 

JAMES  PERKINS  FRANK  STANDEE 

The  above  report  was  adopted,  section  bv 
section  and  as  a whole,  on  motions  regularly 
passed,  without  dissent. 

Report  of  Reference  Committee  on 
Legislation  and  Public  Relations 

(a)  Your  reference  committee  recommends  ap- 
proval of  the  report  of  the  Board  of  Trustees- 
Board  of  Regents  Liaison  Committee  as  carried 
on  pages  11,  and  14  to  18  of  the  Handbook,  together 
with  the  supplement  presented  by  the  Chairman, 
Dr.  Sawyer.  The  committee  also  wishes  to  thank 
the  Board  of  Regents  at  the  University  of  Colo- 
rado and  the  Board  of  Regents  Liaison  Committee 
of  the  Colorado  Society  for  their  report  on  the 
erection  and  operation  of  the  new  Colorado  Gen- 
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eral  Hospital. 

(b)  Your  committee  recommends  approval  of 
the  report  of  the  Public  Policy  Committee  as 
printed  on  pages  28  and  29  of  the  Handbook,  with 
the  exception  of  the  third  paragraph  relating  to 
the  Department  of  Public  Health  which  states  that 
there  is  a proposal  to  require  that  all  public  health 
officers  be  holders  of  a degree.  We  recommend 
that  paragraph  3 read  as  follows:  “The  Department 
of  Public  Health  has  enlisted  our  approval  in  a 
proposal  to  require  all  local  health  officers  when- 
ever practicable  to  be  holders  of  a suitable  degree 
in  order  to  qualify  for  office.  . . .” 

(c)  The  committee  recommends  approval  of 
the  resolutions  presented  by  the  Pueblo  County 
Medical  Society  referring  to  the  suggestions  and 
recommendations  of  Dr.  Zimmerman  regarding  the 
shortage  of  qualified  psychiatrists  and  the  need 
for  pay  increases,  and  the  increases  in  the  funds 
which  were  allocated  for  the  building  program 
at  the  State  Hospital. 

PAUL  B.  STIDHAM,  Chairman 
KENNETH  E.  GLOSS  LEO  J.  NOLAN 

ROBERT  E.  McCURDY  C.  W.  SABIN 

The  above  report  was  adopted,  section  by  sec- 
tion and  as  a whole,  without  dissent,  on  motions 
regularly  passed. 

Report  of  the  Reference  Committee 
on  Professional  Relations 

(a)  The  committee  approves  the  reports  of  the 
Board  of  Councilors  and  the  Grievance  Committee, 
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as  printed  on  pages  18  and  19  of  the  Handbook, 
and  recommends  their  adoption. 

(b)  Your  committee  also  approves  the  report 
of  the  Grievance  Committee’s  Subcommittee  on 
Panel  Practice,  as  carried  on  pages  19,  20  and  21 
of  the  Handbook. 

(c)  Your  committee  accepts  the  report  of  the 
Delegates  to  the  A.M.A.  as  carried  on  page  21  of 
the  Handbook,  highly  approves  the  supplement 
given  verbally  by  Dr.  Sawyer,  and  commends  the 
activities  of  the  Delegates,  and  reaffirms  our 
Society’s  firm  stand  of  favoring  Free  Choice  of 
Physician. 

(d)  The  committee  has  considered  the  Official 
Request  from  the  A.M.A.  as  printed  on  pages  24 
and  25  of  the  Handbook. 

With  respect  to: 

(1)  Free  Choice  of  Physician:  We  recom- 
mend that  our  Delegates  to  the  A.M.A.  be 
assured  of  the  undivided  support  of  the 
House  of  Delegates  of  the  Colorado  State 
Medical  Society.  We  acknowledge  the  con- 
cept of  Free  Choice  of  Physicians  as  a 
fundamental,  basic  principle  in  the  practice 
of  medicine.  In  our  opinion,  there  have  been 
and  will  be  occasions  when  exceptions  must 
be  allowed;  i.e.,  geographic  isolation  is  one 
example. 

(2)  Closed  Panel  Systems:  This  commit- 
tee recommends  that  the  Delegates  go  on 
record  as  definitely  opposing  closed  panel 
systems  of  medicine  inasmuch  as  they  do  not 
favor  the  principle  of  Free  Choice  of  Physi- 
cian. 

(e)  Your  committee  has  considered  the  resolu- 
tion from  the  Garfield  County  Medical  Society, 
and  we  feel  that  the  matter  of  implementing  the 
Findings  and  Opinion  of  the  Board  of  Councilors 
relating  to  the  Free  Choice  of  Physician  principle 
should  be  left  entirely  to  the  discretion  of  the 
Grievance  Committee  and  the  Board  of  Councilors, 
particularly  in  view  of  the  pending  litigation.  We 
therefore  recommend  that  no  action  be  taken  on 
the  resolution  of  the  Garfield  County  Medical 
Society. 

(f)  Your  reference  committee  also  agrees  with 
our  A.M.A.  Delegates  and  approves  the  special 
analysis  made  by  Dr.  B.  T.  Daniels  with  regard  to 
the  Report  of  the  Commission  on  Medical  Care 
Plans.  We  agree  that  the  Commission  deserves  the 
thanks  of  all  state  medical  societies  for  a monu- 
mental assembly  of  statistics  which  will  be  of 
great  future  value.  But  we  just  as  thoroughly  dis- 
agree with  the  conclusions  and  recommendations 
submitted  by  the  subcommittee  of  that  Commis- 
sion on  the  so-called  Miscellaneous  and  Unclassi- 
fied Plans.  We  therefore  recommend  that  our 
A.M.A.  Delegation  endeavor  to  bring  about  A.M.A. 
disapproval  of  that  section  of  the  report  of  the 
Commission  on  Medical  Care  Plans.  We  further 
recommend  that  Dr.  Daniels’  analysis  be  published 
at  the  earliest  possible  time  in  the  Rocky  Mountain 
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Medical  Journal,  together  with  a statement  of  the 
position  taken  by  our  House  of  Delegates,  and  that 
both  be  given  further  distribution  to  the  A.M.A. 
representatives  and  delegates  from  other  states. 

M.  L.  CRAWFORD,  Chairman 

HOWARD  F.  BRAMLEY  J.  KENNEDY 

SAM  W.  DOWNING  A.  F.  PIERCE 

The  above  report  was  adopted,  section  by  sec- 
tion and  as  a whole,  on  motions  regularly  passed 
without  dissent,  except  as  noted  below. 

(Following  the  reading  of  Section  (f),  the  last 
section  of  the  report  of  the  Reference  Committee 
on  Professional  Relations,  above,  the  following 
proceedings  were  recorded:) 

Dr.  Sam  W.  Downing  (Denver):  “In  the  light 
of  the  fact  that  some  of  us  have  felt  in  the  past 
that  at  times  we  have  had  unsympathetic  and  at 
times  even  inaccurate  reporting  in  the  press, 
would  it  be  permissible  to  amend  the  last  part  of 
that  recommendation  to  the  extent  that  this  very 
splendid  thing  that  Dr.  Daniels  has  written  for 
us,  which  I am  sure  most  of  us  have  not  had  time 
yet  to  thoroughly  digest,  might  be  reviewed  by  the 
Board  of  Trustees  before  it  is  published  and  given 
wide  distribution. 

“I  would  like  to  make  that  motion.  I would  like 
to  move  to  amend  that  portion  of  the  report  to 
state  that  Dr.  Daniels’  resume  or  report  to  us  be 
given  wide  distribution  and  be  published  at  the 
earliest  possible  time,  but  that  it  be  published  and 
given  wide  distribution  after  it  has  been  reviewed 
by  the  Board  of  Trustees  or  some  similar  body.” 

There  was  no  discussion,  the  motion  to  amend 
was  seconded  and  carried  without  dissent.  There 
was  no  further  discussion,  and  a motion  to  adopt 
Section  (f)  as  amended  carried  without  dissent. 

Report  of  Results  of  Balloting  for 
A.M.A.  third  Delegate  and  Alternate 

Vice  Speaker  Covode:  “Before  we  proceed  I 
should  like  to  announce  that  by  your  balloting 
you  have  designated  for  recommendation  to  the 
Board  of  Trustees  Dr.  Hendryson  as  Delegate  and 
Dr.  Wiley  as  Alternate. 

Report  of  Reference  Committee 
on  Miscellaneous  Business 

(a)  Your  reference  committee  recommends  the 
approval  of  the  report  of  the  Committee  on  Public 
Health,  as  carried  on  page  26  of  the  Handbook. 

(b)  We  wish  to  commend  the  Public  Health 
Committee  for  its  diligence  in  carrying  out  its 
activities. 

(c)  Your  committee  recommends  approval  of 
the  supplemental  report  of  the  Immunization  Com- 
mittee with  the  following  amendment  to  the  para- 
graph numbered  (1),  to  read: 

“Each  physician  assume  the  responsibility  for 
making  certain  whenever  possible  that  all  mem- 
bers of  families  he  serves  receive  protection 
against  poliomyelitis  by  having  currently  recog- 
nized immunization.” 


(d)  Your  committee  recommends  approval  of 
the  resolution  reaffirming  support  of  the  House  of 
Delegates’  action  in  September,  1958,  pertaining  to 
the  legislative  bill  on  simplification  of  obtaining 
autopsy  permission  which  is  under  consideration 
in  the  1959  General  Session  of  the  Colorado  Legis- 
lature. 

FREDERICK  TICE,  JR.,  Acting  Chiarman 
EDWARD  C.  BUDD  JOHN  C.  McAFEE 

VINCENT  C.  CEDARBLADE  P.  E.  PREBLE 

The  above  report  was  adopted  as  a whole,  on 
motion,  without  dissent. 

Report  of  the  Reference  Committee  on 
Insurance  and  Prepayment  Plans 

(a)  Your  committee  recommends  approval  of 
the  Report  of  the  Board  of  Trustees  on  Old  Age 
Pension  Problems  as  carried  on  pages  9 and  10 
of  the  Handbook,  with  the  change  on  page  10  in 
the  second  paragraph,  the  sixth  line,  of  the  word 
“important”  to  “pertinent.” 

(b)  Your  committee  recommends  approval  of 
the  report  of  the  Blue  Shield  Fee  Schedule  Ad- 
visory Committee  Progress  Report  as  read  Tues- 
day. February  17,  1959,  and  as  in  the  mimeo- 
graphed form,  with  the  following  changes: 

Page  4:  Add  to  the  end  of  the  second  paragraph 
“The  active  offering  list  would  include  only  three 
Plans: 

Standard  “A”  Preferred  Preferred  “A” 

$3,600  $6,000  $9,000 

Page  4:  Then  omit  all  of  III,  “Declaration  of 
Obsolescence.” 

Page  8:  Conclusions: 

Add  for  clarification  purposes 

1 a.  That  the  present  Preferred  Plan  remain  at 
the  amount  of  $6,000  for  a family  and  $4,500  for  a 
single  person. 

3.  Add  to  the  second  line  the  word  “approxi- 
mately” so  that  it  reads  “amounts  of  approximately 
75  per  cent  and  125  per  cent”  after  the  word 
“respectively”  in  the  fourth  line,  all  be  deleted, 
and  add  the  statement  “as  worked  out  by  the 
Blue  Shield  Fee  Schedule  Advisory  Committee.” 

(c)  Your  committee  recommends  the  approval 
of  the  Resolution  presented  by  the  Council  of  the 
Denver  Medical  Society  with  the  following 
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changes:  Under  “BE  IT  RESOLVED”  (1)  add  after 
“Proposed  Preferred  Plan  ‘A’  ” “and  Standard  Plan 
‘A’”;  (2)  omit;  (3)  should  read  “that  the  present 
Preferred  Plan  be  corrected  to  the  point  of  maxi- 
mum satisfaction  to  all  concerned”;  (4)  omit,  alto- 
gether. 

This  has  been  altered  in  this  fashion  in  that 
the  deleted  portions  have  been  resolved  in  the 
Monday,  February  16,  1959,  meeting  of  the  Blue 
Shield  Fee  Schedule  Advisory  Committee. 

(d)  Your  committee  recommends  the  approval 
of  the  supplemental  report  of  the  Subcommittee 
on  Professional  Insurance,  dated  February  17,  1959, 
as  distributed  to  the  Delegates,  with  one  addition: 
at  the  end  of  paragraph  2,  following  the  word 
“shown”  it  should  read  “shown,  as  long  as  the 
dates  of  beginning  and  end  of  treatment  are  given.” 

(e)  The  reference  committee  has  taken  note 
of  Dr.  Fred  Good’s  report  and  wishes  to  thank 
him  and  the  Blue  Shield  Board  for  its  progressive 
attitude.  In  addition  the  reference  committee  has 
taken  note  of  the  excellent  and  profound  amount 
of  work  the  Blue  Shield  Fee  Schedule  Advisory 
Committee  has  done  and  also  wishes  to  thank 
them;  the  combined  work  of  these  two  being  in 
large  part  the  culmination  of  this  reference  com- 
mittee report. 

V.  V.  ANDERSON,  Chairman 
SIDNEY  BI.ANDFORD  L.  L.  HICK 

S.  B.  CHILDS  A.  E.  LUBCHENCO 

WILLIAM  CURTIS  WILLIAM  RYDER 

The  above  reference  committee  report  was 
adopted  section  by  section  and  as  a whole,  on 
motions  regularly  carried,  without  dissent. 

Report  of  Reference  Committee  on 
Constitution,  By-Laws  and  Credentials 

Your  reference  committee  recommends  approv- 
al of  the  report  of  the  special  Ad  Hoc  Committee 
on  By-Law  Revision,  as  carried  on  pages  29-32 
of  the  Handbook,  with  the  following  exception: 
In  the  last  paragraph  of  the  report  on  page  32 
the  words  “a  committee  of  the  House’s  selection” 
should  be  changed  to  read  “a  committee  appointed 
by  the  President.”  In  addition,  your  committee 
recommends  that  the  proposed  committee  to  be 
appointed  by  the  President  include  some  members 


of  the  present  Committee  on  Constitution,  By- 
Laws  and  Credentials  and  some  members  of  the 
present  Ad  Hoc  Committee. 

GEORGE  CURFMAN,  Chairman 

JOHN  A.  DAVIS  H.  HARPER  KERR 

The  changes  in  the  report  above  were  adopted 
without  dissent;  and  the  report  of  the  Reference 
Committee  on  Constitution,  By-Laws  and  Creden- 
tials was  adopted  as  a whole,  by  two  separate 
actions. 

Mr.  Sethman  certified  there  was  no  unfinished 
business. 

Speaker  Bolton  recognized  Past  President  John 
S.  Bouslog,  who  spoke  as  follows: 

“Mr.  Speaker,  President  Zarit,  members  of  the 
House  and  Board  of  Trustees.  Probably  most  of 
you  saw  in  the  papers  the  notice  of  the  death  of 
our  beloved  Past  President  Dr.  Nicholas  A.  Madler, 
on  February  6.  I would  like  to  ask  the  Speaker 
to  call  on  the  House  to  stand  for  a moment  in 
tribute  to  Dr.  Madler.” 

(All  stood  and  observed  a moment  of  silence.) 

There  was  no  new  business,  and  the  House 
went  into  Executive  Session.  The  House  was 
cleared  of  unauthorized  attendants  and  this  was 
certified  by  the  Sergeants-at-Arms. 

After  a brief  Executive  Session  Speaker  Bolton 
declared  the  House  in  open  session,  announced 
business  had  been  concluded  and  declared  the 
House  of  Delegates  adjourned  without  day,  at 
5:45  p.m.  ______ 


The  above  abstracted  minutes  of  the  House  of 
Delegates  are  respectfully  submitted  to  the  mem- 
bers of  the  Society. 

HARVEY  T.  SETHMAN, 
Secretary,  House  of  Delegates. 


Practical  nurse  licensure 

The  period  during  which  practical  nurses  who 
have  not  successfully  completed  the  prescribed 
curriculum  in  a school  of  practical  nursing,  ap- 
proved by  the  Colorado  Board  of  Licensed  Prac- 
tical Nurse  Examiners,  may  file  application  for  a 
Colorado  Practical  Nurse  License  will  expire  at 


^ui^ior^J^ecLrina  (Center 
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midnight  on  June  30,  1959.  Only  those  applications 
received  by  5:00  p.m.  June  30,  1959,  or  postmarked 
before  midnight  June  30,  1959,  will  be  accepted. 

Beginning  July  1,  1959,  only  those  who  have 
successfully  completed  the  prescribed  curriculum 
in  a State  Board  accredited  school  of  practical 
nursing  may  file  applications  for  Colorado  prac- 
tical nurse  licensure. 

Licensure  requirement  information  may  be  se- 
cured from  the  Board  of  Licensed  Practical  Nurse 
Examiners,  1280  Sherman  Street,  Denver  3,  Colo- 
rado. 


James  W.  Sampson,  M.D.  of  Sheridan, 
named  new  State  Health  Director 

James  W.  Sampson,  M.D.,  of  Sheridan,  was  ap- 
pointed by  the  state  Board  of  Health  to  become 
Director  of  the  Department  of  Public  Health  on 
July  1,  1959,  succeeding  Franklin  D.  Yoder,  M.D. 
Dr.  Yoder  is  leaving  Wyoming  to  become  Director 
of  the  Division  of  Socio-Economic  Activities  of 
the  American  Medical  Association. 

Dr.  Sampson  is  a native  of  Wyoming,  having 
been  born  in  Dietz,  near  Sheridan,  in  1909.  He  was 
schooled  at  the  University  of  Wyoming,  received 
his  M.D.  degree  from  the  University  of  Nebraska 
College  of  Medicine,  has  practiced  medicine  (gen- 
eral practice  and  surgery)  for  the  past  22  years  in 
Sheridan,  and  is  a Past  President  of  the  State 
Medical  Society. 

Dr.  Sampson  will  join  the  department  some- 
time this  month  as  Director  of  Local  Health  Serv- 
ices, and  will  carry  out  those  duties  while  being 
oriented  to  his  departmental  responsibilities  by 
Dr.  Yoder.  He  plans  to  enroll  at  the  University  of 
California  School  of  Public  Health,  at  Berkeley, 
in  September,  1959,  for  study  towards  the  degree 
of  Master  of  Public  Health  in  Public  Health  Ad- 
ministration. 


Obituary 

CAROLINE  McGILL 

Caroline  McGill,  M.D.,  retired  Butte  physician, 
died  Wednesday,  February  4,  at  her  ranch  in  the 
Gallatin  Canyon  near  Bozeman.  Dr.  McGill  was 
born  May  18,  1879,  at  Ontario,  Ohio.  She  received 
a Ph.D.  degree  from  Missouri  University  in  1908 
and  an  M.D.  degree  from  Johns  Hopkins  Uni- 
versity School  of  Medicine  in  1914.  She  was 
licensed  to  practice  in  Montana  and  opened  her 
office  for  the  general  practice  of  medicine  in 
Butte  during  1914. 

Dr.  McGill  was  an  active  member  of  this  Asso- 
ciation and  participated  in  all  of  its  affairs  until 
her  retirement  in  1957.  She  attended  regularly  all 
of  the  annual  meetings  and  interim  sessions  of 
this  Association  as  well  as  meetings  of  many  of 
the  specialty  groups.  Dr.  McGill  was  especially 
interested  in  Montana  history.  She  established  at 
Montana  State  College  in  Bozeman  during  1956 
an  historical  museum  when  she  contributed  to 
the  college  her  valuable  historical  collection. 

The  death  of  Dr.  McGill  is  a distinct  loss  to 
the  medical  profession  and  we  extend  our  con- 
dolences to  her  many  confreres  and  friends 
throughout  Montana. 


Society  of  Nuclear  Medicine 

The  Colorado  Society  of  Nuclear  Medicine  will 
conduct  its  second  annual  all-day  meeting  on 
May  20,  1959,  at  the  Veterans  Administration 
Hospital  in  Denver. 

In  addition  to  scientific  speakers,  the  program 
will  include  a group  of  informative  exhibits  and 
will  close  with  an  evening  dinner.  No  registration 
fee  will  be  charged  and  all  physicians  and  their 
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The  Colorado  State  Medical  Society 

Rocky  Mountain  Medical  Conference, 

September  8-11,  1959 
Denver 

President:  John  I.  Zarit  (Chairman  of  the  Board),  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1950. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  1960;  (Alternate,  Irvin  E.  Hendryson,  Denver, 
1960);  E.  H.  Munro,  Grand  Junction,  1960;  (Alaternate,  Harlan 
E.  McClure,  Lamar,  1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  Telephone  AComa  2-0547. 

The  Wyoming  State  Medical  Society 

Annual  Session,  June  11-14,  1959 
Jackson  Lake  Lodge 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Teton 
County,  Robert  Knapp,  Pinedale;  Uinta  County,  Joseph 
Whalen,  Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe, 
Newcastle;  Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
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Montana  Medical  Association 

Annual  Meeting,  September  17-19,  1959 
Butte 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 

Acting  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 
Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 

Nevada  State  Medical  Association 

Annual  Meeting,  August  19-22,  1959 
Reno 

President:  Roland  Stahr,  Reno. 

President-elect:  Ernest  W.  Mack,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno; 
telephone  FA.  3-6788. 


New  Mexico  Medical  Society 

Annual  Session,  May  5-7,  1959 
Las  Cruces 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Councilors:  Junius  A.  Evans,  Las  Vegas,  1959;  Aaron  E.  Mar- 
gulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farmington,  1960; 
George  Prothro,  Clovis,  1960;  Gerald  Slusser,  Artesia,  1960; 
W.  J.  Hossley,  Deming,  1961;  Guy  Rader,  Albuquerque,  1961. 
Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  CH  2-2102. 


The  Utah  State  Medical  Association 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County,  1960, 

A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford  Rees, 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Ce'tar  City; 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E.  Jorgenson, 
Provo. 

Executive  Committee:  U.  R.  Bryner,  Salt  Lake  City,  Chair- 
man; Reed  W.  Farnsworth,  Cedar  City:  I.  Bruce  McQuarrie, 
Ogden;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dal- 
rymple, Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 

B.  Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
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Society  of  Nuclear  Medicine  cent,  from  i4i 


families,  students,  interns,  residents,  and  all  non- 
physicians who  work  in  the  general  field  of 
nuclear  energy  are  welcome  to  attend. 

The  Colorado  Society  of  Nuclear  Medicine  is 
an  affiliate  chapter  of  the  national  group  known 
as  the  Society  of  Nuclear  Medicine,  the  latter’s 
name  being  unique  in  that  it  does  not  indicate 
its  own  scope  even  though  it  is  a rapidly  growing 
national  organization.  The  Society  of  Nuclear 
Medicine  was  an  outgrowth  of  the  interest  of 
physicians  in  the  application  of  nuclear  energy  to 
nuclear  science  which  developed  more  or  less 
simultaneously  in  Southern  California,  the  Pacific 
Northwest,  and  Oak  Ridge,  Tennessee.  Some  time 
thereafter,  the  Colorado  Society  became  a unit  of 
the  national  movement.  The  national  association 
will  hold  its  1960  annual  meeting  in  Estes  Park, 
Colorado,  in  June  of  that  year. 

The  organization  is  also  unique  in  that  it  is 
basically  a medical  organization  but  admits  per- 
sons to  full  membership  who  are  not  Doctors  of 
Medicine,  providing  they  meet  certain  scholastic 
standards  and  work  in  allied  fields  of  nuclear 
energy.  ; 

A complete  program  for  the  May  20  meeting 
will  be  mailed  to  all  interested  persons  who  re- 
quest it.  Inquiries  should  be  addressed  to  Thad 
P.  Sears,  M.D.,  Veterans  Administration  Hospital, 
Denver  20,  Colorado. 


Washington  Scene  cont.  from  96 


Notes 

The  Forand  bill  for  hospitalization  and  surgical 
services  of  retired  Social  Security  recipients  has 
been  introduced  in  only  slightly  revised  form.  Its 
number  is  H.R.  4700.  One  change  of  interest  is  per- 
mitting surgical  services  to  be  performed  by  other 
than  board-certified  surgeons.  The  author  says  the 
program  will  be  financed  by  increasing  Social 
Security  taxes  (above  increases  already  scheduled) 
by  one-fourth  of  1 per  cent  for  both  employer 
and  employee  and  three-eights  of  1 per  cent  for 
the  self-employed,  both  starting  in  1960. 

More  significant  than  even  the  introduction  of 
the  bill  was  the  statement  Mr.  Forand  filed  in  the 
Congressional  Record  the  same  day.  It  was  moder- 
ate in  tone  and  seemed  to  be  asking  the  support 
of  all  groups.  He  noted,  for  instance,  that  some 
of  his  strongest  backers  have  questioned  the  in- 
clusion at  this  time  of  surgical  services. 

This,  he  commented,  should  be  weighec^  by  the 
committee  when  it  takes  up  the  bill. 

On  hearings,  little  is  known.  Neither  the  House 
Leadership  nor  Chairman  Wilbur  Mills  of  Ways 
and  Means  Committee  has  given  any  indication 
when  hearings  would  be  held.,,  , 

While  some  committees  of  Congress  have  been 


moving  rapidly  ahead  on  health  legislation,  others 
like  the  House  Interstate  Committee  only  recently 
got  around  to  organizing  its  health  subcommittee. 
It  was  given  a new  name:  health  and  safety  sub- 
committee when  Rep.  Kenneth  Roberts  (D.,  Ala.) 
who  headed  a special  highway  safety  committee 
was  tapped  for  the  new  post.  Its  area  of  interest 
includes  public  and  quarantine,  food  and  drugs, 
hospital  construction,  highway  and  air  traffic  safe- 
ty, and  air  pollution.  Mr.  Roberts  is  a lawyer  by 
profession  and  is  now  serving  his  fifth  term. 

The  first  woman  physician  to  be  honored  in 
Statuary  Hall  is  the  late  Dr.  Florence  Sabin  of 
Colorado.  She  is  the  first  person  selected  from 
Colorado.  Each  state  is  permitted  two  statues  of 
distinguished  persons.  Dr.  Sabin  was  a noted  medi- 
cal researcher  and  in  her  later  years  a public 
health  leader  in  Colorado.  At  the  unveiling  cere- 
monies in  the  Capitol,  Dr.  George  Fister  of  the 
A.M.A.  Board  of  Trustees,  was  present. 

Three  Republican  members  of  the  Senate  Labor 
subcommittee  on  health  would  have  a two-year 
study  of  health  needs  of  all  citizens,  young  and 
old.  The  15-man  commission  would  recommend  to 
the  President  and  Congress  necessary  legislation 
to  supplement  or  stimulate  broader  health  protec- 
tion coverage  by  existing  private  and  non-profit 
plans.  Senators  Javits  of  New  York,  Case  of  New 
Jersey  and  Cooper  of  Kentucky  are  the  co- 
sponsors. 
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WANT  ADS 


ONE  1957  Model  Mattern  x-ray  machine,  100  Milliamp 
complete  with  tilt  table  and  fluoroscope.  Used  less 
than  six  months.  Reason  for  selling,  doctor  forced  to 
retire  because  of  illness.  Call  EMpire  5-3333  or  write 
Box  891  Glendive,  Montana. 

FOR  RENT:  Bhysicians’  otfices  available  in  new  Medi- 
cal Center  in  busy  Northeast  Colorado  Springs. 
Possibilities  unlimited  for  Pediatrician.  Obstetrician, 
Internist  and  Endocrinologist.  Please  investigate. 

Will  install  ?2,000.00  free  partitioning,  plumbing,  etc., 
to  suit.  Air  conditioned.  100  car  parking.  E.  Nirk, 
2621  Holiday  Lane,  Colorado  Springs.  Melrose  4-8978. 
GENERAE  PRACTITIONER  WANTED:  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana. 34TF 

MEDiCAE  lEEUSTRATOR:  Burr  S.  Bush,  member  of 
the  Association  of  Medical  Illustrators.  3150  South 
Humboldt  Street,  Englewood,  Colorado,  or  call  SUnset 
1-3389. 24-3 

PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 
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SPACE  available  in  new  air  conditioned  Medical  Build- 
ing in  Colorado  Springs,  Colorado.  Location  excel- 
lent for  Generalists,  Specialists,  or  Dentists.  Ample 
off  street  parking.  Near  new  hospital  and  adjacent 
to  a large  shopping  center.  Will  partition  to  suit. 
E.  H.  Vincent,  M.D.,  Suite  No.  1,  Madison  Medical 
Building,  2121  North  Weber  Street,  Colorado  Springs, 
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MEDICAL  BUILDING  under  construction  at  3815  West 
72nd,  Westminster.  Contact  early  for  choice  of 
space  and,  decorating  colors.  Suites  available  for  seven 
physicians.  Ready  for  occupancy  between  May  1st  and 
15th.  For  information  write,  A.  T.  Chitwood,  Sr.,  4300 
Oakwood  Street,  Westminster,  Colorado.  Phone  after 
6 p.m.  HArrison  9-4406. 

FOR  SALE:  An  electric  operated  chair  for  the  stair- 
case, $600.  Phone  Mrs.  W.  B.  Draper,  EAst  2-3065. 
for  appointment. 

GENERAL  SURGEON,  Certified,  33,  wants  to  locate 
in  southern  half  of  Rocky  Mountain  area.  Write 
Box  4-13,  835  Republic  Building,  Denver  2,  Colorado. 


H-O-W-D-Y 

Registered  Trade  Mark 


BOB S PLACE 


A Bob  Cat  for  Service 


/I  A I TEXACO  PRODUCTS 

49'^  300  South  Colorado  Boulevard 

tmA*  Matt 

Cow  Town,  Colo. 


FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical -Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

Ki  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


144 


Rocky  Mountain  Medical  Journal 


Abbey  Rents,  144 

Abbott  Laboratories,  8-9,  50-51, 

98-99,  132-133 

Ames  Company,  16 

Astra  Pharmaceuticals,  22,  128 

Baxter,  Don,  Inc.,  37-38 
Berbert,  George  & Sons,  Inc.,  54 
Bob’s  Place,  144 
Boyle  & Company,  10-11 
Burroughs  Wellcome  & Company, 
25 

Cambridge  Dairy,  117 
Case,  G.  M.,  Laboratories,  143 
Children’s  Hospital,  141 
Ciba  Pharmaceutical  Products 
Company,  Inc.,  29,  40-43,  96,  109, 
121 

City  Park-Brookridge  Farms,  145 
Cocks-Clark  Engraving  Company, 
135 

Denver  Optic  Company,  137 

Earnest  Drug,  144 

Emory  John  Brady  Hospital,  112 

Empire  Casualty  Co.,  4 

Endo  Laboratories,  52 

Geigy,  26 

General  Electric  Company,  44 


Irwin,  Neisler  & Co.,  12 

Kincaid’s  Pharmacy,  144 

Lederle  Laboratories,  5,  13,  72-73, 
102-103,  107,  110,  113,  116,  119,  122, 
126,  134,  136,  138,  142,  146 
Lilly,  Eli  & Company,  60 
Lorillard,  P.,  Co.,  24 

Merchants  Office  Furniture 
Company,  114 

Merck,  Sharp  & Dohme,  Inc., 

3,  31-34,  97 

Newton  Optical  Company,  130 

Parke,  Davis  & Company, 

Cover  II- 1 

Pfizer  Laboratories,  14-15,  23,  57, 
123 

Physicians  Casualty  Association, 
120 

Picker  X-Ray  Corporation,  118 
Publishers  Press,  Inc.,  135 
Purdue  Frederick  Co.,  21 

Republic  Building  Corporation,  144 
Riker  Laboratories,  Inc.,  36 
Robins,  A.  H.,  Company,  Inc., 

27,  115 


Roerig,  J.  B.,  & Company,  Inc., 
6-7,  49,  129 

Sandia  Ranch  Sanatorium,  146 
San-Ott  Laboratories,  108 
Sobering  Corporation,  59,  124-125 
Schieffelin  & Company,  127 
Searle,  G.  D.,  & Company,  93 
Shadford-Fletcher  Optical 
Company,  139 

Smith-Dorsey  Company,  56,  94 
Smith,  Kline  & French 
Laboratories,  Cover  IV 
Squibb,  E.  R.,  & Sons,  30,  45 

Taylor  Hearing  Center,  140 
Technical  Equipment  Corporation, 
Cover  III 

Telephone  Answering  Service,  144 

Upjohn  Company,  55 

U.  S.  Brewers  Foundation,  35 

Wantads,  144 

Wallace  Laboratories,  39,  47-48 
Wine  Advisory  Board,  28 
Winthrop  Laboratories,  Inc., 

17-20,  104-106,  131 
Wyeth,  53 


/Condition 

^PERFia! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 


for  April,  1959 


145 


Sandia  Ranch  Sanatorium 


Rt.  4,  Box  4104  Albuquerque,  New  Mexico  Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

John  W.  Myers,  M.D.,  Medical  Director 

Alan  Jacobson,  M.D.,  Psychiatrist  Fred  W.  Langner,  M.D.,  Psychiatrist 


they  deserve 


GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14VITAMINS-11  MINERALS 


Each  capsule  contains: 

Vitamin  A . 

Vitamin  D 

Vitamin  Bu  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  . . 
Thiamine  Mononitrate  (Bi)  . . . . 

Riboflavin  (Bj)  

Niacinamide 

Folic  Acid 

Pyridoxine  HCI  (Be) 

Ca  Pantothenate  

Choline  Bitartrate . 

Inositol 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates). 
1-Lysine  Monohydrochioride  . . . 

Rutin . . . . 

Ferrous  Fumarate 

Iron  (as  Fumarate) 

Iodine  (as  Kl)  

Calcium  (as  CaHPO,)  ...... 

Phosphorus  (as  CaHPO,) 

Boron  (as  Na2B,07.10H20)  . . . . 

Copper (as  CuO)  

Fluorine  (as  Cah). 

Manganese  (as  Mn02) 

Magnesium  (as  MgO) 

Potassium  (as  K2SO4) 

Zinc  (as  ZnO) 


5,000  U.S.P.  Units 
500  U.S.P.  Units 

1/15  U.S.P.  Oral  Unit 

5 mg. 

.....  5 mg. 

15  mg. 

1 mg. 

0.5  mg. 

.....  5 mg. 

50  mg. 

50  mg. 

50  mg. 

lOl.U. 

25  mg. 

.....  25  mg. 

30  mg. 

10  rag. 

.....  0.1  mg. 

.....  157  mg. 

122  mg. 

0.1  mg. 

1 mg. 

0.1  mg. 

.....  1 mg. 

1 mg. 

5 mg. 

0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 


146 


Rocky  Mountain  Medical  Journal 


Rocky 

Mountain 

Wa^  1959  Medical 

Journal 


^^T^mue  of  A.M.A.’s  Medical  Care  Plans  report 


Urinary  infections 


Gold  rush 
Abdominal  aortic  aneurysm 
Mastectomy 
Chronic  simple  glaucoma 
Tracheotomy  in  head  injuries 


Table  of  contents  page  2 


Volume  56  • Number  5 


PREREQUISITE  FOR  EMOTIONAL  ADJUSTMENT:  THERAPY 


“The  most  effective  form  of  psychotherapy  is  to  demonstrate  to  the  patient  that  his 
seizures  can  be  adequately  controlled  by  the  use  of  anticonvulsant  medication.”^ 

REQUISITE  FOR  THERAPY: 
THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
effective  anticonvulsants  for  most  clinical  needs 


bibliography:  (P  carter,  S.  M..-  M.  CUn.  North  America:  315  (March)  1953.  (2)  Chao,  D.  H.:  Ibid.,  p.  465.  (3)  Good- 
man, L.  S.,  & Gilman,  A.;  The  Pharmacological  Basis  of  Therapeutics,  ed.  2,  New  York,  MacMillan  Company,  1955, 
p.  187.  (4)  Daxidson,  D.  T,  Jr.,  in  Conn,  H.  E;  Current  Therapy  1958,  Philadelphia,  W.  B.  Saunders  Company, 
1958,  p.  568.  (5)  Zimmerman,  F.  T.:  New  York  }.  Med.  55:2338,  1955.  (6)  French,  E.  G.;  Rey-Bellet,  J.,  & Lcnno.x, 
W.  G.:  New  England  J.  Med.  258:892  (May  1)  1958. 
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DILANTIN^  KAPSEALS® 

• • DILANTIN  Sodium  is  the  most  useful  nonsed- 
ative anticonvulsant.”^ 

“Coincident  with  the  decrease  in  seizures  there 
occurs  improvement  in  intellectual  performance. 
Salutary  effects  of  the  drug  on  personality,  mem- 
ory, mood,  cooperativeness,  emotional  stability, 
amenability  to  discipline  . . . are  also  observed, 
sometimes  independently  of  seizure  control. 

The  drug  of  choice  for  control  of  gi'and  mal  and 
of  psychomotor  seizures,  DILANTIN  Sodium  (di- 
phenylhydantoin  sodium,  Parke-Davis)  is  supplied 
in  many  fonns  including  Kapseals  of  0.03  Cm.  and 
of  0.1  Gm.,  in  bottles  of  100  and  1,000. 


PHELANTIN’ 


KAPSEALS 


“When  it  has  been  demonstrated  that  the  com- 
bination of  Dilantin  and  phenobarbital  is  helpful 
in  a patient  and  that  these  drugs  are  well  tolerated, 
the  use  of  a combination  capsule,  PHELANTIN,  is 
often  a great  morale  builder  because  it  enables 
the  physician  to  reduce  the  total  number  of  pills 
or  capsules  the  patient  is  required  to  take.  It  is  a 
cheaper  form  of  prescription  and  it  also  prevents 
the  patient  from  manipulating  the  dosage  of  his 
drugs. 

PHELANTIN  Kapseals  (Dilantin  100  mg.,  phenobarbital 
30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles 
of  100. 


MILUNIlN  KAPSEALS 'SUSPENSIOr 


After  five  years  of  study,  using  MlLONTIN  in  a 
series  of  200  patients  with  petit  mal  epilepsy,  one 
investigator  reports:  “Results  confirm  our  previ- 
ously published  data  on  a smaller  number  of  cases 
and  show  that  MlLONTIN  is  an  effective  agent  for 
the  treatment  of  petit  mal  epilepsy  . . . relabvely 
free  from  untoward  side  effects.’’^ 

MlLONTIN  Kapseals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000.  Suspension,  250  mg. 
per  4 cc.,  16-ounce  bottles. 


CELONTirKAPSEALS 


In  a recent  study,  76  patients  were  treated  with 
CELONTIN  for  periods  up  to  two  years.  Included 
in  this  group  were  34  patients  with  psychomotor 
seizures,  29  with  petit  mal,  and  13  with  other 
types.  Forty  per  cent  had  marked  benefit  with 
CELONTIN  (less  than  half  their  previous  number 
of  seizures),  and  all  but  35  per  cent  experienced 
some  degree  of  improvement.  Marked  benefit  was 
obtained  in  55  per  cent  of  patients  with  petit  mal 
and  in  33  per  cent  of  those  having  psychomotor 
seizures.® 

CELONTIN  Kapseals  (methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 
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DtXAMETHASONE 


a new  order  of  magnitude  in  corticosteroid  effectiveness  ^ 

a new  order  of  magnitude  in  margin  of  safety 

A dramatic  pattern  of  good  to  excellent  improvement  is  reported  with 
DECADRON  in  90  percent  of  153  patientst  with  acute,  chronic  and 
emphysematous  bronchial  asthma. 

tAnaiysis  of  Cfinica'I  Reports. 

DiCAORON  is  a traOernark  of  Merck  & Co.,  Inc. 

SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  , INC,,  PHIUADILPHIA  1,  PA, 


If  one  . . . or  all . . . needs  nutritional  support . 


they 

deserve 


GEVRAL 

Vitamin “ Mineral  Supplement  Lederle 


capsules™i4  vitamins  and  ii  minerals 

For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


the  pattern  of 

GLUCOSAMINE 

POTENTIATED 

TETRACYCLINE 

therapy 

COSA- 

TETRACYN* 


Note:  Rapid  and  high  initial  antibiotic  blood  levels  are  an  ijnportant  factor 
in  tineventful  recoveries.  Glucosamine  potentiation  provides  the  fastest, 
highest  tetracycline  levels  available  with  oral  therapy.  Bibliography  and 
i^feadonal  information  booklet  available  on  request^ 


capsules 

125  mg.,  250  mg. 

oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspoonfnl  (5  cc.) 

pediatric  drops 

orange  flavored,  10  cc.  bottle  (with 
calibrated  dropper),  5 mg.  per  drop 
(100  mg.  per  cc.) 


Science  for  the  world’s  well-being 


PFIZER  LABOR.A.TORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 

''Trademark  for  glucosamine-potentiated 
tetra  cycline  ^ 
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Neocurtasal 


TASTES 

LIKE 

SALT 


New  Neocurtasa!  embodies  the 
characteristic  tang,  grain  and  texture  of 
regular  table  salt.  Now  whether  food  is  seasoned 
by  New  Neocurtasal  or  salt  — few  patients 
detect  the  difference.  Insipid  dishes  are  rendered 
more  palatable,  tiresome  diets  less  exacting. 

When  you  must  say  "no  salt,"  New  Neocurtasal 
effectively  cushions  the  blow.  In  selecting  a 
most  suitable  replacement  for  salt,  more  and  more 
physicians  observe  that  New  Neocurtasal 
assures  close  adherence  to  diet  and  the  utmost 
in  patient  cooperation. 


NEW 


Neocurtasal 


® ''An  Excellent 

Salt  Replacement” 

available  in  convenient  2 oz.  shakers 
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Efficiency  bi  Heparin  Anticoagulation  f # 

f;fipo-He8iii*400V^;» 
^ (40^0  U.S.P*  Units,  400  mgs.  per^cc)  —offers  ^ % 
immediate  effect  intravenously— prolonged  effect 
using  Lipo-Hepin  techniques— without  the  disad-  W 
vantages  associated  with' gel  heparin  preparations 
and  intravenous  or  intramuscular  heparinization 

'mm 

^^pMf^^p^viino^roteih  >lmase  relea^,  as^ 
accentuati^  by  lipo-Hepin,  allows  prevention  and 
coi^ectmn  of,  certain  lipid  accum^ations.  " f y 


t;-  "safety  . . . reduced  patient  a)s£. 

Lipo-Hepin  is  indicated  for  j 
'= - valescent  and  prophylactic  th( 

3 LIPb-HEPIN  200  <200  mgs/ec) 
/ . aUd  otiber  concentrations  ' - 


tamediate  attention  will  be  given  ^ 1 
to  yoUf  request  for  technical  ' i 
' ■ill  if’^ot'^^tion  and  S, 
^ i’S  literature.  Write  to  ^ 


U.R.l.  caps  X 9 — ^ 

1 cap  a.c.  morning  and  noon 


To  relieve  general  discomv 
.forts  that  ;acconip3ny  Upper 
Respiratory  Infections,  liay  fever,  siniisitis, 'Tlii  syndror^e/'  etc. 

Chiofprophenpyndamme  AntJhistamsnic 

^yl3S8a^£  4,0  mg,  and 

Hyoscyamme  Sifltate  0.1037  m-  drymg  effect  ' : 
[!  / Atropme  Sulfate  0 0194  mg  on  mucous 
nry  Hyoscme  H,  &r,  0.0065  mg  memferanes 

Propadl'ine  HOt  (^'4  gr.)  45  nr-g.  constrictor  and  i 

MATERIAL 
AHO 

LITERATURE 

i-, 

. Sf ttOEST 


(Opper  Respiratory  Infections) 


RsHof  of  general 
dsseo.mfort 


MetfeampbetamloeSailste  5 mg. 
r’henobarbstal  JS  2.  mg- 


■po 


HepiEft  400  M,/cc 

* 5^  ' SODIUM  HEPARIN  U.S.P. 



Efficiency  of  Lipoprotein  Lipase  Release 
-j:  tj — Anticoagulation 


SOUTHERN  DIVISION 

3230  Peachtree  Rd.,  N.E. 
Atlanta,  Ga. 


30  W.  Washington 
Chicago,  III. 


101  N.  33rd  Street 
Philadelphia,  Pa. 


MAIN  OFFICE: 


4800  District  Boulevard 
Los  Angeles  58,  California 


CENTRAL  DIVISION 


EASTERN  DIVISION 


when  it’s  skin  deep 
use  XYLO CAINE  ointment 


...  in  nearly  all  external  symptoms  of  pain,  itching  and  burning,  e.g.,  sunburn,  minor  burns, 
insect  bites,  abrasions,  poison  ivy  and  other  contact  dermatitis,  hemorrhoids  and  inoperable 
anorectal  conditions,  and  cracked  nipples. 

Xylocaine  Ointment,  a surface  or  topical  anesthetic,  gives  fast,  effective  and  long  lasting 
relief.  Its  water-soluble,  nonstaining  base  melts  on  contact  with  the  skin,  to  assure  imme- 
diate release  of  the  anesthetic  for  fast  action  and  it  does  not  interfere  with  the  healing 
processes. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


XYLOCAINE^  OIIMTM 

(brand  of  lidocalne*) 

2f.5%  & 5% 

SURFACE  ANESTHETIC 

•U.S.  Pat.  No.  2,441,498  Made  in  U.S.A. 


ENT 
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when  pollen  allergens 
attack  the  nose . . . 

» 

; Triaminic  provides  more  effective  therapy  in 

• respiratory  allergies  because  it  cojnbines  two 

• antihistamines^  ' with  a decongestant. 

These  antihistamines  block  the  effect  of  histamine  on  the  nasal 


and  paranasal  capillaries,  preventing  dilation  and  exudation. 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.^'  ^ 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.^’  " triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 


References:  1.  Sheldon,  J.  M.:  Postgrad.  Med.  14:105  (Dec.)  1953.  2.  Hubbard,  T.  F. 
and  Berger,  A.  J.:  Annals  Allergy  p,  350  (May-Junc)  1950.  3.  Kline,  B.  S.:  J.  Allergy 
19:19  (Jan.)  1918.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Thcr.,  Macmil- 
lan, Xcw  York,  1956,  p.  532.  5.  Fabricant,  N.  D.:  F.F.N.T.  Monthly  37:400  duly) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 


Triaminic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  malcate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
jiatients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  Triaminic  Tablet  or  i/g 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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designed 

to  benefit 

you 


Two  years  ago  a majoriiy  of  the  members 
of  the  Colorado  State  Medical  Society 
indicated  they  would  support  a new  Com- 
pany, owned  solely  by  Doctors  ond 
designed  to  create  competition  and  reduce 
the  high  rates  charged  for  professional 
liability  protection. 

Empire  Casualty  Company  has  now  com- 
pleted its  first  year  in  business  and  has 
been  instrumBntal  in  getting  rates  reduced 
about  25%  for  the  benefit  of  all. 


A great  many  members  of  Colorado  State 
Medical  Society  are  participating  . . . 
Why  don't  you  call  or  write  for  further 
information? 


CARL  W.  OHLIN 
Insurance  Department 


GarreltBromDelil 

m 


201  Security  Bidg. 


Operating  Management 
Denver,  Colorado 


AComa  2-8621 
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To  the  relief  of  musculoskeletal  paiu, 

MEDAPRIN- 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
junction  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

* ** 

TRADEMARK  tpaoEMARK,  REG.  U.S.  PAT.  OFF.  — M ETH  YLPR  EDNISOLON  E,  UPJOHN 
ffiATIO  OF  DESIRED  EFFECTS  TO  UNDESIHED  EFFECTS  j^j 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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turned-up  noses 
at  this 

new  Erythrocin 
suspension 


a new  derivative 
of  Erythromycin 
% designed  especially 
. . for  children 


Never  a flavor  like  this  in  an  antibiotic  suspen- 
sion. A new  achievement  in  pharmaceutical  ele- 
gance—a ready-mixed,  stable  suspension  so  sweet 
and  good  you  can’t  tell  it’s  "medicine.” 

No  bitterness,  no  unpleasant  aftertaste  — just 
pure,  sweet  citrus  flavor. 

Never  an  antibiotic  better  proved  against  every- 
day coccal  infections.  After  millions  of  pre- 
scriptions, an  unparalleled  safety  record. 

High,  peak  blood  levels  within  one  hour  — plus 
nearly  100%  effectiveness  against  coccal  infec- 
tions. And,  unlike  broad-spectrum  antibiotics, 
Erythrocin  is  classed  as  a bactericidal  agent. 

Indications:  Against  staph-,  strep-  and  pneumo- 
cocci. Especially  useful  when  patients  are  allergic 
to  penicillin  or  other  antibiotics.  Dosage:  For 
children,  30  mg. /Kg.  per  day.  Adults,  1 to  2 Gm., 
depending  on  severity  of  infection.  Supplied:  In 
60-cc.,  pour-lip  bottles.  Each  5-cc.  teaspoonful. 
represents  200  mg.  of  Erythrocin. 

If  you’re  concerned  with  blood  levels  . . . 

Range  of  blood  levels  obtained  from  one  dose  of 
400  mg.  Erythrocin  Suspension.  Medication  was  ad- 
ministered to  30  volunteer  adults,  and  represents  a 
dosage  of  approximately  6 mg. /Kg.  Bars  show  ranges 
— continuous  line  indicates  medians. 


meg. /ml. 
20.48 


10.24 

K 

5.12 


©ERYTHROCIN— El 


IROMYCIN,  ABBOTT  9O01OS 


€Olif  ACr  If  NS  lABORATOgiiS  <»  NEW  Y©IIIC  36,  N.Y. 
Write  for  the  address  of  center  nearest  you. 


.00njm> 
thermits  ejctremcs  of  kera* 
toconlc  and  megaiegtebic; 
djmensisns  ts  be  fitteil. 

• Vent-Alf  lenses  are 
custom-fitted  in  uni-,  bK 
or  tfi-cufve  radii  con- 
farming  to  corneal  peri- 
pheral asphencities. 

In  addition  to  the  Vent- 
Air  lens,  all  other  types 
of  scleral  and  corneal 
lenses  are  available  to 
meet  your  patients*  indi- 
vidual needs. 
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and  one  to  grow  on 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  ~ 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  crystalline  vitamin  B12,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  tb  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 

Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B-js 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


Doctors,  too,  like  “Premarinl’ 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  --  it  replaces 
what  the  patient  lacks  — • natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ay  erst  Laboratories  * New  York  f'^~\  2 
1 6,  N.  Y.  - Montreal,  Canada  ^ 


in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


' 'H 


FOR  RELIEF  OF  ^XIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES.  New  Brunswick,  N.  J. 


THE  HEART  DISEASE  PATIENT 
NEEDS  RELIEF  FROM 
EMOTIONAL 
STRESS 


Anxiety  intensifies  the  physical  dis- 
order in  heart  disease.  “The  prognosis 
depends  largely  on  the  ability  of  the  phy- 
sician to  control  the  anxiety  factor,  as  well 
as  the  somatic  disease.’’ 

(Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology. 
Am.  J.  Cardiol.  1:395,  March  1958.) 

Miltowir 

meprobamate  (Wallace) 

Available  in  400  mg.  scored  and  200  mg.  sugar-coated 
tablets.  Also  available  as  Meprospan*  (200  mg. 
meprobamate  continuous  release  capsules).  In  com- 
bination with  a nitrate,  for  angina  pectoris: 
Miltrate*  (Miltown  200  mg.  -)-  petn  10  mg.). 


Tranquilization  with  Miltown  en- 
hances recovery  from  acute  cardiac  epi- 
sodes and  makes  patients  more  amenable 
to  necessary  limitations  of  activities. 

(Waldman,  S.  and  Pelner,  L.:  Management  of  anxiety 
associated  with  heart  disease.  Am.  Pract.  8c  Digest  Treat. 
8:1075,  July  1957.) 


Miltown  causes  no  adverse  effects  on 
heart  rate,  blood  pressure,  respira- 
tion or  other  autonomic  functions. 


TRADE-MARK 


CM-8275 


®®WALLACE  laboratories.  New  Brunswick,  N.J. 


“It  is  concluded  that 
the  addition  of 
buffering  agents  to 

acetylsaJicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useful  purpose”' 

'Sadove,  Max  S,  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958, 
Nonbuffered  Material  Used— Bayer®  Aspirin. 
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B.  I.  □. 

ULCER  CONTROL 


NEW 


DARICON 


patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 


EVEN  REFRACTORY  CASES  RESPOND 


‘Trademark 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


for  May,  1959 


21 


key  to  Kents  popularity 


In  1958,  Kent  made  the  greatest  gain  in 
popularity  ever  recorded  by  any  filter 
cigarette  in  any  year — a sales  increase  of 
20-billion  cigarettes. 

Behind  this  popularity  is  a story  of 
months  and  years  of  research,  perfecting 
the  remarkable  combination  of  filter  action 
and  flavor  found  in  today’s  Kent  cigarette. 
In  developing  Kent,  Lorillard  research 
scientists  recognized  that  smokers  wanted, 
on  the  one  hand,  a really  satisfying  taste; 
on  the  other,  reduced  tars 
and  nicotine.  In  addition, 
smokers  demanded  a free 
and  easy  draw. 

These,  then,  were  the 
objectives.  The  first  sci- 
entific breakthrough  in 
the  project  was  the  de- 
velopment of  the  exclu- 
sive Micronite  filter, 
patented  by  Lorillard. 

This  filter  was  created 
because  of  newly-discov- 
ered principles  in  the  field 
of  filtration,  which  have 


been  previously  described  in  these  pages. 

Though  this  filter  satisfied  everyone  on 
its  ability  to  reduce  tars  and  nicotine  to 
the  lowest  level  among  the  largest  selling 
brands,  there  was  still  work  to  be  done  in 
the  areas  of  taste  and  draw.  After  addi- 
tional months  of  research,  a new  tobacco 
blend  was  developed  which  delivered  rich 
taste  after  the  smoke  had  passed  through 
the  filter.  Next  in  the  series  of  laboratory 
triumphs  was  a method  of  improving  the 
draw  to  compare  with  the 
most  free-drawing  of  all 
filter  brands. 

The  rest  of  the  Kent 
story  is  a legend  in  the 
tobacco  industry.  Out- 
side, independent  re- 
search studies  confirmed 
the  fact  that  Kent  had 
achieved  its  objectives. 
Smokers  responded.  In 
fact,  during  the  past  year, 
more  smokers  changed  to 
Kent  than  to  any  other 
cigarette  in  America. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Researchl 
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new  for  total 

management 
of  itolung^' 
inflamed^' 
infected' 
skin  lesions 


oiiitmeiit 

antipruritic/anti-inflammatory/antibacteriai/antifungal 


Mycolog  Ointment  — containing  the  new  superior  topical  corticoid  Kenalog  — re- 
duces inflammation,’’*  relieves  itching,*’’  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.’  ’ It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.’” 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation’’*  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action’  — and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.®’® 


Cleared  in  5 days 


Cleared  in  20  days 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastisase. 
References:  1.  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy  3:164  (Nov.)  1958.*  2.  Nix,  T.E.,Jr.,  and  Derbes,V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  ♦ 3.  Robinson,  R.C.V.:  Bull.  School  of  Med.,  U.  Maryland^:54  (July) 
1958.  « 4.  Sternberg,  T.H.t  Newcomer,  V.D.,  and  Reisner,  R.M.:  Monographs  on  Therapy _3:115  (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hatlett,  J.J.:  Monographs  on  Therapy,  J:153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H,:  Monographs  on  Therapy,  3:111  (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  19:449  (Oct.)  1958.  • 9.  Bereston,  E.S.:  South.  M.J.  ^:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available — Kenalog»S  Lotion~7V^  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15Gm.tubes.  Kenalog  Lotion.  0.1%— 15cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1%— 5 Gm.  and  15  Gm.  tubes. 


SqyiBB 


Squibb  Quality  the  Priceless  Ingredient 


'SPECTROCIH'®,  'MYCOSTATIN'®,  'RLASTIBASE'®,  'MTCOLO’j' 
AND  'KENALOQ'  ARC  SQUIBB  TRAOCWARKS 
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MAINTENANCE  THERAPY 
WITHOUT  STEROIDS 

IS  EUNDAMENTAL 


Sound,  conservative  therapy  with  salicylates  has  been  consistently  reaffirmed  as  basic, 
long-term  maintenance  therapy  in  the  arthritides. 

Buffered  Pabirin  provides  superior  maintenance  therapy.  It  epitomizes  fundamen- 
tal long-term  basic  therapy  since  it  can  be  given  month  after  month  without  serious 
complications  and  with  minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high  and  sustained  salicylate  blood  levels. 
Each  tablet  consists  of  an  outer  layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid,  and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 

In  the  stomach,  the  outer  layer  quickly  releases  the  buffer,  which  protects  against 
nausea,  dyspepsia  and  other  gastrointestinal  symptoms  so  frequently  encountered 
with  salicylates  alone.  The  core  of  Buffered  Pabirin  then  disintegrates  rapidly,  per- 
mitting rapid  absorption  of  the  acetylsalicylic  acid  for  faster  pain  relief. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.)....300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel. ...100  mg. 

All  Buffered  Pabirin  is  sodium-  and 
potassium-free. 


References:  1.  Hart,  D.;  Bagnall,  A.  W.; 
Bunim,  J.  J.,  and  Policy,  F.  H.;  Ninth  Inter- 
national Congress  on  Rheumatic  Diseases, 
Toronto,  Ont.  (June  25)  1957.  2.  Report  of 
Joint  Committee,  Medical  Research  Council  & 
Nuffield  Foundation,  Treatment  of  Rheumatoid 
Arthritis,  British  Medical  Journal  (April  13) 
1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Dosage:  Two  or  three  tablets 
3 or  4 times  daily. 


Buffered 


Pabirin*: 


Tablets 


SMITH-DORSEY-  adivisionof  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


ONE 

MOST 

SIGNIFICANT 
IMPROVEMENT 

IN 

ANTACID 
THERAPY 

SINGE  THE  INTRODUCTION  OF  ALUMINUM  HYDROXI 
^ IN  1929 


CREAMALIN 


ANTACID  TABLETS 


Each  Crcanialiii  Antacid  Tablet  contains  820  ing.  specialh'  proc- 
essed. highly  reactu'e.  short  polymer  dried  aluminum  hydroxide 
gel.  stabilized  with  hexitol,  with  75  mg.  magnesium  hydroxide. 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

8.  Neutralizes  acid  longer  (more  lasting  relief) 

4,  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


l■HKaHDW&^U 


GREAMALIN  NEUTRALIZES  MORE  ACID  EASTER 


tablets* 


Acid  neutralization  with  tO  leading  antack 


ingredient) 


(per  gram  of  active 


widely 


antacid 


tablets 


.tablets  were.ppwciered  and  s.uspended  ic  distilled  waje 


mecjianical' 


leratyrp 


stirrer  and  pM  efedtrodds.  Hydr'oehlofld' ^dj  Wi 


faddefl 


niainta  n 


bf  i^aiiid  required  was 


recorded  at  frequent  intervals  for  onje-hoi 


Pritnd-T  ainte  ■;  M: 


Greater  Relief 


Quicker  Relief 


of  action  ki 


ngre'dierit) 


MINUTES 


GREAMALIN 
~~rr~  tablets 


hew 


9 widely  prescribed 


.^antacid  tablets 


pi  3)  -f-  )r{gasirie-l\yperaeid<%. 


Tobe.p»b)tehed. 


More  Lasting  Relief 


No  chalky  taste.  New  Creamalin  tablets  are  notp 
chalky,  gritty,  rough  or  dry.  They  are  highy  pal-^ 
atable,  soft,  smooth,  easy  to  chew,  mint  flavored.^ 


CREAMALIN 


ANTACID 

TABLETS 


LABORATORIES  • NEW  YORK  18.  NEW  YORK 


AS  YO  U LIKE 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “Dietary  management  of  atherosclerosis  that  is 
undertaken  after  a cerebral  or  coronary  occlusion 
is  likely  to  do  little  more  than  arrest  an  already 
advanced  and  most  likely  irreversible  process.”  Dr. 
Samuel  Proger,  Progress  in  Cardiovascular  Dis- 
ease, Oct.  1958,  page  145. 

2.  “The  art  of  consultation  was  not  simply  a ques- 
tion of  sending  a patient  away  for  a second  opinion. 
It  was  the  careful  selection  of  the  man  who  by 
training  and  temperament  was  the  most  suitable 
for  the  matter  in  hand.  His  position  in  the  profes- 
sion, t?is  standing  in  his  specialty,  his  skill,  his  ap- 
pearance, his  manner,  and  his  gift  of  tongues  had 
all  to  be  considered.”  Abercrombie,  G.  F.:  The  Art 
of  Consultation,  The  Fifth  James  McKenzie  Lec- 
ture cited  in  General  Articles  and  News,  Brit.  M.  J. 
2;  1349  (Nov.  29)  1958. 

3.  “When  a consultant  and  a general  practitioner 
met,  no  matter  how  distinguished  the  one  or  how 
obscure  or  diffident  the  other,  they  met  on  terms 
of  absolute  equality,  the  one  to  give,  the  other  to 
receive,  but  not  necessarily  to  adopt,  the  advice 
tendered.”  ibid. 

4.  “Often,  of  course,  one  got  no  help  at  all  from  a 
consultation.  Harley  Street,  in  his  experience,  was 
reluctant  to  confess  itself  stumped.  It  would  be 
better  sometimes  if  it  did,  and  the  exceptions  are 
refreshing.”  ibid. 

5.  “ ‘No  man  should  die  of  acute  or  obscure  disease 
without  a consultation,’  Sir  Clifford  Allbutt  had 
said  as  long  ago  as  1889.”  ibid.,  p.  1350. 

6.  “Allbutt,  whose  regard  Sir  James  Mackenzie 
especially  valued,  had  gone  on  to  say — to  the  stu- 
dents at  Charing  Cross  Hospital — ‘It  is  you  touchy 
young  men,  just  out  of  the  schools,  who  give  us 
the  trouble — who  bridle  up  at  the  suggestion  of 


a consultation  and  declare  that  nothing  more  can 
be  done.’  ” ibid. 

7.  “The  family  doctor  really  came  into  his  own 
when  specialist  opinions  differed.  In  this  dilemma, 
all  looked  to  him  to  find  the  right  solution,  and 
he  must  take  his  courage  in  both  hands  and  rise 
to  the  occasion.”  ibid. 

8.  “Neomycin  was  more  effective  than  chlortetra- 
cycline,  sigmamycin  or  chloramphenicol  in  treat- 
ing three  patients  with  hepatic  coma  due  to  liver 
failure  under  controlled  circumstances.  Neomycin 
therapy  permitted  an  adequate  protein  intake, 
which,  with  the  other  drugs,  caused  neuropyschi- 
atric  deterioration.”  Summerskill,  W.  H.  J.:  He- 
patic Coma  in  Liver  Failure  and  Gastrointestinal 
Hemorrhage  Treated  with  Neomycin,  Brit.  M.  J. 
2:1325  (Nov.  29)  1958. 

9.  “There  are  four  chief  reasons  why  honest,  hard- 
working and  conscientious  doctors  sometimes  do 
harm  when  they  think  to  do  good;  they  are  ig- 
norance, misdirected  enthusiasm,  overconfidence, 
and  timidity.”  Forbes,  John:  Danger!  Doctor’s  at 
Work,  Lancet  2:1226  (Dec.  6)  1958. 

10.  “It  has  to  be  admitted  that  most  doctors  com- 
pare poorly  with  other  professional  men  when  it 
comes  to  a knowledge  of  such  things  as  literature, 
philosophy,  logic,  economics,  and  even  science.” 
ibid. 

11.  “It  is  unfortunately  true  that  much  well-meant 
health  propaganda  today  does  encourage  thoughts 
of  disease  and  an  obsession  with  bodily  well-being. 
There  is  a danger  that  we  may  turn  the  British 
into  a nation  of  hypochondriacs;  some  would  say 
that  we  are  already  doing  so.”  ibid,  page  1227. 

12.  “A  timid  doctor  can  very  easily  manufacture 
neurotics  and  chronic  invalids,  and  the  sad  thing 
is  that  his  patients  are  often  pathetically  grateful 
for  his  wonderful  carefulness.”  ibid. 
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/or  ANGINA  PECTORIS 


flavor-timed” 
dual-action 
coronary  vasodilator 


ORAL  (tablet  swallowed  whole) 
for  dependable  prophylaxis 

SUBLIN6UAL-0RAL 

for  immediate  and  sustained  relief 


Nitroglycerin 

-0.4  mg.  (1/150  grain) -acts  quickly 

Citrus  “flavor-timer” 

— signals  patient  when  to  swallow 

Pentaerythritol  tetranitrate 

-15  mg.  (1/4  grain) -prolongs  action 


For  continuing  prophylaxis  patient 
swallows  the  entire  Dilcoron  tablet 
on  an  empty  stomach. 

Bottles  of  100. 

Average  prophylactic  dose: 

1 tablet  four  times  daily 

(%  hour  before  meals  and  at  bedtime). 

Therapeutic  dose; 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 


LAIORATORIfS 

NEW  YORK  18.  N V 


30 


Rocky  Mountain  Medical  Journal 


Clinical  findings  in  900  patients 
show  the 

selective  antihypertensive  action 
of 

IV 

II 

i tN  735  PATIENTS,  BLOOD  PRESSURE  FELL  AN  AVERAGE  OF  30.7  mm.  Hg: 

• more  than  half  of  these  patients  suffered  from  moderate 
: to  severe  hypertension 

tm  more  than  half  of  the  cases  Involved  hypertension  of  at 
least  6 years’  standing,  with  many  histories  of  up  to  20 

years’  duration 

THE  SIDE-EFFECTS  PROBLEM  WAS  MINIMIZED  IN  MOST  PATIENTS: 

Chart  shows  gratifyingly  low  incidence  of  side  effects  in  233 
patients  given  Singoserp  with  no  other  antihypertensive 
medication 


Side  Effect 

1 

1 Number 

Per  Cent 

Lethargy 

7 

2.9 

Headache 

6 

2.5 

Gastrointestinal  upset 

3 

1.2 

Vertigo 

2 

0.8 

Nasal  congestion 

1 

0.4 

DOSAGE:  Initially,  1 to  2 tablets  (1  to  2 mg.)  daily. 

SUPPLIED:  Singoserp  Tablets,  1 mg.  (white,  scored);  bottles  of  100. 
Samples  available  on  request.  Write  to  Cl  BA,  Box  277,  Summit,  N.J. 


2/3657MK 


C I B A 

SUMMIT,  N.J. 


a major 
improvement 
in  rauwolfia 

a major 
advance  in 
antihypertensive 
therapy 
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PLAN  NOW  TO  ATTEND  THE 


108th  ANNUAL  MEETING  of  the 
AMERICAN  MEDICAL  ASSOCIATION 


. . . over  300  scientific  exhibits  . . . 5? 
seminars  and  sectional  meetings  . . . 
60  medical  motion  pictures  . . . daily 
closed-circuit  telecasts. 

Childbirth  featured  In  largest  com- 
bined session  ever  offered  by  A.M.A. 
Seven  sections— Obstetrics  and  Gy- 
necology; Anesthesiology;  Pediat- 
rics; Preventive  Medicine;  General 
Practice;  Diseases  of  the  Chest  and 
Nervous  and  Mental  Diseases  pre- 
sent a morning  long  symposium. 

Liver  diseases  presented  in  a com- 
bined symposium  and  panel  session 
with  six  sections  participating:  Inter- 
nal Medicine,  General  Practice,  Ex- 
perimental Medicine  and  Therapeu- 
tics, Pathology,  Radiology  and  Gas- 
troenterology. 


Atlantic  City  is  an  ideal  family 
playground.  The  fabulous 
Boardwalk  and  world  renowned 
Steel  Pier  are  focal  points 
of  interest  at  this  famous 
ocean  side  resort. 


Typical  of  the  hundreds  of  speakers  and  topics  sched- 
uled for  presentation: 

SYMPOSIUM  ON  HEPATIC  DISEASES 

"Newer  Concepts  of  Bilirubin  Mefabolisrn" 

David  Schachter,  New  York  City,  New  York 

"Hepatic Coma: Its  Physiologicand  Chemical  Basis" 
S.  P.  Bessman,  Baltimore,  Maryland 

"Current  Problems  in  Hepatic  Pathology” 

I.  N.  Dubin,  Philadelphia,  Pennsylvania 

"Current  Knowledge  of  Viral  Hepatitis" 

Joseph  Stokes,  Jr.,  Philadelphia,  Pennsylvania 

"Radiography  in  the  Diagnosis  of  HepatiG  Diseasa" 
John  R.  Hodgson,  Rochester,  Minnesota 

"Newer  Concepts  of  Cirrhosis” 

Gerald  Klatskin,  New  Haven,  Connecticut 

PANEL  DISCUSSION  ON  HEPATIC  DISEASES 
Moderator — Cecil  Watson,  MlnneapoliSj  Minnesota 


For  advance  hotel  and  meeting 
registration  information  write; 
Conventioni  Services, 
American  Medical  Association, 
535  North  Dearborn  Street, 
Chicago  10,  Illinois 
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Bulk — rough  or  gentle — 
makes  the  "^Regularity”  diet  work! 

The  Regularity  ” 

• Fniits  and  vegetables,  raw  or  cooked,  are 
high  in  cellulose.  Oranges  and  apples,  beets  and 
carrots  also  provide  pectin  which  absorbs  more 
fluid  to  form  especially  smooth  bulk. 

Whole  grains  contain  cellulose  and  Vitamin  B 
Complex  as  well.  Lots  of  liquid  is  important  to 
make  the  ceUtflose  bxilky — about  8 to  10  glasses 
a day.  And  some  of  it  might  be  beer.* 


Diet 


And  may  we 
suggest  a 
glass  of 
beer  to 
increase  the 
fluid  intake? 


For  appetite  appeal  your  patient  can  team  apples 
with  dates.  Raisins  or  fresh  cranberries  make  a 
tasty  surprise  in  oatmeal  mufiins. 

When  your  patient  makes  these  bulk- 
producing  foods  appetizing,  he’s  likely  to  in- 
clude them  in  his  regular  diet. 

*An  8-oz.  glass  of  beer  supplies  about  ki  the  minimum  require- 
ment of  Niacin  as  well  as  smaller  amounts  of  other  B Complex 
vitamins.  (Average  of  American  beers) 


United  States  Brewers  Foundation 

Beer— America’s  Beverage  of  Moderation 

If  you’d  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation.  535  Fifth  Avenue.  New  York  17,  N.  Y. 
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A LOGICAL  COMBINATION  RAUDIXIN  ENHANCED 
BY  AN  ENTIRELY  NEW  DIURETIC  ~ FLUMETHIAZIDE 


SQUIBB  ANNOUNCES 


EW 


RAUTRAX 


RAUDIXIN 

Squibb  Standardized 

Whole  Root  Rauwolfia  Serpentina 

FLUMETHIAZIDE 


POTASSIUM  CHLORIDE 


THUS  SQUIBB  OFFERS  YOU  GREATER  LATITUDE  IN  SOLVING  THE  PROBLEM  OF 


HYPERTENSION 


WITHOUT  FEAR  OF  SIGNIFICANT  POTASSIUM  DEPLETIONi-3 


Rautrax  combines  Raudixin  with  flumethiazide  — the  new,  safe 
nonmercurial  diuretic  — lor  control  of  all  degrees  of  hyperten- 
sion. Clinicians  report  it  safely  and  rapidly  eliminates  excess 
extracellular  sodium  and  water  without  potassium  depletion.i-3 
Potassium  loss  is  less  than  with  any  other  nonmercurial  diuretic.i 
Moreover,  the  inclusion  of  supplemental  potassium  chloride  in 
Rautrax  provides  added  protection  against  potassium  and  chlo- 
ride depletion  in  the  long-term  management  of  hypertension. 

Through  this  dependable  diuretic  action  of  flumethiazide,  the 
clinical  and  subclinical  edema  — so  often  associated  with  cardio- 
vascular disease  — is  rapidly  brought  under  control.2-5  And  once 
Rautrax  has  brought  the  fluid  balance  within  normal  limits, 
continued  administration  does  not  appreciably  alter  the  normal 
serum  electrolyte  pattern.  Flumethiazide  also  potentiates  the 
antihypertensive  action  of  Raudixin.  By  this  unique  dual  action, 
a lower  dosage  of  each  ingredient  effectively  tnaintains  safe 
antihypertensive  therapy. 


Dosage;  2 to  6 tablets  daily  in  divided  doses 
initially;  may  be  adjusted  within  range  of  1 
to  6 tablets  daily  in  divided  doses.  Note;  In 
hypertensive  patients  already  on  ganglionic 
blocking  agents,  veratrum  and/or  hydrala- 
zine, the  addition  of  Rautrax  necessitates  an 
immediate  dosage  reduction  of  these  agents 
by  at  least  50  % . A similar  reduction  is  neces- 
sary when  these  agents  are  added  to  the 
Rautrax  regimen. 

Supply:  Capsule-shaped  tablets  supplying  50 
mg.  of  Raudixin,  400  mg.  of  flumethiazide,  and 
400  mg.  of  potassium  chloride,  bottles  of  100. 
References:  1.  Moyer,  J.  H.,  and  others:  Am. 
J.  Cardiol.,  3:113  (Jan.)  1959.  • 2.  Bodi,  T.. 
and  others:  To  be  published.  Am.  J.  Cardiol., 
(April)  1959.  • 3.  Fuchs,  M.,  and  others: 
Monographs  on  Therapy,  4:43  (April)  1959. 
• 4.  Montero,  A.  C.;  Rochelle,  J.  B.,  Ill,  and 
Ford,  R.  V.:  To  be  published.  • 5.  Rochelle, 
J.  B.,  Ill;  Montero,  A.  C.,  and  Ford,  R.  V.: 
To  be  published. 

LITERATURE  AVAILABLE  ON  REQUEST. 


RAUDIXIN®  AND  RAUTRAX  ARE  SQUIBS  TRADEMARKS 


Squibb  Quality  - tbu  Prictltss  Incridiiat 
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Each  ANTiVERT  tablet  contains: 

Meclizine  (12.5  mg.)  — most  elective  anti- 
histaminic  to  control  vestibular  dysfunc- 

tion.i 

: Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
for  prompt  vasodilation.--^ 

Advantage  of  '^dual  therapy”  confirmed: 

;Menger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2;  110  (March) 
1956.  2.  Menger,  H.  C.;  Clin.  Med.  4:313  (March)  1957. 
3.  Shuster,  B.  H.;  M.  Clin.  North  America  40:1787 
(Nov.)  1956. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 

Science  for  the  world’s  well-being 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIH  ’. . . 


Ointment:  Tubes  of  oz.  and  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  i Bottles  of  5 cc.  with  sterile  dropper. 


Ointment:  Tubes  of  34  and  1 oz.  and  tubes  of  34  oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  ; Bottles  of  10  cc.  with  sterile  dropper. 

II  pt|i  j Lotion  : Plastic  squeeze  bottles  of  20  cc. 

11  tW  ^ Powder  : Shaker-top  bottles  of  10  Gm. 


Ointment:  Tubes  of  34  oz.,  1 oz.  and  34  oz.  (ophthalmic  tip). 


BURROUeHS  WELLCOME  & CO.  (U.S.  A.)  INC.,  Tuckalioe,  N.  Y. 
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A SPOON  LICKIN’ 
GOOD  A SULFA! 


it’s 

delicious 

cherry- 

flavored 


for  children 


KYNEX 

ACETYL  PEDIATRIC  SUSPENSION 

N'  Acetyl  Suifamethoxypyriclazine  Lederle 

just  1 dose  a day  . . , achieves  rapid  therapeutic  levels . . . sustained  for  24  hours . . . extremely  low  incidence 
of  sensitivity  reactions  and  renal  complications  . . . convenient,  highly  economical . . . 

ALWAYS  ACCEPTABLE  . . .WHENEVER  SULFAS  ARE  INDICATED 

Recommended  dosage:  first-day  dose  is  1 teaspoonful  (250  mg.)  for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day 
thereafter,  V-i  teaspoonful  for  each  20  lbs.  For  80  lbs.  and  over,  use  adult  dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially, 
and  2 teaspoonfuls  (0.5  Gm.)  daily  thereafter.  Administer  immediately  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg.  of.  sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


for  May,  1959 


37 


inhalation  therapy 


WETS,  THINS,  LOOSENS  PULMONARY  SECRETIONS 


(It. 


BRONCHITIS 
BRONCHIAL  ASTHMA 


Alevalre,  trademark  reg.  U.S.  Pat.  Off. 


BRONCHIECTASIS 

PERTUSSIS 

CROUP 

Alevaire  is  administered  by  means  of  a nebulizer  operated  with 
an  air  compressor  or  oxygen. 

Supplied  in  bottles  of  60  cc.  for  intermittent  and  500  cc. 
for  continuous  nebulization. 


LABORATORIiS 
new  YORK  18.  N.  Y. 


I 


j 
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itching,  burning,  oozing,  weeping 
of  POISON  IVY  and  other  summer 
dermatoses  quickly  subside 
when  sprayed  with 

METI-DERMa„,„. 

prednisolone  topical 

for  relief  of  seasonal  skin  disorders 
nonsensitizing  Meti-Derm  Aerosol  is 

FASTER— instant  cooling  relief 
SAFER— no  rub-in  irritation  or  contamination 
MORE  DIRECT— reaches  and  penetrates 
inaccessible,  hairy  areas 
MORE  ECONOMICAL  -a  single  3-second 
spray  covers  an  area  about  the  size 
of  the  hand 

MORE  PLEASANT— colorless,  stainless 


PLUS  the  established  “Meti”  steroid  benefits 
PACKAGING  150  Gm.  spray  container;  50  mg. 
prednisolone. 

ALSO  AVAILABLE 

Meti-Derm  with  Neomycin  Aerosol, 

50  mg.  prednisolone  and  50  mg.  neomycin  sulfate, 
150  Gm.  spray  container. 

Meti-Derm  Cream,  5 mg.  prednisolone, 
tubes  of  10  and  25  Gm. 

Meti-Derm  Ointment  with  Neomycin, 

5 mg.  prednisolone  and  5 mg.  neomycin  sulfate, 
tubes  of  10  and  25  Gm. 


Meti,®  brand  of  corticosteroids. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Parenteral  potency  — The  graph 
above  shows  that  Ilosone  provides  anti- 
bacterial serum  levels  comparable  to 
those  obtained  with  intramuscular  anti- 
biotic administration. 

Parenteral  certainty — In  more  than 
a thousand  determinations,  in  hundreds 
of  patients  studied,  Ilosone  has  never 
failed  to  provide  significant  antibac- 
terial levels  in  the  serum. 

The  usual  dosage  for  adults  and  chil- 

Ilosone^**  (propionyl  erythromycin  ester,  Lilly) 


dren  over  fifty  pounds  is  250  mg.  every 
six  hours,  but  doses  of  500  mg.  or  more 
may  be  administered  safely  every  six 
hours  in  more  severe  infections.  For 
optimum  effect,  administer  on  an  empty 
stomach.  Supplied  in  Pulvules  of  250 
mg.  (For  children  under  fifty  pounds, 
a 125-mg.  Pulvule  is  also  available.) 

1.  .Aintibiotic  Med.  & Clin.  Therapy,  5;609,  1958. 

2.  Data  from  Antibiotics  Animal,  p.  269.  1954- 
1955. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  B,  INDIANA,  U.  S.  A. 

932546 
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ONGRATULATiONS  ARE  DUE  the  Colorado 
State  Medical  Society  and  its  attorneys  upon 
the  dismissal  of  one  of  the  lawsuits  that  had 
been  brought  by  physicians  associated  with 
the  United  Mine  Workers  Welfare  and  Re- 
tirement Fund.  An  in- 

Congratulations,  foresting  account  of 

...  that  development  is 

And  Criticisms!  published  on  page  92 

in  the  Colorado  news 
section  of  this  issue  of  the  Journal. 

Just  a few  of  the  50  states — and  not  all 
the  physicians  in  any  of  those  few — have 
been  carrying  the  brunt  of  medicine’s  recent 
fight  to  retain  its  American  freedoms  and 
those  of  its  patients.  It  is  too  bad  that  some 
of  the  hierarchy  of  the  American  Medical 
Association  still  cannot  see  the  light  and 
lend  the  influence  of  their  high  offices  to 
the  embattled  doctors  of  southern  Colorado 
and  certain  parts  of  Utah,  Wyoming,  Penn- 
sylvania, West  Virginia,  Kentucky,  and 
southern  Illinois.  In  the  matter  of  lawsuits, 
Colorado  has  been  carrying  the  battle  en- 
tirely by  itself  the  last  two  years.  We  wish 
the  A.M.A.  had  lent  a hand  so  that  it  could 
be  included  in  our  sincere  congratulations 
to  Colorado! 

Also  in  this  issue  is  a critique  developed, 
after  long  study  we  feel  sure,  of  the  A.M.A. ’s 
famous  “Report  of  the  Commission  on  Medi- 
cal Care  Plans.”  The  latter  was  filed  with 
the  A.M.A.  House  of  Delegates  last  Decem- 
ber and  is  up  for  possible  action  at  the  At- 
lantic City  annual  meeting  next  month.  One 
or  more  other  states  may  have,  within  the 
same  length  of  time,  developed  a real  study 
of  the  report  but  at  this  writing  we  have  as 
yet  neither  seen  nor  heard  of  another — so, 
again,  congratulations  to  Colorado  for  hav- 
ing a study  committee  sufficiently  alert  to 
come  up  with  a clear,  publishable  analysis 
of  its  own  state  medical  association  thinking 
on  this  highly  complex  and  controversial 
subject.  We  noted  from  the  minutes  of  the 
Colorado  Society’s  House  of  Delegates,  pub- 


lished in  our  April  issue,  that  this  critique 
has  the  official  endorsement  of  the  House  of 
Delegates  and  has  been  transmitted  to  the 
American  Medical  Association  officially,  to- 
gether with  the  Colorado  Society’s  recom- 
mendation that  the  “Miscellaneous  and  Un- 
classified Plans”  section  of  the  Commission 
report  be  disapproved. 

Lawsuits  in  southern  Colorado  and  the 
national  Commission’s  official  report  are  un- 
avoidably related  in  our  thinking,  because 
the  United  Mine  Workers  medical  plan,  cur- 
rently of  the  tightly-closed-panel  type,  is 
very  correctly  listed  as  one  of  the  “miscel- 
laneous and  unclassified  plans”  discussed  by 
the  Commission. 

We  agree  with  the  Colorado  committee 
which  criticized,  perhaps  less  severely  than 
we  would  ourselves,  any  set  of  strong  recom- 
mendations relating  to  medical  plans — 250 
of  them  serving  some  millions  of  persons — 
based  upon  a “study”  by  four  men  who  ap- 
parently did  not  interview  a single  patient 
of  any  of  the  plans! 


In  dermatologic  parlance,  there  is  a class  of 
cutaneous  dermatoses  and  tumors  called  the 
precanceroses.  An  epithelioma  develops  in 
20  or  more  per  cent  of  such  conditions  as 
Bowen’s  disease,  the  keratoses  (senile,  ar- 
senical, tar,  solar) , leuko- 
plakia, cutaneous  horns. 
Carcinogenesis  atrophic  or  ul- 

cerated skin  of  severe 
irradiation  reactions.  In 
view  of  the  relentless  trend  of  the  latter 
toward  cancer,  someone  once  said  that  a 
severely  irradiated  area  will  become  cancer- 
ous if  the  patient  lives  long  enough. 

This  statement  has  been  paraphrased, 
knowingly  or  unknowingly,  by  Dr.  Alton 
Ochsner.  We  know  he  has  seen  no  reason  to 
relinquish  his  unmitigable  belief  that  smok- 
ing begets  cancer.  Dr.  Ochsner  has  recently 
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and  widely  been  quoted  as  saying  that  any 
intemperate  smoker  will  acquire  cancer  if 
he  lives  long  enough. 

Obviously,  neither  of  these  statements  can 
be  disproved.  It  is  best  that  they  should  not 
be,  for  experience  and  statistics  tend  to  au- 
thenticate the  apparent  relationship  between 
precanceroses,  an  apparently  carcinogenic 
habit,  and  life-destroying  tumors.  Approxi- 
mately 30,000  new  cases  and  25,000  deaths 
from  lung  cancer  annually  attest  increased 
prevalence  of  the  disease.  Part  of  the  sta- 
tistics, at  least,  depend  upon  greater  aware- 
ness of  the  disease  and  availability  of  diag- 
nostic tools  for  their  detection.  Any  disease 
diagnostically  accessible  seems,  of  course,  to 
be  on  the  increase.  Furthermore,  leading 
causes  of  death  are  to  be  admitted,  respected 
and,  within  reason,  controlledi 

People  won’t  give  up  automobiles  because 
there  are  40,000  deaths  on  the  road  annually 
in  our  country.  But  it  still  looks  from  here 
as  though  life  expectancy  is  enhanced  among 
those  who  are  willing  to  drive  carefully  and 
to  smoke  temperately.  Without  hesitation  we 
might  also  add — especially  to  the  blonds,  red 
heads,  and  sandy  complexioried  people — that 
lives,  in  this  and  in  generations  to  follow, 
will  be  saved  by  shading  the  face  and  backs 
of  the  hands  from  the  sky-shine  in  these 
States  where  we  are  privileged  to  live! 

^Everyone  remembers  the  case  of  Dr.  Kris, 
the  physician  who  allegedly  charged  too 
much  for  spending  one  hundred  hours  of  pro- 
fessional time  to  save  the  life  of  Benny 
Hooper,  the  boy  who  fell  in  a well.  Criticism 
of  his  fee  was  national,  bit- 
ter, and  unrestrained;  most 
of  it  probably  emanated 
from  critics,  both  in  and  out 
of  our  profession,  who  were 
insufficiently  informed.  The  furor  subsided 
and  we  assumed  the  case  had  been  largely 
forgotten.  However,  Medical  Economics  mag- 
azine has  recently  published  an  article  based 
upon  an  author’s  personal  research  which 
exonerates  Dr.  Kris.  Unfortunately  it  will 
have  little  or  no  publicity. 


In  retrospect,  we  agree  that  the  publicity 
was  worse  than  the  bill.  Dr.  Kris  had  con- 
sulted colleagues,  including  medical  society 
officers,  before  setting  his  fee — but  he  didn’t 
get  their  sanction  in  writing.  He  was  under 
the  mistaken  impression  that  a large  sum  of 
money  was  available  for  Benny’s  medical  ex- 
penses. His  fee  was  based  upon  advice  of 
colleagues  according  to  per  diem  fees  for 
out-of-town  services  and  confinement  and 
half  the  going  rate  per  hour  for  the  time  of 
an  anesthesiologist,  which  he  is.  He  had 
acted,  said  he,  not  “as  an  anesthesiologist — 
just  as  a physician.”  The  Hoopers  got  at  least 
$3,345  from  TV  appearances  and  well-wishers. 
Their  take  home  pay  was  at  least  $108  per 
week.  In  view  of  these  facts,  we  believe  Dr. 
Kris  proved  himself  to  be  sincere,  and  he  was 
respectful  of  his  profession’s  public  relations 
second  only  to  the  welfare  of  his  patient. 
Apparently  officers  of  his  state  medical  so- 
ciety, the  A.M.A.  and  the  American  College 
of  Surgeons  acted  without  complete  investi- 
gation of  all  facts  and  circumstances  and  the 
mediation  committee  of  his  county  medical 
society  decided  there  would  be  no  bill. 

We  believe  Dr.  Kris  has  a point  in  prin- 
ciple. Any  doctor  has  a right  to  render  a bill. 
Plenty  of  agencies  are  setting  the  monetary 
value  of  his  services  and,  like  the  rest  of  us, 
he  is  going  along  with  the  worthy  plans  and 
wants  to  see  them  survive  and  succeed  in 
defending  patients  against  hardship  from  un- 
expected essential  medical  expenses.  How- 
ever, he  resents  it  when  a committee  of  his 
own  medical  society,  apparently  incomplete- 
ly informed  and  under  pressure  from  national 
medical  societies  and  their  officers,  tells  him 
there  will  be  no  fee.  This,  when  he  supplied 
over  one  hundred  hours  of  services  and  funds 
were  available  without  hardship  to  the  fam- 
ily! Who  among  us  would  not  feel  entitled  to 
an  equitable  fee,  subject  to  adjudication, 
rather  than  no  fee?  It  looks  from  here, 
through  a long  hind-sight,  that  Dr.  Kris  did 
get  a raw  deal  and  criticism  he  didn’t  de- 
serve. He  doesn’t  need  the  money,  but  he 
conscientiously  believes  in  fair  and  equitable 
deliberation  of  professional  fees.  We’d  like 
to  see  him  vindicated! 


How  M uch 
for  a Life? 
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CRITIQUE  OF  THE  FINDINGS,  CONCLUSIONS, 

AND  RECOMMENDATIONS  OF 

THE  REPORT  OF  THE  COMMISSION  ON 


B.  T.  Daniels,  M.D.,  Denvert 


Any  person  who  attempts  to  analyze 
the  Report  of  the  Commission 
will  almost  certainly  do  so  from  a 
particular  point  of  view. 


Our  critique  emphasizes  the  problem  with 
which  physicians  in  Colorado  are  currently 
wrestling.  With  this  in  mind  and  after  having 
studied  the  entire  Report  it  immediately  be- 
comes important  to  look  critically  at  the 
Table  of  Contents  in  order  to  see  if  there 
cannot  be  a specific  focus  of  attention. 

There  is.  We  here  in  Colorado  are  specif- 
ically interested  in  the  impact  which  this 
report  has  upon  the  problems  concerning  the 
“Miscellaneous  and  Unclassified  Plans”  chap- 
ter with  which  we  must  deal  in  our  own 
state.  We  are  also  directly  interested  in  the 
“Judicial  Council  Opinions  and  House  of 
Delegates  Policy  Statements.”  Such  foci  of 
attention  will  permit  us  to  concentrate  on 


•“Report  of  the  Commission  on  Medical  Care  Plans — Findings, 
Conclusions  and  Recommendations,”  published  and  copy- 
righted by  the  American  Medical  Association  as  a Special 
Edition  of  the  Journal  of  the  American  Medical  Association 
under  date  of  January  17,  1959.  Page  numbers  and  other 
references  to  the  Report  refer  to  the  January  17,  1959,  edition; 
the  Report  was  also  previously  published  in  a different  format 
and  distributed  only  to  certain  officers  and  Delegates  and 
Alternate-Delegates  of  the  A.M.A.  in  November,  1958. 

Published  for  widest  distribution  by  order  of  the  House 
of  Delegates  of  the  Colorado  State  Medical  Society  at  its 
Midwinter  Clinical  Session  meeting  February  20,  1959. 
tChairman  of  the  Grievance  Committee’s  Subcommittee  on 
Panel  Practice. 

for  May,  1959 


50  pages  of  the  96-page  Report.  That  section 
of  the  Report  entitled  “Medical  Society  Ap- 
proved Plans,  including  Blue  Shield,  and 
Private  Insurance  Programs”  is  of  great  in- 
terest in  that  many  of  the  observations  and 
the  conclusions  drawn  from  them  have  been 
well  known  to  Colorado  physicians  for  years. 
The  conclusions  of  that  section  strengthen 
our  own  convictions,  agreeing  as  we  do  with 
the  philosophy  of  Blue  Shield  and  other  pri- 
vate, voluntary  insurance.  We  have  no  real 
need  to  tarry  over  it. 

The  section  on  “Industry  Programs”  turns 
out  to  be  an  excellent  summary  of  what  has 
been  happening  in  industry  in  Colorado  for 
a long  time  because  of  our  industrial  insur- 
ance programs  and  compensation  laws.  Here 
again  everyone  recognizes  that  progress  and 
improvement  can  be  made,  and  although 
there  are  specific  problems  to  be  worked  out, 
the  framework  is  good.  It  should  be  empha- 
sized that  such  an  endorsement  does  not  ex- 
tend wholeheartedly  to  all  of  the  industry 
related  programs  for  nonoccupational  illness 
and  dependent  care  that  have  grown  around 
industry,  and  which  are  included  either  spe- 
cifically or  by  inference  in  the  section  on 
Miscellaneous  and  Unclassified  Plans. 

The  Student  Health  Services  section  oc- 
cupies only  eight  pages  of  the  report,  indi- 
cating for  both  the  committee  making  the 
survey  and  anyone  who  studies  the  report 
that  this  is  an  area  where  much  more  experi- 
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ence  is  needed  before  conclusions  and  recom- 
mendations can  be  offered  which  have  much 
meaning.  This  growing  aspect  of  medical  care 
will  need  to  be  studied  carefully  for  the  next 
five  to  ten  years,  but,  for  the  present,  does 
not  demand  the  attention  we  now  need  to 
give  to  the  section  on  Miscellaneous  and  Un- 
classified Plans. 

The  final  section  of  the  Commission’s  Re- 
port concerns  the  Judicial  Council  Opinions 
and  House  of  Delegates  Policy  Statements. 
It  also  needs  to  be  brought  into  focus  because 
of  its  significant  relationship  to  actions  which 
the  A.M.A.  House  might  take  at  its  meeting 
in  June,  1959. 

It  must  be  recognized  that  the  delibera- 
tions of  the  entire  Commission  concerning 
the  Miscellaneous  and  Unclassified  Plans 
(nearly  all  of  our  medical  care  plans  in  Colo- 
rado fall  in  this  category)  are  based  upon 
the  findings,  conclusions  and  recommenda- 
tions of  only  four  men,  who  constituted  one 
of  the  committees  of  the  Commission.  These 
four  men  did  all  of  the  research  and  report- 
ing on  this  phase  of  the  Commission’s  work, 
and  it  is  significant  that  this  one  phase  occu- 
pies nearly  half  of  the  Commission’s  total 
printed  report. 

250  plans  studied 

In  reading  further,  please  remember  this: 
A total  of  250  Miscellaneous  and  Unclassified 
Plans  w'ere  indexed  by  the  Commission’s 
committee.  Of  these,  the  committee  studied 
107  from  which  questionnaires  were  ob- 
tained, as  being  representative  of  a cross  sec- 
tion. The  committee  then  evidently  felt  that 
its  study  by  questionnaire  was  not  sufficient- 
ly revealing;  hence  a field  study  was  under- 
taken. The  field  study  was  made  of  19  plans 
in  ten  major  cities. 

One  has  the  distinct  impression  from 
studying  the  context  of  this  committee’s  re- 
port that  most  if  not  all  of  its  findings  and 
conclusions  came  from  these  19  plans.  The 
length  of  time  devoted  to  each  visit  was  not 
stated,  but  the  technics  used  consisted  largely 
of  discussion  with  administrators  and  em- 
ployed physicians  of  the  plans  and  with  of- 
ficers and  some  members  of  the  medical 
societies  in  the  areas  where  the  plans  were 
located.  We  must  hope  that  patients  were 
also  interviewed  but  no  direct  statement  to 


that  effect  can  be  found  in  the  report. 

The  committeemen  found,  from  their 
field  studies,  that  there  is  an  infinitely  wide 
variation  in  the  answers  to  all  of  the  ques- 
tions they  asked.  In  this  connection,  bear  in 
mind,  again,  that  this  committee’s  field  study 
concerned  only  19  plans  in  ten  major  cities. 

One  has  onty  to  examine  the  21  subjects 
included  in  the  Field  Studies  and  Observa- 
tions section,  pages  13  to  33  of  the  printed 
Report,  to  satisfy  himself  that  this  infinite 
variation  actually  exists.  (For  our  own  con- 
densation of  these  21  subjects,  see  Appendix 
A,  attached.) 

Many  variables 

How,  then,  can  sound  “conclusions  and 
recommendations”  be  drawn  from  such  a 
variety  of  findings?  We  are  frankly  amazed 
that  a commission  composed  of  men  whose 
background  of  scientiifc  training  is  such  as 
to  make  them  aware  of  the  principles  of  good 
investigative  processes  could  recommend 
anything  other  than  something  like:  “This 
group  of  problems  contains  so  many  vari- 
ables and  so  many  diametrically  opposed 
answers  to  questions  of  fact,  that  conclusions 
cannot  be  drawn  at  this  time,  and  the  prob- 
lems therefore  should  be  approached  from 
some  other  viewpoint  if  the  entire  project  is 
not  to  be  abandoned.” 

The  section  presenting  a “Statement  Con- 
cerning Laws  Relating  to  Miscellaneous  Type 
Plans”  contains  variations  just  as  wide,  de- 
pending upon  the  statutes  and  the  court  de- 
cisions in  each  individual  state.  The  gist  of 
this  entire  section  of  the  Commission’s  Re- 
port is  summarized  in  an  introductory  para- 
graph: 

“The  purpose  of  this  section  is  twofold:  to 
show  that  as  a result  of  court  decisions  in  some 
states,  legislation,  and  the  changes  in  social  phi- 
losophy which  have  occurred  in  this  country, 
these  miscellaneous  prepaid  plans,  particularly 
closed-panel  plans,  can  now  be  legally  organized 
and  operated  in  some  states;  and  to  illustrate  the 
variety  of  laws  under  which  these  plans  are  or- 
ganized and  operated.”  (Page  35  of  the  Report.) 

The  inference  of  the  above  paragraph, 
and  of  this  entire  section  of  the  Report,  seems 
clear,  namely,  a feeling  on  the  part  of  the 
Commission  or  its  committee  or  both  to  the 
effect  that  progressively  more  and  more 
state  laws  and  more  and  more  court  decisions 
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favor  closed-panel  medical  plans.  Nowhere 
in  the  Report  do  we  find  a plain  statement 
of  the  fact  that  a great  majority  of  the  states 
prohibit  the  so-called  “corporate  practice” 
of  medicine,  either  by  law  or  by  court  deci- 
sion. Nowhere  in  the  Report  do  we  find  ref- 
^ erence  to  the  most  famous  court  case  of  all 
in  this  general  category,  the  so-called  “Pain- 
less Parker  Case”  which  originated  in  Den- 
ver and  which  is  still  considered  controlling 
by  most  courts  of  the  country  because  of  the 
plain  precedent  then  established  by  the  Su- 
preme Court  of  the  United  Sttaes.  The  Pain- 
less Parker  decision,  though  a dental  case, 
clearly  supports  the  position  the  Colorado 
State  Medical  Society  has  asked  all  organized 
i medicine  to  take.  Whoever  advised  the  Com- 
mission on  Medical  Care  Plans  legally  must 
have  chosen  to  ignore  it,  even  though  courts 
do  not. 

The  section  of  the  Report  dealing  with 
the  antitrust  laws  relating  to  medical  soci- 
r"  eties  is  particularly  important  to  Colorado 
physicians.  The  committee  states  on  page 
I 37:  “One  major  limitation  on  an  association’s 
control  of  membership  occurs  if  the  associa- 
tion’s actions  concerning  membership  have 
; an  adverse  effect  on  a business.”  It  is  inter- 
esting to  note  that  in  the  A.M.A.-Washington, 
D.  C.,  case  of  the  early  1940s,  the  Supreme 
Court  of  the  United  States  did  not  decide 
whether  the  practice  of  medicine  is  trade  or 
commerce,  but  approached  the  problem  from 
a different  angle  by  ruling  that  the  activities 
of  a prepaid  plan  do  constitute  trade.  There- 
fore, anything  that  interfered  with  that  trade 
must  be  subject  to  the  antitrust  laws. 

Question  of  law 

The  committee  makes  abundantly  clear 
the  point  that  the  courts  universally  insist 
that  the  word  “ethic”  does  not  insulate  an 
association  from  violations  of  law. 

The  16-year-old  Washington,  D.  C.,  case, 
in  which  the  Supreme  Court  handed  down 
an  unfavorable  decision  against  the  A.M.A. 
and  the  Medical  Society  of  the  District  of 
Columbia,  has  been  the  basis  for  fear — some- 
times an  unreasoning  fear  and  panic — which 
the  A.M.A.  has  suffered  in  these  intervening 
years,  concerning  the  application  of  its  ethi- 
cal principle  concerning  the  Free  Choice  of 
Physician. 


Colorado  physicians  can  take  heart,  how- 
ever, because  more  recent  U.  S.  court  deci- 
sions, notably  those  concerning  certain  Ore- 
gon and  Arkansas  situations,  indicate  we 
need  no  longer  fear  court  action  when  medi- 
cal societies,  within  reason,  select  their  mem- 
berships on  a basis  of  established  ethical 
principles. 

The  section  dealing  with  Free  Choice  of 
Physician  develops  the  historical  aspects  of 
this  ethical  principle,  so  well  known  to  all 
Colorado  physicians,  and  it  quotes  a number 
of  actions  by  the  A.M.A.’s  Judicial  Council 
and  House  of  Delegates.  One  would  be  well 
repaid  to  observe  the  opposing  ideological 
viewpoints  of  two  members  of  that  four-man 
committee  concerning  this  principle,  as  ex- 
pressed in  their  footnote  comments. 

Freedom  of  choice 

The  section  does  conclude  with  the  fol- 
lowing statement  (page  44)  which  we  heart- 
ily approve: 

“In  summary,  the  medical  profession  is  de- 
termined to  maintain  the  highest  possible  standards 
of  medical  care.  Freedom  of  choice  is  an  important 
factor  in  the  achievement  of  this  goal.” 

Underlining  this  last  statement  is  a foot- 
note by  Dr.  James  M.  Reuling,  one  member 
of  the  committee,  as  follows: 

“ ‘Free  Choice’  must  always  stand  as  a prin- 
ciple, and  we  should  never  give  up  fighting  for 
principles.  However,  it  is  going  to  become  only 
a hollow  phrase  unless  the  county  societies 
throughout  this  country  vigorously,  and  without 
fear  or  favor,  clean  their  own  house  in  accordance 
with  Section  4 of  the  Principles  of  Medical  Eth- 
ics*.” 

Later  on  in  the  Commission’s  Report,  the 
Judicial  Council  Opinions  and  House  of  Dele- 
gates Policy  Statesments  have  been  discussed 
at  length  in  a separate  section  (pages  88  to 
91).  Some  of  the  conclusions  drawn  from 
that  discussion  need  repetition,  for  instance: 

“1.  The  federated,  constituent  medical  associa- 
tions comprising  the  American  Medical  Associa- 
tion speaking  through  the  A.M.A.  House  of  Dele- 
gates have  always  been  mindful  of  medicine’s 
obligations  to  the  medically  indigent; 

“2.  They  have  consistently  recognized  the  ne- 

• (Section  4 of  the  Principles  of  Medical  Ethics  reads  as 
follows:  "The  medical  profession  should  safeguard  the  public 
and  itself  against  physicians  deficient  in  moral  character  or 
professional  competence.  Physicians  should  observe  all  laws, 
uphold  the  dignity  and  honor  of  the  profession  and  accept 
its  self-imposed  disciplines.  They  should  expose,  without 
hesitation,  illegal  or  unethical  conduct  of  fellow  members  of 
the  profession.”) 
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cessity  of  preserving  the  patient-physician  rela- 
tionship without  interference  from  a third  party; 

“3.  They  have  repeatedly  reiterated  their  be- 
lief that  no  direct  profit  should  accrue  to  lay 
groups  from  the  sale  of  the  professional  services 
rendered  by  physicians; 

“4.  They  have  always  held  (and  have  recently 
reaffirmed  in  the  1957  Principles)  that  a physician 
may  not  in  the  best  interests  of  the  patient  dis- 
pose of  his  services  under  terms  or  conditions 
which  tend  to  interfere  with  or  impair  the  full, 
free  and  complete  exercise  of  his  medical  judg- 
ment or  skill  or  tend  to  cause  a deterioration  of 
medical  care; 

“5.  They  have  maintained  that  the  resolution 
of  the  misunderstanding  arising  out  of  the  eco- 
nomic influences  and  ethical  principles  should  be 
resolved  locally.” 

Judicial  Council  quoted 

The  Report  then  goes  on  to  quote  the 
Judicial  Council  at  some  length  to  prove 
that  this  same  philosophy  has  guided  or- 
ganized medicine  throughout  the  years. 
Among  the  quotes  is  the  now-famous  1927 
decision  of  the  Judicial  Council — readopted 
at  the  1957  Clinical  Meeting  in  Philadelphia 
— which  said  in  part  after  pointing  out  that 
contract  practice  per  se  is  not  unethical: 

“There  are  certain  points,  however,  which  may 
be  formulated,  which  when  present,  one  or  more 
of  them,  definitely  determine  a contract  to  be 
unfair  or  unethical  . . . 

“1.  When  the  compensation  received  is  inade- 
quate based  on  the  usual  fees  paid  for  the  same 
kind  of  service  and  class  of  people  in  the  same 
community. 

“2.  When  the  compensation  is  so  low  as  to 
make  it  impossible  for  competent  service  to  be 
rendered. 

“3.  When  there  is  underbidding  by  physicians 
in  order  to  secure  the  contract. 

“4.  When  a reasonable  degree  of  free  choice  of 
physicians  is  denied  those  cared  for  in  a com- 
munity where  other  competent  physicians  are 
readily  available. 

“5.  When  there  is  solicitation  of  patients  di- 
rectly or  indirectly.” 

One  serious  criticism  of  the  entire  Report 
of  the  Commission  must  be  noted.  This  is 
the  tendency  of  the  Commission  to  make 
recommendations  for  courses  of  action  with- 
in sections  of  the  Report  which  are  presum- 
ably confined  to  factual  conclusions. 

An  example  of  this  is  found  under  the 
heading  “What  is  the  proper  relationship 
between  the  medical  profession  and  all  third 
party  mechanisms?”  (Page  53,  at  the  end  of 
Section  V,  “Conclusions,”  which  began  on 


Page  47.)  This  is  the  way  the  “conclusion” 
reads: 

“The  medical  profession  should  assume  a ju- 
dicious, tolerant,  and  progressive  attitude  toward 
developments  in  the  medical  care  field.  The  need 
for  continued  experimentation  is  recognized,  and 
the  profession  should  undertake,  and  actively  par- 
ticipate in,  the  study  and  development  of  various 
mechanisms  for  the  provision  of  medical  care  of 
high  quality.” 

Although  the  above  quoted  paragraph 
does  not  mention  the  free  choice  principle 
directly,  it  affects  that  principle  since  much 
of  the  “experimentation”  in  medical  care 
mechanisms  in  recent  years  has  amounted 
to  modification  of  those  programs  which  per- 
mit them  to  evade  the  principle  of  free 
choice.  Since  the  above  “conclusion”  is  not  a 
conclusion  at  all  but  is  a recommendation 
for  a course  of  action,  one  of  its  major  effects 
will  be  to  encourage  those  who  want  to  dodge 
free  choice,  albeit  on  an  “experimental”  basis. 

Validity  of  principles 

If  American  medicine  is  to  “experiment” 
with  the  American  freedom  to  choose,  such 
action  must  mean  that  we  are  not  sure  of 
the  validity  of  that  principle.  If  such  is  the 
case,  let  us  be  intellectually  honest  enough 
to  say  so!  If,  on  the  other  hand,  we  are  sure 
of  ourselves,  let  us  advance  all  the  reasons 
for  the  validity  of  our  principles  and  immedi- 
ately proceed  to  stamp  out  the  rules  which 
permit  development  or  continuance  of  those 
programs  which  evade  the  principles  that 
made  America  and  American  medicine  great. 

In  its  section  on  “Recommendations”  for 
Miscellaneous  and  Unclassified  Plans  (pages 
92-93)  the  points  listed  give  a push  in  the 
direction  which  most  component  societies 
are  already  going.  However,  the  direction  in 
recent  years  has  been  so  unproductive  of 
anything  but  conflict  between  medical  so- 
cieties and  programs  which  deny  free  choice 
that  the  push  reminds  one  of  a ring  of  small 
boys  surrounding  two  who  are  having  a fistic 
argument!  No.  A.-7  in  that  series  (page  92) 
has  real  merit  and  will  call  for  imagination 
and  foresight.  It  states:  “ ‘Free  Choice  of 
Physician’  is  an  important  factor  in  the  pro- 
vision of  good  medical  care.  In  order  that 
the  principle  of  ‘free  choice  of  physician’  be 
maintained  and  be  fully  implemented  the 
medical  profession  should  discharge  more 
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vigorously  its  self-imposed  responsibility  for 
insuring  the  competency  of  physicians’  serv- 
ices and  their  provision  at  a cost  which 
people  can  afford.” 

The  recommendations  directly  concern- 
ing activities  of  the  A.M.A.  are  far  more 
helpful,  specific  and  direct,  particularly  Nos. 
B.-4  and  B.-5  on  page  92.  No.  4 reads;  “In  an 
effort  to  decrease,  or  at  least  to  prevent  an 
increase  in,  the  over-all  cost  of  health  care, 
medical  care  plans  should  strive  toward  the 
removal  of  the  requirement  of  hospital  ad- 
mission as  the  only  condition  under  which 
payment  of  certain  benefits  will  be  made.” 
No.  5 reads:  “Medical  schools  should  be  en- 
couraged to  devote  more  teaching  time  to 
problems  in  the  socio-economic  field  of  medi- 
cal care.”  ■ 

We  add  our  hope  that  such  teaching  will 
be  done  by  physicians  actively  dealing  with 
the  socio-economic  problems  of  private  prac- 
tice! 

No.  B.-16  in  this  group  (page  93)  should 
be  reworded,  because  it  indicates  the  same 
uncertainty  about  the  free  choice  principle 
which  is  present  in  other  sections  of  the 
Commission’s  Report.  No.  16  now  reads:  “The 
principle  of  ‘free  choice  of  physician’  should 
be  applied  as  universally  as  is  practicable. 
Each  plan  member  should  have  the  widest 
possible  choice  of  physician.” 

Regimentation  or  freedom 

If  a principle  that  is  part  of  a basic  disci- 
pline is  to  be  applied  only  when  it  is  practi- 
cable, it  will  not  be  applied.  The  world’s 
history  has  proved  that  regimentation  and 
restraint  by  rule  are  always  much  more  prac- 
ticable than  are  freedom  and  individual  re- 
sponsibility. 

There  may  be  a very  real  need  for  or- 
ganized medicine  to  reaffirm  once  again  its 
unalterable  dedication  to  the  American  prin- 
ciple of  free  choice.  Instead  of  using  such 
terms  as  “practicable”  and  “reasonable”  in 
applying  the  principle  to  specific  situations, 
organized  medicine  should  specifically  de- 
lineate the  exceptions  which  will  be  accept- 
able to  the  profession  as  a whole.  These  in- 
clude geographic  isolation,  charitable  situa- 
tions where  medical  care  is  an  outright  do- 
nation, the  legal  necessities  surrounding  cer- 
tain governmental  agencies,  war  and  other 


public  emergencies,  and  perhaps  others.  The 
time  might  come  in  another  generation  or 
two  when  the  list  of  exceptions  would  be- 
come so  long  that  the  principle  itself  would 
need  modification.  For  the  next  25  years  the 
public  and  the  profession  need  not  be  caught 
in  a constant  confusion  of  interpretation. 

The  casual  reader  of  the  Report  of  the 
Commission  as  published  under  the  January 
17,  1959,  date  might  easily  overlook  the  fact 
that  it  is  only  half  of  a two-part  publication. 
Officially  it  is  Part  I.  Part  II  was  published 
in  May,  1958,  and  consisted  of  a separate 
180-page  volume  of  “Statistical  Appendices 
and  Background  Materials”  containing  as 
the  preface  of  Part  II  states:  “the  results  of 
various  surveys  and  compilations  prepared 
by  the  staff  under  the  supervision  and  di- 
rection of  the  members  of  the  Commission 
responsible  for  the  specific  areas  of  study 
indicated.  . . .”  Part  II  of  the  Report  has  had 
a limited  distribution  to  date. 

Credit  due  the  Commission 

Considering  the  report  as  a whole,  much 
credit  is  due  the  Commission  for  the  collec- 
tion of  data  which  will  be  most  helpful  in 
the  deliberations  of  all  echelons  of  organized 
medicine. 

The  interpretation  of  the  data  and  their 
effect  upon  the  practice  of  medicine  as 
regards  future  actions  and  programs  for  the 
improvement  of  medical  care  is  a matter  for 
organized  medicine  to  view  in  the  light  of 
its  resolute  determination  to  make  quality,- 
not  expediency,  its  goal.  A group  of  indi- 
viduals gathering  data  in  a survey  will  quite 
naturally  draw  certain  conclusions  and  may 
feel  compelled  to  make  certain  recommenda- 
tions. These  may  or  may  not  be  accepted  by 
the  appointing  authority.  The  data  and  the 
conclusions  drawn  from  the  data  may  in 
fact  be  so  shocking  to  the  appointing  author- 
ity, as  to  cause  it  to  redouble  its  effort  to 
reverse  or  change  trends  which  the  data  of 
the  survey  might  reveal  to  be  present. 

The  A.M.A.  and  its  component  organiza- 
tions will  find  little  meat  for  discussion  in 
the  findings  of  the  Commission.  No  individ- 
ual or  group  is  at  this  moment  more  quali- 
fied than  the  Commission  to  say  exactly 
what  is  happening  within  the  many  medical 
care  plans  studied.  The  real  nub  of  the  dis- 
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cussions  will  be  those  centered  around  the 
conclusions  and  recommendations  referred 
to  previously.  The  basic  problems  within 
these  deliberations  (including  those  of  our 
own  Colorado  House  of  Delegates)  must  be 
the  impact  which  medical  care  plans  are 
now  having  and  will  continue  to  have  on 
medical  practice  as  they  either  accept  and 
support,  or  ignore,  brush  aside  or  modify  the 
principle  of  free  choice  of  physician.  Discus- 
sions of  other  aspects  of  the  conclusions  and 
recommendations  of  the  Commission  will  be 
largely  a matter  of  endorsement  and  ap- 
proval. 

We  re-emphasize  that  the  first  big  shock 
in  the  discussion  area  mentioned  above  comes 
from  the  Commission’s  demonstration  of  the 
wide  variation  in  the  laws  of  those  states 
which  permit  numerous  plans  to  operate 
under  different  sets  of  principles.  (See  again 
pages  50,  51,  52.) 

Fear  of  suits 

Here,  of  course,  is  the  point  at  which 
ethics  and  some  laws  cross.  In  recent  years 
leaders  of  organized  medicine  and  their  legal 
advisors  have  placed  so  much  emphasis  upon 
the  need  of  the  profession  to  avoid  conflicts 
with  the  law,  that  the  fear  of  suits  or  counter 
suits  has  confused  their  thinking  as  to  the 
real  importance  of  ethical  principles  to  a 
professional  society.  The  ethical  principle  of 
Free  Choice  of  Physician,  reiterated  many 
times  as  being  an  important  factor  in  the 
achievement  of  the  highest  possible  stand- 
ards of  medical  care,  appears  to  cross  in 
some  states  the  various  legal  rules  by  which 
the  methods  of  medical  practice  are  deter- 
mined. 


Certainly  no  lasting  good  nor  honest 
action  can  obtain  if  doctors  insist  on  an 
ethical  principle  as  being  right  and  at  the 
same  time  condone  a legal  rule  which  per- 
mits the  abrogation  of  that  principle,  no 
matter  in  what  state  the  rule  exists. 

No  compromise  tolerable 

Acceptance  of  a bad  rule  because  it  is  law 
must  be  only  temporary,  until  enough  po- 
litical and  legal  strength  can  be  amassed  to 
change  the  law  and  the  rule.  Any  other  de- 
cision can  be  nothing  more  or  less  than  ap- 
peasement. A compromise  of  basic  medical 
principles,  if  they  are  right,  is  an  intolerable 
two-faced  position  that  can  lead  only  to  con- 
fusion, irresponsibility,  lust  for  personal 
power,  and,  finally,  to  a deterioration  in  the 
science  and  art  of  medicine  through  the  de- 
fault of  those  brilliant  minds  who  would 
forsake  the  struggle  because  of  its  fruitless- 
ness. What  organized  medicine  needs  to  do 
is  to  evaluate,  and  be  sure  of  the  truthful- 
ness of,  the  ethic  of  free  choice!  The  histori- 
cal background  of  the  principle  as  given  in 
the  Report  shows  (pages  43,  44)  that  or- 
ganized medicine  has  clung  to  the  principle 
for  many  years.  If  organized  medicine  in 
1959-60-61  and  in  all  the  years  in  the  fore- 
seeable future  is  still  to  cling  to  the  ethic, 
then  immediate  strength  should  be  amassed, 
whatever  the  cost,  to  see  to  it  that  the  laws 
of  all  the  states  are  brought  into  agreement 
with  the  ethic.  Only  time,  money,  sacrifice, 
and  dedication  can  hope  to  accomplish  the 
feat,  but  with  constant,  determined,  unwav- 
ering effort  it  can  he  done.  Only  an  error  in 
judgment  as  to  the  rightness  of  the  cause 
could  defeat  it.  • 


APPENDIX  A 

(Condensed  from  Pages  13  to  33,  inclusive,  of  the  Report  of  the  Commission 
on  Medical  Care  Plans,  January  17,  1959) 


SUIJ.IECT 

1.  Physician  participation  in  policy  decisions  of 
governing  boards. 

2.  Physician  participation  in  policy  decisions  on 
the  staff  level. 

3.  Medical  Advisory  Councils. 

4.  Lay  domination. 


SU.MMARY  STATEMENT 

Twelve  plans  permitted  participation;  seven  plans 
did  not  permit  participation. 

Determined  by  the  medical  director  with  varia- 
tions as  to  the  amount  of  advice  he  received  from 
the  staff. 

Some  have  and  some  have  not. 

Most  predominantly  lay  composed;  some  entirely. 
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SUBJECT 

5.  Composition  and  payment  of  the  medical  staff. 

6.  Scope  of  the  programs  and  their  responsibili- 
ties to  the  patients. 


7.  Relationships  within  the  medical  staff. 

8.  Relationships  between  Plan  physicians  and 
medical  societies. 

9.  Relationships  with  other  physicians  in  the 
community. 

10.  Extent  of  physician  selection  by  patients. 

11.  Adequacy  of  facilities. 

12.  Continuity  of  care. 

13.  Utilization  of  services. 

14.  Preventive  medicine. 


15.  Relationship  of  payment  for  medical  services 
to  total  income  of  Plan. 

16.  Record  keeping. 

17.  Complaints  and  complaint  procedures. 

18.  Literature,  promotional  methods  and  adver- 
tising. 

19.  Occupations  and  incomes  of  members. 

20.  Attitudes  of  medical  societies  toward  Plans. 

21.  Attitudes  of  sponsors,  members,  and  partici- 
pating physicians. 


SU.>I!*IARY  STATEMENT 

Composition  varies  from  Generalists  to  Certified 
Specialists  and  pay  varies  from  fee  for  service  to 
hourly  wage  or  annual  salary  of  $5.50  per  hour 
to  $25,000  per  year. 

The  word  “comprehensive”  is  often  used  but  is 
just  as  often  not  comprehensive.  Often  there  are 
additional  fees  for  house  calls,  injections,  medi- 
cations and  laboratory  services,  etc.  Treatment 
for  tuberculosis  and  psychiatric  care  is  often  un- 
available. Distance  sometimes  makes  a difference. 
Hospital  services  are  varied.  Excluded  features 
often  poorly  understood  by  the  subscriber. 

Many  and  varied  but  usually  a chain  of  command 
and  responsiblity  from  Medical  Director  to  Chiefs 
of  Services  to  other  physicians. 

Some  approval  and  some  disapproval. 

Some  plans  permit  free  choice,  others  do  not. 

Some  free  choice  within  the  panel  after  the  first 
visit  with  regulations  for  particular  situations. 
Satisfactory  for  the  service  rendered. 

A difficult  problem  always  under  consideration 
for  ways  of  improvement. 

Varied  from  15  to  85  per  cent.  Difficult  to  get 
accurate  information  on  this  subject. 

Most  plans  mean  illness  prevention.  It  is  a some- 
what over-rated  ideal.  Most  patients  present  them- 
selves only  when  they  are  sick.  Immunization 
programs  are  about  like  those  in  private  practice. 
Too  wide  a variation  for  good  comparison. 

Too  small  a spot  check  for  comparison.  Deficien- 
cies were  noted;  mostly  legibility. 

Varied  widely.  Satisfactions  varied  with  the  plans. 
Mail,  word  of  mouth  and  news  media  (mostly  dis- 
continued). 

Wide  range  of  both. 

Approval  and  disapproval  side  by  side. 

Sponsors:  There  is  care  where  it  did  not  exist  be- 
fore. There  is  a closer  relationship  between  mem- 
bers and  their  unions  because  of  the  presence  of 
the  plans  (collective  bargaining  for  medical  care). 
Closed  panels  insure  better  continuous  quality. 
The  over-all  effect  has  proven  beneficial. 
Members:  They  participate  because  of  the  fear  of 
catastrophic  illness  costs;  they  like  the  availability 
of  extras,  e.  g.,  dental  care,  physiotherapy;  some 
are  dissatisfied  and  persuade  others  not  to  join. 
Participating  Physicians:  Part-time  employment 
is  good  and  it  is  a practice  developer;  some  like 
or  prefer  group  practice;  they  can  ignore  business 
responsibilities. 


As  noted  in  the  critique  proper,  how  can  sound  “ conclusions'' 
be  drawn  from  such  a variety  of  findings?  The  only  clear 
pattern  is  diversity,  wide  variation,  and  contradiction. 
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Treatment  of  urinary  infections 

>a?itwn^TWi‘TnrTMagM^^^—  Wendell  H.  Hall,  M.D.,  Minneapolis,  Minnesota 


Relief  of  obstruction,  careful  culture 
technic,  and  wise  choice  of  antibiotic 
all  help  to  return  the  urinary  tract 
to  a sterile  state. 


All  serious  or  protracted  infections  of  the 
urinary  tract  require  accurate  diagnosis.  The 
anatomical  situation  and  the  bacterial  agent 
may  be  equally  decisive  in  the  outcome. 
Every  case  requires  careful  examination  of 
the  sediment  of  a fresh  specimen  of  urine. 
The  unstained  sediment  should  be  searched 
for  leucocytes  and  casts.  A Gram  stain  is 
helpful  to  determine  the  type  of  predominant 
bacteria.  Presence  of  bacteria  in  a stained 
smear  of  unsedimented  fresh  urine  indicates 
probable  active  infection.  Quantitative  urine 
cultures  in  such  cases  show  a bacterial  count 
of  10,000  or  more  per  ml.  Urine  should  be 
obtained  by  catheter  from  females  but  in 
males  a fresh  mid-stream  specimen  collected 
aseptically  is  preferred. 

Urine  culture  is  helpful  if  properly  done. 
Since  the  urethra  is  not  sterile  and  urethral 
bacteria  may  multiply  rapidly  in  urine  or 
broth,  quantitative  cultures  on  selective  agar 
media  are  more  reliable  than  broth  cultures. 
Broth  cultures  often  yield  only  non-patho- 
genic  staphylococci  coming  from  the  urethra. 
Furthermore,  broth  cultures  often  show  only 
the  predominant  organism  in  a mixed  infec- 
tion. Treatment  failures  are  often  due  to 
mixed  infections.  Selective  chemotherapy 
may  suppress  the  dominant  organism  and 
permit  the  others  to  prevail.  Secondary  in- 
vaders often  possess  sufficient  virulence  to 
produce  continued  infection. 

Recently  we  described  a simple,  rapid 


method  for  quantitative  urine  cultures  which 
provides  identification  of  the  bacteria  and 
their  antibiotic  resistance  pattern  in  forty- 
eight  hours.  One-tenth  ml.  of  fresh  voided  urine 
is  spread  on  each  of  two  plates  of  differential 
agar.  After  incubation  overnight,  one  plate 
is  examined  for  Gram-negative  bacilli,  the 
other  for  Gram-positive  cocci.  The  number 
of  colonies  is  estimated.  The  bacterial  species 
can  usually  be  identified  from  the  appear- 
ance of  the  colonies.  Colonies  are  selected 
from  the  plates  for  an  antibiotic  disc  resist- 
ance test.  Experience  with  this  method 
showed  that  urine  of  normal  people  and 
patients  with  glomerulonephritis  contained 
only  a few  non-pathogenic  staphylococci. 
Urine  of  patients  with  active  urinary  infec- 
tion usually  contained  more  than  5,000  coli- 
form  bacteria  per  ml.  Urine  from  patients 
with  pyelonephritis  contained  chiefly  E.  coli, 
Aerobacter,  Proteus  and  Pseudomonas.  Sta- 
phylococci and  Streptococci  were  found  only 
as  secondary  invaders  in  mixed  infections. 

Role  of  obstruction 

The  infected  urinary  tract  cannot  be  ster- 
ilized by  chemotherapy  unless  all  obstructive 
factors  are  removed.  Obstruction  of  urinary 
flow  decreases  renal  excretion  of  antibiotics. 
Urinary  obstruction  also  damages  the  kidney 
and  makes  it  more  vulnerable  to  pyelone- 
phritis and  cortical  abscesses.  Early  recog- 
nition of  a ureteral  stone  may  be  necessary 
to  control  infection  and  also  to  prevent  ir- 
reversible damage  to  the  kidney.  Chronic 
pyelonephritis  is  more  easily  prevented  than 
cured.  It  usually  is  the  result  of  chronic  ob- 
struction and  recurrent  acute  infections. 

Selection  of  chemotherapy 

Mild  acute  cystitis  or  prostatitis  can  often 


50 


Rocky  Mountain  Medical  Journal 


be  treated  successfully  without  bacterial 
identification  or  antibiotic  resistance  tests. 
If  the  species  of  the  infective  organism  is 
known,  selection  of  the  best  antibiotic  can 
be  m.ade  without  resistance  tests  with  about 
80  per  cent  accuracy.  It  is  in  cases  of  severe, 
prolonged  or  mixed  infections  that  resistance 
tests  are  most  useful.  For  most  acute  urinary 
infections  chloramphenicol  is  the  best  anti- 
biotic. In  resistance  cases  neomycin  one  gm. 
intramuscularly  daily  for  seven  days  gives 
excellent  results  without  any  cases  of  deaf- 
ness. It  should  not  be  given  in  cases  with 
renal  insufficiency. 

Preventive  measures 

Early  relief  of  urinary  obstruction  is  the 
keystone  in  prevention  of  serious  infections. 


One  should  avoid  inlying  urethral  catheters 
whenever  possible.  Chemoprophylaxis  with 
oral  antibiotics  will  not  prevent  such  infec- 
tions. Patients  having  urethral  procedures 
under  an  antibiotic  “umbrella”  frequently 
acquire  a new  bacterial  flora  of  resistant 
organisms  which  are  often  equally  patho- 
genic. 

In  preliminary  studies  we  have  had  en- 
couraging results  with  the  use  of  neomycin 
locally;  0. 5-1.0  gm.  of  neomycin  may  be  used 
as  a solution  to  irrigate  the  bladder,  or  it 
may  be  added  to  tragacanth  or  an  ointment 
base  to  lubricate  the  urethral  catheter.  To 
date  bacterial  infections  of  the  bladder  have 
been  avoided  in  all  but  one  case.  Urine 
cultures  have  been  sterile  or  have  con- 
tained only  small  numbers  of  non-pathogenic 
yeasts.  • 


Abdominal  aortic  aneurysm 

S.  W.  Moore,  M.D.,  New  York* 


This  paper  reviews  the  history  of 
aneurysms  from  the  time  of  early  Greek 
physicians  through  the  recent  pioneering 
efforts  of  American  surgeons.  Resection 
technics  used  in  the  treatment  are 
described.  Homografts  and  nylon 
prostheses  have  been  used  with  good 
results.  Without  operation  half  the 
patients  ivill  die  of  rupture  within  a 
short  time.  In  this  series  of 
35  patients,  there  was  an 
1 1 per  cent  surgical  mortality. 


‘From  the  Department  of  Surgery,  The  New  York  Hospital- 
Cornell  Medical  Center,  New  York  21,  N.  Y. 


Recent  interest  in  surgical  treatment  of 
abdominal  aortic  aneurysms  encourages  one 
to  review  the  entire  subject,  judge  the  evi- 
dence, and  then  advise  patients  accordingly. 
Hippocrates  apparently  was  not  familiar  with 
aneurysms.  Galen  mentioned  those  resulting 
from  injury,  but  it  is  questionable  whether 
he  understood  the  spontaneous  aneurysm. 
Antyllus  first  practiced  proximal  and  distal 
ligation  for  aneurysm.  Rudolf  Matas  in  1909 
stated  that  it  was  unlikely  that  aneurysm  of 
the  aorta  would  ever  be  operated  upon  suc- 
cessfully, but  two  years  earlier,  Carrel  in 
1907  had  predicted  that  they  could  be  re- 
moved with  the  vessel,  and  the  excised  seg- 
ment replaced  by  a graft  from  another  human 
being. 

Recent  history 

Successful  ligation  of  a patent  ductus  ar- 
teriosus by  Gross  of  Boston  in  1939  provided 
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the  real  impetus  to  vascular  surgery.  Then 
in  1945  Gross  and  Crawford  independently 
reported  successful  resection  of  the  aorta  for 
coarctation.  By  this  time  antibiotics,  blood 
banks,  and  better  anesthesia  had  become 
available.  Eleven  years  ago,  in  1948,  Gross 
used  homologous  grafts  to  bridge  gaps  in  the 
aorta  after  excision  of  long  coarcted  seg- 
ments. In  1949  Swan  excised  the  coarcted 
segment  of  an  aorta  together  with  an  associ- 
ated aneurysm  and  repaired  the  defect  by 
a homologous  graft.  Apparently  this  was  the 
first  aneurysm  of  the  aorta  to  be  removed 
and  replaced  by  a graft.  Dubost  in  1951  was 
the  first  to  deliberately  attack  a large  ab- 
dominal aortic  aneurysm,  remove  it,  and  re- 
store the  vessel  by  a homologous  graft. 

Many  series  of  patients  with  aortic  aneu- 
rysm have  been  reported.  Some  of  these  are 
autopsy  reports,  and  others  are  selected 
groups.  Pertinent  material  regarding  progno- 
sis of  abdominal  aortic  aneurysm  is  scarce. 
Estes  has  reported  on  the  life  expectancy  of 
102  patients  seen  at  the  Mayo  clinic  (Chart 


I).  While  67  per  cent  survived  one  year  and 
58  per  cent  survived  two  years,  only  19  per 
cent  survived  five  years  and  10  per  cent  eight 
years.  In  a series  of  68  patients  from  The 
New  York  Hospital,  Wright  found  that  40 
per  cent  lived  one  year,  30  per  cent  two  years, 
and  5 per  cent  five  years.  Gliedman,  Ayers, 
and  Vestal  are  even  more  pessimistic  in  their 
report  from  Kings  County  Hospital  in  Brook- 
lyn, New  York.  They  report  68  patients  with 
96  abdominal  aneurysms,  72  of  which  were 
aortic.  In  this  group  80  per  cent  were  dead 
within  one  year  of  the  onset  of  symptoms, 
and  49  per  cent  died  from  a vascular  rupture. 

Causes 

Aneurysms  in  the  chest  have  long  been 
considered  almost  entirely  syphilitic.  In  a 
series  of  365  cases  of  aortic  aneurysms,  Blake- 
more  found  that  of  192  syphilitic  aneurysms, 
182  occurred  in  the  thoracic  and  only  10  in 
the  abdominal  aorta.  On  the  other  hand,  those 
in  the  abdominal  portion  of  this  vessel  were 
largely  arteriosclerotic.  With  the  diminishing 
incidence  of  syphilis  and  the  increase  in  the 
longevity  of  the  general  population,  arterio- 
sclerosis is  becoming  even  more  significant  as 
a cause  of  aneurysms,  particularly  those  in 
the  abdominal  aorta.  These  occur  in  the  older 
age  group  and  almost  entirely  in  the  years 
from  50  to  80  (Chart  II) . All  save  two  of  the 
35  patients  we  have  operated  upon  were  in 
this  range,  and  22,  or  63  per  cent,  were  over 
60  years  of  age.  Males  outnumber  females  29 
to  six  or  almost  five  to  one.  This  is  true  in 
all  reports,  and  there  is  no  clear  explanation 
of  this  fact. 

Arteriosclerosis  causes  arteries  to  elongate 
and  to  become  tortuous,  as  observed  in  the 
aged.  The  abdominal  aorta  is  fixed  both  as 
it  passes  through  the  diaphragm  at  its  bi- 
furcation. Because  of  this  fixation  at  two 
points,  as  the  aorta  elongates  in  the  formation 
of  an  aneurysm,  it  must  deviate  from  the 
midline.  This  deviation,  which  can  be  seen 
readily  by  x-ray,  is  usually  to  the  left,  some- 
times to  the  right,  and  in  other  cases  seems 
to  come  straight  up  from  the  spine.  In  the 
last  group  they  are  much  easier  to  palpate 
and  can  frequently  be  seen  to  pulsate. 

These  aneurysms  are  frequently  found  on 
routine  physical  examination  of  asympto- 
matic patients.  When  present,  the  most  com- 


52 


Rocky  Mountain  Medical  Journal 


CHART  II 

Abdominal  Aortic  Aneurysm 


mon  symptom  is  pain,  usually  in  the  abdo- 
men but  often  in  the  back.  At  times  patients 
point  out  the  pulsating  mass  in  the  abdomen, 
and  some  have  complained  of  their  “heart 
beating  in  the  stomach.”  Pain  is  particularly 
important  as  a prognostic  sign  because  it 
may  indicate  rapid,  progressive  enlargement 
or  rupture.  Sometimes  pain  the  back  accom- 
panies erosion  of  lumbar  vertebrae. 

Physical  findings 

The  usual  physical  finding  is  an  expansile, 
pulsating  mass  in  the  upper  abdomen.  It  is 
usually  on  the  left,  but  may  be  on  the  right 
and  may  in  either  case  extend  into  the  pelvis. 
Aneurysms  are  frequently  multiple,  and  with 
one  in  the  abdominal  aorta  there  may  be  one, 
two,  or  three  in  the  iliac  vessels.  The  mass 
may  be  non-tender  and  movable,  but  with 
perforation  it  becomes  fixed  and  tender. 
Characteristically  aneurysms  start  one  to  two 
centimeters  below  the  renal  arteries,  are 
fusiform  in  shape,  involve  the  bifurcation, 
and  extend  into  one  or  both  common  iliac 
arteries.  The  large  majority  in  this  series 
were  diagnosed  by  physical  examination,  but 


it  is  interesting  that  four  were  found  at  oper- 
ation for  other  abdominal  conditions.  Except 
in  the  case  of  small  aneurysms,  diagnosis  pre- 
sents no  problem  to  the  experienced  exam- 
iner. 

X-ray  findings 

Roentgenologically,  the  diagnosis  may  be 
made  by  means  of  the  shadow  in  the  left 
side  outlined  with  a rim  of  calcium.  A lateral 
film  should  always  be  made,  as  this  will  get 
the  spine  out  of  the  way  and  may  even  show 
erosion  of  a vertebra  missed  on  the  antero- 
posterior view.  In  the  past  we  used  aorto- 
grams  routinely  to  establish  the  diagnosis. 
While  this  is  helpful  in  many  ways,  experi- 
ence has  shown  that  in  most  cases  it  is  not 
necessary.  Furthermore  there  are  disconcert- 
ing reports  of  harmful  effects  from  the  pro- 
cedure, particularly  renal  injury  and  spinal 
cord  damage.  It  should  be  pointed  out  that 
experience  is  necessary  to  interpret  aorto- 
grams  and  that  normal  ones  are  not  seen  in 
patients  with  aneurysms. 

These  patients  are  in  the  older  age  group 
and  they  therefore  have  a high  incidence  of 
associated  disease.  As  one  would  expect  the 
arteriosclerosis  is  generalized  and  not  con- 
fined just  to  the  abdominal  aorta.  Of  the  35 
patients  in  our  series,  45  per  cent  had  electro- 
cardiographic evidence  of  coronary  artery 
disease  or  old  coronary  occlusion,  many  had 
a history  of  minor  strokes,  and  74  per  cent 
had  a blood  pressure  under  150  systolic.  Five 
patients  had  peptic  ulcer  and  five  had  diver- 
ticulosis. 

Rupture  of  the  aneurysm  causes  death  in 
about  50  per  cent  of  patients  with  abdominal 
aortic  aneurysm,  and  without  operation  it  is 
always  fatal.  There  is  frequently  a warning, 
but  this  is  short  and  death  is  sudden.  Many 
have  been  saved  by  emergency  operation, 
and  this  should  be  attempted. 

With  the  above  in  mind,  there  are  few 
contraindications  to  operation  as  soon  as  the 
diagnosis  is  made.  Age  is  not  a contraindica- 
tion as  these  patients  are  in  the  older  age 
group.  The  majority  do  not  have  hyperten- 
sion and  even  when  it  is  present,  this  is  not 
a contraindication.  Since  postoperative  death 
is  usually  caused  by  renal  or  cardiac  compli- 
cations, these  symptoms  should  be  carefully 
evaluated  beforehand.  continued  on  next  page 
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Surgical  procedure 

Most  surgeons  use  almost  the  same  pro- 
cedure in  operating  for  aneurysm.  The  ab- 
domen is  opened  through  a long  incision,  and 
usually  we  retract  the  left  rectus  muscle. 
After  mobilizing  the  ligament  of  Treitz,  the 
small  intestine  is  placed  on  the  abdominal 
wall  on  the  right,  thus  giving  excellent  ex- 
posure. The  peritoneum  is  divided  in  the  mid- 
line over  the  aorta  and  the  division  carried 
down  over  the  iliac  arteries.  Carefully  carry- 
ing the  upper  incision  upward,  the  left  renal 
vein  is  visualized.  Dissection  is  carried  down 
onto  the  aorta  and  then  upward  to  give  suffi- 
cient room  above  the  aneurysm  for  an  anas- 
tomosis. We  usually  like  to  see  or  to  palpate 
the  renal  arteries  to  know  just  how  close 
they  are.  After  careful  dissection  a tape  is 
placed  about  the  aorta  above  the  aneurysm. 
Going  below,  the  iliac  vessels  are  evaluated 
for  aneurysms,  calcification,  or  thrombosis, 
and  then  are  freed.  One  must  be  careful  not 
to  injure  the  veins,  since  bleeding  from  these 
vessels  is  more  troublesome  than  that  from 
arteries.  A Satinsky  clamp  is  placed  about 
the  aorta  above  and  clamped.  The  iliac  ar- 
teries are  divided  between  clamps  close  to 
the  aneurysm. 

Dissection  is  started  from  below,  lifting 
up  the  vessel  and  working  from  beneath.  At 
times  the  veins,  and  in  particular  those  at 
the  junction  of  the  common  iliac  veins  and 
lower  inferior  vena  cava,  are  intimately  fused 
with  the  artery  or  aneurysm,  in  which  case 
the  adventitia  of  artery  is  left  on  the  vein. 
As  the  lumbar  arteries  are  visualized,  they 
are  divided  between  clamps  and  both  ends 
ligated.  In  certain  cases,  this  cannot  be  safely 
carried  out  because  of  danger  to  the  inferior 
vena  cava.  In  such  a situation  the  aneurysm 
is  opened  completely,  and  removed  in  sec- 
tions, leaving  a section  attached  to  the  in- 
ferior vena  cava.  All  the  inner  coats  of  the 
artery  can  then  be  removed  by  blunt  dissec- 
tion. At  times  bleeding  from  lumbar  arteries 
is  troublesome.  A small,  curved  clamp  in- 
serted into  the  mouths  of  these  lumbar  ar- 
teries stops  bleeding  and  makes  it  very  easy 
to  find  them  posteriorly,  where  they  are  then 
ligated. 

After  cleaning  the  field  of  all  clamps  and 
controlling  bleeders,  the  upper  aorta  is  pre- 


pared for  suture  and  any  calcium  plaques 
are  removed.  The  distal  vessels  are  prepared. 
It  may  be  necessary  to  ligate  certain  internal 
iliac  vessels  in  case  of  aneurysm  or  advanced 
disease.  In  other  cases  an  end-to-side  anasto- 
mosis into  the  external  iliac  artery  will  allow 
blood  to  flow  into  the  internal  iliac.  Certain 
patients  require  that  both  internal  and  ex- 
ternal iliac  vessels  be  anastomosed.  We  do 
not  like  to  anastomose  both  internal  and  ex- 
ternal iliac  on  the  same  side,  nor  do  we  wish 
to  ligate  an  internal  iliac  but  each  patient 
is  different  and  these  decisions  must  be  made. 

Homografts  and  protheses 

Homografts  were  used  in  21  patients. 
These  give  a good  bifurcation  of  the  common 
iliac  artery,  but  usually  are  not  long  enough 
to  reach  the  femoral.  It  takes  time  to  prepare 
them  and  to  ligate  vessels.  Despite  these  dis- 
advantages we  have  been  pleased  with  homo- 
grafts and,  except  in  one  patient  who  devel- 
oped infection  in  a suture  line,  ruptured,  and 
died  of  hemorrhage,  we  have  had  no  trouble 
with  them.  Edward-Tapp  nylon  protheses 
have  been  used  in  ten  patients.  These  are 
more  readily  available,  do  not  have  to  be 
prepared  save  for  fusion  of  the  cut  end  with 
cautery,  are  longer,  and  are  faster  to  suture. 
They  bleed  more  through  the  suture  line  and 
the  prothesis  itself.  We  have  had  no  difficulty 
with  this  means  of  replacement. 

While  the  preparation  is  being  carried  out, 
the  distal  vessels  are  opened  to  test  for  back 
bleeding,  and  heparin  solution  is  injected  into 
the  artery  to  prevent  clotting.  Using  0000  ar- 
terial silk,  two  sutures  are  started  posteriorly. 
Going  over  and  over  through  all  layers,  they 
are  continued  anteriorly  and  tied.  This  proxi- 
mal anastomosis  is  tested,  and  if  necessary 
an  additional  suture  is  used  to  stop  a leak. 
Usually  we  do  the  right  distal  anastomosis 
first,  using  00000  arterial  silk  in  a like  man- 
ner to  the  proximal  suture.  After  filling  it 
with  heparin  solution,  the  left  common  iliac 
of  the  graft  or  prosthesis  is  occluded.  The 
distal  clamp  is  removed  and  there  is  back 
filling  into  the  graft  or  prosthesis.  Usually 
there  is  very  little  leakage  and  it  can  be 
stopped  with  pressure  or  an  additional  suture. 
The  proximal  clamp  is  released  slowly,  and 
as  this  causes  a drop  in  blood  pressure,  a 
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transfusion  is  now  started.  Until  this  time 
blood  is  usually  not  necessary.  The  left  anas- 
tomosis is  carried  out  in  the  same  manner 
as  the  right. 

In  removing  the  aneurysm,  it  is  necessary 
to  ligate  the  inferior  mesenteric  artery.  At 
times  this  is  thrombosed  as  a result  of  the 
aneurysm.  It  should  always  be  visualized  at 
its  origin  and  ligated  close  to  the  aorta  to 
preserve  the  left  colic  artery,  whose  ascend- 
ing branch  anastomoses  with  the  mid-colic 
and  forms  the  marginal  artery  of  Drummond. 
As  the  inferior  mesenteric  artery  is  ligated, 
blood  supply  to  the  lower  large  intestine 
comes  from  the  internal  iliac  arteries  and 
the  mid-colic  artery.  For  this  reason  we  are 
loath  to  ligate  the  internal  iliac  artery  on 
either  side,  more  so  to  ligate  both.  Dual  liga- 
tion was  done  in  one  patient,  and  there  was 
some  necrosis  of  the  mucosa  of  the  sigmoid. 
When  one  internal  iliac  artery  is  ligated, 
there  may  be  severe  pain  in  that  hip  and 
upper  thigh  for  some  time,  particularly  at 
night.  Since  arteriosclerosis  is  generalized, 
there  is  frequently  diminished  circulation  in 
the  legs  and  some  narrowing  of  the  femoral 
vessels,  and  a bilateral  lumbar  sympathec- 
tomy is  therefore  done. 

Mortality 

In  all,  we  have  operated  upon  35  patients 
(Chart  III) . Two  of  these  were  not  resected 
as  the  aneurysm  was  diffuse,  and  we  did  not 
think  operation  would  help.  Three  had  rup- 
ture, and  one  of  these  survived.  In  the  30 
patients  without  rupture  who  were  resected, 
there  were  two  hospital  deaths,  a mortality 
of  6.6  per  cent.  These  patients  usually  do  well 
from  the  start.  If,  however,  a complication 
arises,  it  is  usually  fatal.  None  of  these  pa- 

CHART  III 

Abdominal  Aortic  Aneurysm 
Total  Experience  With  35  Patients 


Number  Deaths  Mortality 


Explored  only  ... 

2 

0 

0% 

Rupture  

3 

2 

66% 

Nonrupture  

30 

2 

6.6% 

Cases  resected  — 

33 

4 

12% 

Total  cases  

35 

4 

11% 

tients  had  amputations,  but  one  had  the  ab- 
domen reopened  on  the  table  and  an  anasto- 
mosis redone.  Another  was  taken  back  from 
the  recovery  room  and  a blocked  anastomosis 
repaired. 

All  four  hospital  deaths  occurred  in  pa- 
tients with  heart  disease  as  shown  by  electro- 
cardiogram, and  three  of  these  had  suffered 
coronary  occlusion  in  the  past  (Chart  IV) . 


CHART  IV 

Abdominal  Aortic  Aneurysm 
Electrocardiogram  Evidence  of  Coronary 
Artery  Disease  or  Bundle  Branch  Block 

Cases  Resected  Cases  Deaths  Mortality 

Nonrupture 

No  heart  disease  13  0 0% 

With  heart  disease  19  2 10% 

With  rupture 

All  with  old  coronary 

occlusion - 3 2 66% 


Twenty-nine  patients  were  discharged 
alive  from  the  hospital.  These  have  been  fol- 
lowed for  periods  ranging  from  less  than  six 
months  to  four  years  (Chart  V).  Three  pa- 
tients have  died.  One,  a physician,  developed 
an  abscess  at  a distal  anastomosis,  the  suture 
line  gave  way,  and  he  died  of  hemorrhage 
two  weeks  after  leaving  the  hospital.  The 
first  patient  we  operated  upon  died  of  coro- 

t 

CHART  V 

Abdominal  Aortic  Aneurysm 
Follow-up 



Total  Itiving 


f With  rupture 1 1 

I Nonrupture  28  25 

; Less  than  6 months  6 

[ 6 months 5 

[ 18  months  3 

: 2 years  3 

I 3 years  3 

r 4 years  : 4 


j One  died  of  abscess  of  suture  line  at  6 weeks. 

One  died  of  coronary  occlusion  at  3 years. 
\ . One  died  of  carcinoma  of  cervix  at  2 years. 
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nary  occlusion  three  years  later.  Another 
died  of  carcinoma  of  the  cervix  at  two  years. 
All  others  were  well  at  the  most  recent 
follow-up.  Many  of  these  patients  had  retired 
before  operation,  and  as  this  is  a generalized, 
progressive  disease  the  number  at  active 
manual  labor  is  not  great.  Although  all  deaths 
occurred  in  patients  over  60,  we  do  not  think 
age  in  itself  is  a contraindication  to  surgery. 

Summary 

1.  Abdominal  aortic  aneurysm  is  one  com- 
plication of  progressive,  generalized  arteri- 
osclerosis. Coronary  occlusion,  hemiplegia, 
and  other  vascular  occlusions,  particularly  in 
the  legs,  can  be  expected. 

2.  Without  operation,  half  these  patients 
will  die  of  rupture  of  the  aneurysm  in  a short 
time. 


3.  With  rupture,  the  operative  mortality 
is  high,  but  without  operation  death  is  in- 
evitable. 

4.  These  patients  can  be  operated  upon 
with  a low  mortality,  be  relieved  of  the  fear 
of  rupture  of  the  aneurysm,  and  resume  a 
normal  life.  • 
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Definition  of  mastectomy 

Thomas  J.  Foley,  M.D.,  Milwaukee,  Wisconsin 


Survival  rate  following  treatment 
of  breast  cancer  at  the 
end  of  five  years  is  poor — about 
50  per  cent.  Cure  depends  upon 
total  removal  or  destruction  of  the 
tumor,  yet  the  term  mastectomy  k 
ill  defined.  Here  is  light 
upon  the  subject. 


The  radical  mastectomy  has  been  accepted 
universally  as  the  optimum  surgical  treat- 
ment for  operable  carcinoma  of  the  breast. 
This  has  been  true  for  the  past  50  years  with 
few  exceptions.  During  the  past  ten  years 
there  has  been  growing  dissatisfaction  with 
the  present  cure  rates  for  treated  carcinoma 


of  the  breast — only  about  one-half  of  the 
treated  patients  are  living  five  years  after 
treatment  in  any  hands.  As  a result,  new 
surgical  technics  have  been  introduced  and 
practiced  which  vary  from  the  standard 
radical  mastectomy.  Still,  many  hospital  rec- 
ords speak  only  of  a “mastectomy”  or  “radi- 
cal mastectomy”  as  having  been  performed 
on  the  patient.  It  is  our  purpose  briefly  to 
describe  and  discuss  some  of  the  different 
methods  of  mastectomy  in  order  to  achieve 
greater  clarification  of  the  term. 

Halsted-Meyer  radical  mastectomy 

Historically,  Halsted  and  Meyer  began 
describing  an  operation  which  was  more 
radical  than  the  current  mastectomy,  in 
about  1894.  Halsted’s  main  purpose  was  to 
reduce  the  high  (50-85  per  cent)  local  recur- 
rence with  the  simpler  mastectomy  then  in 
vogue.  He  began  removing  both  pectoral 
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muscles  and  cleaning  out  the  axilla.  He  used 
a wide  skin  edge  and  a thin  skin  flap.  Over 
the  years  following  his  first  description  of 
the  operation,  he  made  frequent  changes  in 
his  operative  technic.  The  result  is  that  his 
students  have  passed  on  to  our  generation 
of  surgeons  an  operation  which  bears  his 
name  and  incorporates  his  principle  of  wide 
en  masse  excision  of  the  tumor  with  the 
axillary  lymph  drainage.  It  is  interesting  to 
note  that  he  frequently  removed  the  supra- 
clavicular area  and  made  comments  about 
the  advisability  of  removing  the  internal 
mammary  chain  of  nodes  also.  He  was  a 
meticulous  surgeon  who  strictly  insisted  up- 
on careful  technic.  Out  of  all  this  has  come 
an  operation  which  includes  thin  skin  flaps 
with  no  subcutaneous  fat,  wide  skin  edges, 
making  primary  closure  difficult  and  graft- 
ing the  rule,  complete  removal  of  the  pecto- 
ralis  major  and  minor  muscles,  sharp  dis- 
section of  the  entire  axilla  below  the  axillary 
vein,  leaving  only  the  long  thoracic  nerve 
and  thoraco-acromial  nerve  and  the  bare 
chest  wall.  The  operation  should  take  four 
hours  in  expert  hands. 

Simple  mastectomy 

In  the  simple  mastectomy,  only  breast 
substance  and  the  overlying  skin  are  re- 
moved. There  is  no  real  skin  flap,  and  closure 
is  easy  and  certain.  The  operation  is  rapid, 
relatively  bloodless  and  easy  on  the  patient 
and  surgeon.  There  is  less  morbidity,  particu- 
larly from  the  standpoint  of  wound  healing 
and  arm  edema,  a point  that  allows  immedi- 
ate and  intensive  radiotherapy.  Some  oper- 
ators remove  palpable  axillary  lymph  nodes, 
without,  however,  a careful  axillary  dissec- 
tion. 

The  “American”  mastectomy 

Somewhere  between  the  simple  and  radi- 
cal mastectomy  there  is  another  operation. 
One  finds  it  difficult  to  describe  or  define  it, 
but  no  one  can  deny  its  popularity.  Haagen- 
sen  has  called  it  the  “American”  mastectomy. 
The  skin  flaps  in  this  operation  are  thicker 
and  contain  some  subcutaneous  fat.  This 
leaves  a flap  that  has  a yellow  color  in  con- 
trast to  the  white  color  of  the  Halsted  skin 
flap.  The  skin  margins  vary,  but  should  be 
of  about  four  fingers’  breadth  from  the  pal- 


pable lesion.  The  clavicular  portion  of  the 
pectoralis  major  may  be  left  on  the  chest 
with  the  cephalic  vein.  The  entire  contents 
of  the  axilla  are  removed,  usually  by  sharp 
dissection,  not  the  “grab  what’s  palpable” 
method  sometimes  associated  with  the  simple 
mastectomy.  The  skin  flap  is  closed  without 
tension  and  usually  heals  primarily,  allowing 
x-ray  therapy  to  be  started  within  two  weeks. 

The  super-radical  mastectomy 

Whether  in  New  York,  Stockholm,  Min- 
neapolis, Rome  or  London,  this  operation  is 
designed  to  remove  surgically  en  bloc  the 
internal  mammary  and/or  the  supraclavicu- 
lar lymph  drainage  of  breast  carcinoma. 
Urban  has  reported  and  practiced  an  opera- 
tion which,  by  including  resection  of  a large 
portion  of  the  anterior  chest  wall,  removes 
en  bloc  and  in  continuity  with  the  tumor  the 
internal  mammary  chain  of  nodes  from  the 
first  through  fifth  intercostal  space.  The  chest 
wall  defect  is  closed  with  a fascia  lata  graft. 
His  operation  takes  four  to  five  hours.  In 
215  cases  he  has  had  one  postoperative  death. 
Wangensteen  has  devised,  and  in  64  selected 
cases  performed,  a two-stage  operation  which 
includes  dissection  of  the  supraclavicular 
space,  the  upper  mediastinum  and  the  in- 
ternal mammary  nodes.  However,  he  had  a 
high  operative  mortality  (12.5  per  cent)  with 
these  cases.  A combination  of  Wangensteen’s 
neck  and  supraclavicular  dissections  with 
Urban’s  chest  wall  resection  is  practiced  by 
Noel,  who,  to  facilitate  the  dissection  en  bloc, 
removes  the  clavicle  as  a primary  procedure. 
Both  Dahl-Iversen  and  Margottini  expose 
and  remove  the  internal  mammary  chain  of 
nodes  by  cutting  through  the  second,  third 
and  fourth  costal  cartilages  and  raising  the 
chest  wall.  In  a new  technic  for  dissection 
of  the  internal  mammary  chain  developed 
by  Handley,  the  pectoralis  major  is  preserved 
and  used  to  cover  the  chest  wall  defect. 

Discussion 

Two  factors  stimulated  us  to  attempt  a 
closer  definition  of  the  term  “mastectomy.” 
One  was  that  during  a survey  of  survival 
rates  after  simple  mastectomies,  we  came 
across  several  cases  that  claimed  to  have 
been  radical  mastectomies  whereas  in  our 
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opinion  they  were  closer  to  simple  mastec- 
tomies. The  other  factor  was  that  figures, 
obtained  from  the  Blue  Shield  office,  re- 
vealed that  out  of  509  mastectomies  per- 
formed in  Milwaukee  County  over  a given 
period,  212  were  simple  mastectomies. 

Many  doctors  who  are  not  surgeons  are 
vitally  interested  in  a careful  definition  of 
what  type  of  mastectomy  is  being  done  on 
their  patients.  Also,  we  now  have  a high 
proportion  of  well  qualified  radiotherapists 
who  are  interested  in  breast  cancer;  they 
want  to  know  when  they  may  give  radio- 
therapy and  how  much.  Neurosurgeons  are 
now  removing  the  pituitary  gland  in  rare 
far  advanced  cases.  Chemotherapeutic  agents 
have  been  developed  which  are  helpful  in 


some  breast  carcinoma;  this  should  encourage 
internists  and  general  practitioners  to  treat 
breast  cancer  and  its  recurrence.  A surpris- 
ingly high  number  of  those  doing  breast 
surgery  need  to  re-define  just  what  type  of 
operation  they  are  doing. 

Conclusions 

Results  of  treating  breast  cancer  today 
are  unsatisfactory.  Surgery  is  a foremost 
method  of  treating  this  disease,  but  the  type 
of  operation  done  is  not  a constant.  The 
surgeon  is  now  relying  more  and  more  on 
other  specialties  to  aid  in  treating  various 
stages  and  types  of  breast  cancer.  A more 
exact  definition  of  the  surgical  procedure 
is  in  order.  • 


: Rocky  Mountain  Radiologic  Conference 
August  20-22,  1959 

The  Rocky  Mountain  Radiological  Society  an- 
nounced its  annual  conference  will  be  held  August 
20-22  at  the  Shirley  Savoy  Hotel,  Denver. 

Guest  speakers  who  have  accepted  invitations 
to  appear  on  the  program  and  the  titles  of  their 
papers  are: 

Eugene  P.  Pendergrass,  M.D.:  “Some  Intan- 
gibles Concerning  Cancer”;  “Some  Thoughts  Con- 
cerning the  Treatment  of  Carcinoma  of  the  Breast”; 
and  “Pneumoconiosis.” 

Philip  J.  Hodes,  M.D.:  “Altered  Cerebral  Hemo- 
dynamics”; “Manifestations  of  Intracranial  Dis- 
ease”; “Rare  Pulmonary  Diseases;  Their  Roentgen 
Manifestations”;  “Medical  Meddlers;  What  Price 
Insecurity.” 

Franz  Buschke,  M.D.:  “The  Treatment  of  Ad- 
vanced Carcinoma  of  Head  and  Neck”;  “Common 
Misconceptions  in  Radiation  Therapy.” 

Owings  W.  Kincaid,  M.D.:  “Abdominal  Aortog- 
raphy”; “Experiences  With  Angiography  as  a 
Guide  to  Mediastinal  Exploration”;  “Roentgen- 
ologic Diagnosis  of  Operable  Heart  Disease.” 

Magnus  I.  Smedal,  M.D.:  “Therapeutic  Uses  of 
Low  Megavolt  Electrons”;  “Observations  on  the 
Cause  of  Arm  Edema  Following  Radical  Mastec- 
tomy.” 

All  physicians  are  invited  to  attend  this  pro- 
gram. Additional  information  can  be  secured  by 
writing  Dr.  Raymond  W.  Hammer,  452  Metro- 
politan Building,  Denver  2,  Colorado. 


Postgraduate  Refresher  Course 

The  University  of  Southern  California  School 
of  Medicine  announced  another  Postgraduate  Re- 
fresher Course  in  Honolulu  for  July  29  through 
August  15,  1959.  Travel  arrangements  for  the 
course  can  be  made  either  aboard  the  S.S!  Lurline 
or  via  United  Air  Lines  to  Honlulu.  Those  physi- 
cians who  elect  to  travel  by  sea  will  be  offered 
several  courses  on  board  ship.  A variety  of  topics 
have  been  arranged  which  will  most  suit  the  indi- 
vidual physician’s  needs.  In  addition  to  lectures 
there  will  be  workshops  in  ECG  and  x-ray  diag- 
nosis as  well  as  water  and  electrolyte  balance 
and  the  diagnosis  of  jaundice.  Emphasis  is  placed 
on  practical  diagnosis  and  therapy. 

Physicians  and  their  families  may  elect  to  use 
a combination  of  air  and  sea  travel  going  to  and 
from  Hawaii.  For  further  information  regarding 
curriculum  and  travel  brochures,  please  write  to 
Dr.  Phil  R.  Manning,  Associate  Dean,  Director, 
Postgraduate  Division,  School  of  Medicine,  Uni- 
versity of  Southern  California,  2025  Zonal  Avenue, 
Los  Angeles  33,  California. 

Food  for  thought 

Who  is  wise? 

He  that  learns  from  everyone. 

Who  is  powerful? 

He  that  governs  his  passions. 

Who  is  rich? 

He  that  is  content. 

Who  is  that? 

Nobody.  Benjamin  Franklin 
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—its  cost  in  health  and  life 


Theodore  E.  Beyer,  M.D.,  Denver 


A rare  and  thoughtful  narration  upon 
the  turbulent  years  in  the  conquest  of  the 
West.  It  eulogizes  the  brave  men  and 
courageous  women  who  now  rest  beneath 
the  rocky  soil  of  our  mountains.  For 
many,  there  were  too  few  years  betrveen 
Born , and  Died 


To  THE  TOURIST  exploring  the  ghost  towns  of 
Colorado,  the  cemeteries  of  Gilpin  County- 
present  a mute  history  of  the  health  hazards 
of  the  earliest  gold  mining  community  of  the 
state.  Here,  in  the  barren,  windswept  Rockies 
repose  many  of  the  hardy  pioneers  who  came 
west  in  the  picturesque  gold  rush  of  a century 
ago.  Here  is  depicted  the  bewildering  story 
of  a generation  of  courageous  men  and  wom- 
en who  established  a prosperous  common- 
wealth and  opened  up  an  unexplored  region 
to  the  world  and  to  civilization. 

There  are  five  cemeteries  in  and  about 
Central  City,  Black  Hawk  and  Nevadaville 
which  are  in  most  respects  quite  similar. 
Due  to  the  rocky  character  of  the  ground, 
the  graves  are  spread  over  wide  areas.  There 
are  no  pretentious  mausoleums  here,  no 
tombs  or  memorials  commemorating  the 
powerful  and  the  renowned,  no  heroic  epi- 
taphs extolling  deeds  of  glory  and  of  valor. 
On  the  contrary,  many  of  the  graves  are 
unmarked  and  numerous  marble  headstones 
are  crumbling  with  age.  Here  and  there  is  a 
sunken  plot  surrounded  by  a dilapidated 


wooden  or  wrought  iron  fence  and  thickly 
overgrown  by  grass  and  trees.  Even  the 
wooden  crosses  have  served  their  purpose  for 
their  names  and  dates  have  been  effaced  by 
wind  and  snow.  The  whole  scene  is  one  of 
desolation  and  decay. 

Yet,  there  is  a tragic  story  here  which  has 
not  been  accorded  a place  in  the  annals  of 
that  period.  Many  infants  and  children  lie 
buried  here.  In  one  grave  rest  mother  and 
child;  in  another  repose  three  children  of  one 
family.  Nearby  are  three  marble  markers  all 
bearing  the  same  date.  These  and  many  others 
confirm  one’s  impression  that  a virulent  epi- 
demic of  diphtheria  had  ravaged  this  unpro- 
tected community  in  1879-80.  The  toll  exacted 
by  this  harbinger  of  death  will,  however, 
never  be  known  for  there  are  no  available 
vital  statistics.  Nor  are  there  any  official 
Board  of  Health  reports  or  records  in  the 
medical  journals  of  that  day.  Even  the  Press 
failed  to  recognize  or  admit  the  obviously 
contagious  character  of  a disease  that  was 
raging  in  this  and  neighboring  counties.  True 
enough,  laconic  reports  of  deaths  from 
“croup”  or  “sore  throat  and  pneumonia”  ap- 
pear rather  frequently  but  their  significance 
was  not  recognized  and  their  import  failed 
to  arouse  either  official  or  editorial  comment. 

Centers  of  population 

Obviously,  one  of  the  factors  contributing 
to  the  development  of  epidemics  in  pioneer 
communities  was  the  concentration  of  popu- 
lation from  all  parts  of  the  country  into  a 
restricted  area.  Even  Denver  experienced 
severe  epidemics  of  typhoid  and  diphtheria 
in  1879  and  1890.  Then,  too,  the  age  of  pre- 
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ventive  medicine  was  still  in  its  infancy. 
Incredible  as  it  may  seem,  doctors  were  still 
debating  the  contagiousness  of  tuberculosis. 
While  Pasteur,  Koch  and  others  had  cur- 
rently ushered  in  the  golden  age  of  medicine 
by  their  discoveries  in  bacteriology,  the  prin- 
ciples of  vaccine  prophylaxis  and  serum 
therapy  had  not  as  yet  been  discovered.  De- 
spite vigorous  outdoor  living  in  a salubrious 
climate  the  pioneer  families  of  this  era  had 
little  or  no  immunity  against  the  spread  of 
communicable  disease. 

Unique  markers 

Other  memorials  that  depict  the  medical 
history  of  this  frontier  community  are  those 
erected  to  the  young  and  middle-aged  men 
who  died  of  miners’  consumption.  Unique 
markers  such  as  this  appear  on  all  sides. 

William  Henry  Williams 
born  in 

Cornwall,  England 
died 

May  11,  1877 

aged 

44  years. 

Many  of  the  hard  rock  miners  came  from 
foreign  countries,  especially  England.  Among 
these,  the  so-called  “Cousin  Jacks”  from 
Cornwall  enjoyed  an  enviable  reputation  of 
skill  and  proficiency. 

In  attempting  any  serious  study  of  the 
incidence  of  silicosis  during  this  period  the 
search  for  vital  statistics  is  unrewarding. 
However,  the  numerous  obituaries  appearing 
in  the  Register-Call  of  Central  City  indicate 
that  the  mortality  rate  was  little  short  of 
appalling.  An  analysis  of  50  cases  taken  at 
random  from  the  files  of  1879  brings  out  the 
startling  fact  that  the  average  age  at  death 
was  less  than  38  years,  identical  to  that  re- 
ported from  other  hard  rock  mining  districts 
such  as  Joplin,  Missouri,  and  the  Rand  in 
South  Africa. 

Many  factors  contributed  to  the  high  in- 
cidence of  miners’  phthisis  in  Gilpin  County. 
Effective  methods  of  protection  against  the 
insidious,  deadly  effects  of  quartz  dust  in- 
halation had  not  yet  been  devised.  Respira- 
tors designed  to  filter  the  air  proved  to  be 


cumbersome  and  inefficient.  Moreover,  the 
“dry  method”  of  mining,  long  since  discarded, 
favored  the  dissemination  of  dust.  Finally, 
it  must  be  noted  that  legal  controls  of  in- 
dustrial conditions  of  hard  rock  mining  were 
not  enacted  in  Colorado  until  1899.  It  was  a 
far  cry  from  present  day  safeguards  insti- 
tuted by  the  United  States  Public  Health 
Service,  which  calculates  the  actual  silica 
content  of  dust  and  restricts  ’ work  accord- 
ingly. 

The  contribution  of  the  medical  profes- 
sion toward  the  control  of  occupational  dis- 
eases was,  perforce,  negligible.  Diagnostic 
methods  were  inadequate  to  discover  incipi- 
ent pulmonary  lesions  still  amenable  to  treat- 
ment. Without  the  employment  of  modern 
x-ray  technics  medical  science  could  not  be 
applied  to  the  basic  solution  of  the  problem. 

Hazards  accepted 

In  a final  analysis,  silicosis  was  part  and 
parcel  of  a “laissez  faire”  regime  characteris- 
tic of  all  gold  mining  camps.  In  an  age  of 
turmoil  and  achievement,  of  prodigious  en- 
ergy and  gigantic  production  of  wealth,  the 
hazards  of  life  were  accepted  with  Oriental 
fatalism.  Unlettered  men  entered  the  routine 
struggle  for  existence  with  passive  resigna- 
tion. Their  sacrifices  have  been  forgotten. 
The  monuments  erected  to  their  memory  are 
not  commensurate  to  their  contributions  to 
society. 

Perhaps  the  most  impressive  memorial  in 
Westminster  Abbey  is  the  tomb  of  the  “Un- 
known Warrior”  commemorating  the  nation’s 
costly  sacrifices  during  World  War  I.  The 
tomb  is  situated  beneath  the  floor  in  the 
center  of  the  nave.  Visitors  seemingly  step 
about  softly  here  and  often  linger  long  enough 
to  read  in  full  the  epitaph  couched  in  beauti- 
ful Shakespearean  language:  “Beneath  these 
stones  rests  the  body  of  a British  warrior, 
unknown  by  name  or  rank,  brought  from 
France  to  lie  among  the  most  illustrious  of 
the  land—.” 

Who  will  write  an  appropriate  epitaph  to 
the  hard  rock  miner  of  the  Rocky  Moun- 
tains? • 
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Chronic  simple  glaucoma 

Albert  L.  Schonberg,  M.D.,  Albuquerque.  New  Mexieo 


Practical  insight  into  the  general 
practitioner  s role  in  the  early 
diagnosis  of  this  leading  cause 
of  blindness. 


Glaucoma,  the  leading  cause  of  blindness 
after  the  age  of  40,  continues  to  be  a diag- 
nostic dilemma,  particularly  in  the  hands  of 
the  general  practitioner  or  internist.  When  a 
patient  presents  himself  for  his  annual  physi- 
cal examination  the  physician  is  often 
haunted  by  the  realization  that  his  capacity 
for  ruling  out  this  disease  is  limited.  Admo- 
nitions regarding  early  diagnosis  have  given 
rise  to  confusion  in  the  mind  of  the  sincere 
diagnostician.  Does  the  absence  of  eye  pain, 
rings  around  lights,  reduced  vision,  and  a 
tactile  soft  globe  rule  out  the  disease?  Obvi- 
ously, no.  The  presence  of  actual  eye  symp- 
toms leads  the  patient  to  the  ophthalmologist 
without  delay  as  a rule.  A survey  in  the 
city  of  Albuquerque  revealed  that  even 
among  our  top  flight  internists,  no  real  ef- 
fort is  yet  being  made  to  rule  out  asympto- 
matic chronic  simple  glaucoma.  Generally, 
the  patient  may  be  questioned  about  eye 
symptoms  and  digital  pressure  of  the  eyes 
ascertained.  Tactile  tension  determination 
has  been  proved  utterly  useless  and  mislead- 
ing unless  we  are  dealing  with  an  extremely 
high  ocular  tension,  which,  of  course,  is  not 
the  case  in  early  chronic  simple  glaucoma. 
Unfortunately,  glaucoma  is  a much  classified 
and  reclassified  disease,  but  I do  not  feel  that 
this  need  concern  us  here.  Let  it  be  assumed 
that  if  the  patient  has  eye  symptoms  he 
should  be  referred  to  an  ophthalmologist. 
That  leaves  us  with  a group  of  patients  who 


have  good  vision,  are  symptom  free,  and 
have  early  chronic  simple  glaucoma.  This 
form  of  the  disease,  even  in  the  care  of  a 
competent  ophthalmologist,  is  an  insidious 
and  wily  foe  which  strains  one’s  diagnostic 
acumen  to  the  utmost.  As  in  general  medi- 
cine where  early  diagnosis  of  mild  diabetes 
or  early  hypertension  must  be  based  on  arbi- 
trary levels  of  what  is  normal,  so  also  in 
glaucoma  we  have  placed  arbitrary  limits 
on  what  is  considered  normal  ocular  tension. 
A high  “normal”  ocular  tension  calls  for  re- 
peated testings  of  pressure,  provocative  tests, 
field  and  tangent  screen  tests,  gonioscopy, 
and  measurements  of  facility  of  aqueous  out- 
flow. Where  does  this  leave  the  general  prac- 
titioner who  is  already  beset  with  over- 
whelming problems  in  all  the  fields  of  medi- 
cine? 

In  an  effort  to  answer  this  question  an 
excellent ' inexpensive  instrument  called  the 
Berens  Tolman  tonometer^  has  been  offered 
and  perhaps,  if  universally  accepted  and 
used,  it  would  add  many  patients  to  the 
roster  of  those  upon  whom  a diagnosis  of 
early  chronic  simple  glaucoma  has  been 
made.  Unfortunately,  the  use  of  this  tonom- 
eter is  not  general  and  in  many  cases  where 
they  have  been  purchased  they  lie  untouched 
in  a drawer  after  a few  trials.  Frankly,  I 
do  not  believe  that  the  average  generalist 
feels  comfortable  in  doing  a routine  anes- 
thesia of  the  cornea  and  then  applying  any 
form  of  instrumentation  to  the  corneal  epi- 
thelium, which  after  all  is  quite  easily  abrad- 
ed. In  addition  to  this,  many  patients  do  not 
accept  the  procedure  gracefully  and  will 
wince,  squeeze,  refuse  to  fixate,  and  thereby 
provide  readings  totally  unreliable  and  mis- 
leading. Still  further,  the  difficulties  in  main- 
taining a sterile  instrument  for  several  tests 
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in  an  afternoon  must  be  met  and  the  pre- 
vention of  cross  contamination  is  not  easy. 
To  those  who  have  mastered  these  problems 
and  who  have  even  gone  a step  further  and 
are  using  the  more  accurate  Schioetz’  to- 
nometer, I offer  my  congratulations  and  rec- 
ommendation that  the  procedure  be  con- 
tinued. To  those  who  have  not  done  so  yet, 
but  who  are  willing  to  try,  I say  that  it  is  a 
worthwhile  and  commendable  effort. 

Retina  examination 

Because  of  the  drawbacks  of  the  technic 
mentioned  above  and  because  general  ac- 
ceptance seems  unlikely,  I should  like  to 
suggest  still  another  approach  to  the  prob- 
lem. I think  that  it  is  safe  to  say  that  most 
internists  and  general  practitioners  own  an 
ophthalmoscope.  What  is  more,  I think  that 
most  of  them  use  an  ophthalmoscope  during 
a routine  physical  examination.  Some,  I feel, 
use  them  quite  well  but  I do  know  that  many 
physicians  use  them  more  or  less  ritualisti- 
cally,  satisfying  themselves  with  normal  act- 
ing pupils  through  which,  because  they  are 
small,  they  obtain  little  or  no  information 
from  the  inside  of  the  eye.  The  relatively 
rare  generalist  who  does  excellent  ophthal- 
moscopy quickly  dismisses  the  optic  disk 
after  he  has  satisfied  himself  that  it  is  not 
choked  and  turns  his  attention  to  the  retina, 
the  presence  or  absence  of  hemorrhages  or 
exudates  and  then  the  condition  of  the  ret- 
inal vessels.  It  is  an  admirable  thing,  indeed, 
when  a physician  not  devoted  to  the  practice 
of  ophthalmology  can  find  a solitary  dia- 
betic aneurysm  to  help  establish  a diagnosis 
of  the  mild  form  of  the  disease;  but  it  must 
be  remembered  that  most  eye  findings  from 
the  internist’s  examination  are  of  a confirma- 
tory nature  and  that,  for  example,  hyper- 
tension can  more  easily  be  determined  with 
the  sphygmomanometer  or  glomerulonephri- 
tis by  a urine  examination. 

But  let  us  return  to  the  average  busy  gen- 
eralist who  must  of  necessity  jealously  guard 
his  working  moments.  It  is  not  my  intention 
to  impose  anything  new  or  time  consuming 
upon  him,  but  rather  to  use  fruitfully  those 
fleeting  seconds  when,  as  part  of  a general 
physical  examination,  he  picks  up  his  oph- 
thalmoscope. 

After  visual  acuity  is  taken  and  with  the 


patient  still  seated,  have  him  fix  his  atten- 
tion upon  an  object  across  the  room  and  in 
direct  line  with  his  forward  vision.  Tell  him 
that  he  is  to  keep  both  eyes  open;  his  distant 
fixation,  which  must  be  as  absolute  as  pos- 
sible, will  keep  his  pupils  reasonably  open. 
Place  the  ophthalmoscope  in  your  right  hand 
and  use  your  right  eye  when  examining  the 
patient’s  right  eye.  Keep  your  ophthalmo- 
scope as  vertical  as  possible,  as  this  will  pre- 
vent your  getting  your  head  in  the  line  of 
vision  of  the  fixing  left  eye.  Coming  in  from 
the  temporal  side  and  with  your  head  level 
with  that  of  the  patient,  you  will  easily  find 
the  most  obvious  landmark  in  the  fundus, 
the  optic  nerve  head.  Your  right  index  finger 
should  be  on  the  knurled  rotating  drum  of 
lenses  on  the  ophthalmoscope.  Having  found 
the  nerve  head,  rotate  the  lenses  with  your 
index  finger  until  you  find  the  one  which 
gives  you  the  greatest  clarity.  Use  your  left 
eye  and  your  left  hand  when  examining  the 
left  eye. 

Sugar-  mentions  that  the  earliest  changes 
in  the  disks  are  recognizable  ophthalmoscop- 
ically  only  by  comparison  with  the  other 
disks  and  by  comparison  with  a previous 
description  of  the  disk  if  this  is  available. 
He  suggested  expressing  the  description  as 
a fraction  with  a numerator  indicating  the 
relative  horizontal  diameter  of  the  cup  as 
compared  with  the  horizontal  diameter  of 
the  disk  written  as  the  denominator.  He 
added  that  a rough  sketch  of  this  relation- 
ship is  even  better. 

For  purposes  of  recording  I have  divid- 
ed physiologic  cupping  into  four  general 
groups*.  Classes  I,  H,  HI,  IV: 

Class  I:  The  one  with  the  least  amount  of 
cup.  The  cribriform  plate  at  the  bottom  of 
the  disk  cannot  be  seen  and  the  vessels  ap- 
pear to  come  out  centrally  from  the  optic 
nerve. 

Class  H:  The  commonest  variety  of  physi- 
ologic cup.  A good  solid  edge  of  pink  optic 
nerve  is  seen  nasally,  but  the  cribriform 
plate  or  lamina  cribrosa  can  be  seen  glisten- 

*A.  Elschnig  (in  Encyklopadie  der  Augenheil  Kunde — Leipzig, 
1904)  originally  classified  physiologic  excavation  into  five 
large  groups.  Reference  was  made  to  (1)  the  lamina  cribrosa, 
(2)  bifurcation  of  central  artery,  (3)  position  of  vessels. 
(4)  inclinations  of  walls,  (5)  conus  formation,  (6)  formation 
of  central  vein.  For  purposes  of  simplicity,  my  classification 
deals  principally  with  the  width  of  the  cup.  Please  note  that 
the  depth  of  the  physiologic  cup  is  not  important  in  this 
classification. 
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ing  white  at  the  bottom  of  the  cup  and  this 
may  slab  off  temporally.  The  vessels  coming 
out  of  the  nerve  head  roll  gently  over  its 
edge. 

Class  III:  Presents  a more  striking  pic- 
ture. The  cup  is  wider,  leaving  less  nerve 
edge,  but  the  vessels  are  not  precipitous. 


Class  IV:  Even  more  marked  in  the  size 
of  the  cup,  and  this  eye  is  definitely  suspect 
of  glaucoma  which  should  be  ruled  out  by 
all  means  available. 

In  my  own  practice  I have  been  classify- 
ing these  cups  according  to  the  above  de- 
scription and  I feel  that  it  has  several  ad- 

continued  on  68 


Diagrammatic  cross  section  of  eye  denoting  area  demonstrated  in  Figures  I through  5. 


CLASS  n 
Figure  2 
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ANNOUNCING 


A HIGHLY  EFFECTIVE 


TRANQUIEIZER  FOR 
EXTENDED  OFFICE 
PRACTICE  USE 


for  May,  1959 


65 


POSITIVE  CALMING  The  development  of  TENTONE®  Methoxypromazine  Maleate 

ACTION  ADAPTED  Lederle  does  not  duplicate  primary  function  of  existing  tranquilizers. 
FOR  LOWER  RANGE  TENTONE  fills  the  need  for  a practical,  potent  agent  for  extended 
OF  EMOTIONAL  use  in  everyday  practice  (as  illustrated  above). 

DISORDERS 


Action  of  TENTONE  Methoxypromazine  Maleate  approaches  that 
of  the  strong  phenothiazines  without  their  drawbacks.  Calming  re- 
sponse is  positive  and  rapidly  apparent  to  both  patient  and  physi- 
cian. However,  as  a basic  phenothiazine  modification,  TENTONE 
allows  full  therapeutic  application  in  the  mild  and  moderate  range 
of  anxiety-tension  and  somapsychic  disorders  most  usually  seen  in 
general  practice. 


EXCELLENT 
TOLERATION - 
MARKED 
REDUCTION  IN 
COMPLICATIONS 


Incidence  of  untoward  reactions  is  exceptionally  low  and  approxi- 
mates the  mild  ataractic  drugs.  Reduction  in  sensitivity  reaction, 
intestinal  distress,  blood,  brain  or  liver  toxicity  is  striking,  particu- 
larly in  the  low  dosage  range.  TENTONE  exhibits  greater  freedom 
from  depression  and  drug  habituation.  Physical  and  psychic  orienta- 
tion is  usually  preserved.  Occasional  drowsiness  may  be  encountered, 
particularly  in  higher  dosages.  In  moderate  to  more  severe  cases,  this 
sedative  effect  may  be  desired. 


TENTONE  has  thus  been  described  as  one  of  the  easiest  tranquilizers 
to  handle  in  office  practice.  In  indicated  cases,  the  physician  may  be 
relieved  of  the  patient’s  unnecessary  concern  over  his  o^vn  illness. 
In  contrast  to  the  previous  types  of  drugs,  complaints  over  induced 
distress  or  inadequate  benefit  are  rare. 
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WHEN  MORE  THAN  Consecjiiently,  TENTONE  is  more  useful  than  other  ataractic  drugs 
MILD  SEDATIVE  in  two  areas:  (1)  mild  to  moderate  conditions  — when  more  than 
EF^^^ECT  is  desired  mild  sedative  effect  is  sought,  (2)  middle  range  of  moderate  to  severe 
cases  — when  less  than  psychopathology  is  involved. 

Indications  include  ■ common  anxiety-tension  states  ■ obsessive- 
compulsive  behavior  ■ neurosis  ■ depression  ■ situational  anxiety 
and  hysteria 


And  the  emotional  components  of:  ■ agitation  ■ restlessness  ■ 
tremors  a insomnia  ■ alcohol-  and  drug-’(vithdrawal  syndrome  ■ 
hyperkincsis  ■ prenatal  anxiety  ■ rheumatic  disorders  ■ dermatoses 
■ menopausal  syndrome  ■ premenstrual  tension  ■ peptic  ulcer, 
other  g.i.  disorders  a asthma,  other  allergy  ■ multiple  sclerosis,  arter- 
iosclerosis ■ malignancy,  other  progressive  diseases 


POSSIBLE 
POTENTIATION  OF 
ANALGESICS 
AND  NARCOTICS 


Since  tranquilizing  drugs  may  potentiate  the  action  of  pain-relievers, 
sedatives,  and  barbiturates,  they  should  be  used  -with  caution  in 
conjunction  with  them,  or  to  achieve  a greater  response  to  these  drugs 
in  various  conditions  -when  desired.  They  may  also  be  useful  in 
reduction  of  effective  dosage  to  better  tolerated,  or  non-habituating 
levels. 


ADAPTABLE 
LOWER  DOSAGE 
RANGES 


Dosage  must  be  individualized  to  severity  of  condition  and  response 
desired. 

/??  mild  to  moderate  cases:  varies  from  30  to  100  mg.  daily. 

In  moderate  to  severe  cases:  from  75  to  500  mg.  daily. 


In  psychotic  or  institutionalized  patients,  TENTONE  may  be  useful 
as  a substitute  'tvhen  toxicity  precludes  effective  dosage  of  other 
phenothiazines,  or  as  maintenance  after  hospitalization.  Dosage  may 
range  from  100  to  1500  mg.  daily  in  divided  doses. 

Supplied : 10  mg.,  25  mg.  and  50  mg.  tablets 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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CLASS  32: 

Figure  4 


Note  that  a disc  morgin  no  longer  exists  and 
thot  the  vessels  drop  over  edge  precipitously. 


The  cup  is  os  wide  os  the  nerve  and  is  under- 
mined at  the  edge.  It  is  also  bowed  bock  into 
the  receding  Lomino  Cribroso. 


GLAUCOMA 
Figure  5 


Glaucoma  cont.  from  64 


vantages  over  merely  saying  “optic  nerves 
normal.”  Class  I,  II,  or  III  are  all  normal 
cups,  but  if  the  patient  has  always  had  a 
Class  I cup  and  then  during  a routine  exam- 
ination is  found  to  have  a Class  III  cup  I 
would  consider  this  significant.  Classifica- 
tion also  demands  a more  careful  appraisal 
and  I know  that  if  I have  numbered  the  cup 
that  I looked  at  it  carefully  enough  to  evalu- 
ate it  thoroughly. 

The  accompanying  diagrammatic  sketches 
show  the  four  types  of  physiologic  disks.  Be- 
neath each  is  a cross  section  of  the  nerve  as 
it  enters  the  globe.  The  depth  of  the  cup  if 
it  is  physiologic  is  not  below  the  level  of  the 
sclera  and  the  lamina  cribrosa  may  be  con- 
sidered sclera  which  has  been  perforated  by 
the  fibers  of  the  optic  nerve.  When  actual 
glaucomatous  cupping  becomes  late  and  de- 
finitive, the  edges  of  the  disk  are  no  longer 
visible.  The  lamina  cribosa,  which  is  a weak 
spot  in  the  scleral  shell,  is  bowed  backward 
and  the  edge  of  the  disk  is  actually  under- 
mined as  seen  in  Fig.  5.  In  order  to  help 
avoid  confusion,  I have  not  mentioned 
anomalies  of  the  disk,  such  as  colobomas  or 
drusen.  Also  left  out  is  mention  of  optic 
atrophy  and  papilledema.  In  this  latter  re- 


gard, however,  I should  like  to  emphasize 
unexpected  rewards  in  classification  of  the 
disks,  since  if  a patient  has  always  been  a 
Class  II  physiologic  cup  which  enables  a 
view  of  the  lamina  cribrosa  and  then  be- 
comes a Class  I physiologic  cup  at  a later 
date,  in  which  the  lamina  is  not  visible,  this 
again  is  obviously  a valuable  recorded  bit  of 
information  to  help  rule  in  early  choking. 

This,  then,  is  one  way  in  which  a few 
eyes  might  be  saved  from  future  blindness: 
the  physiologic  cup  being  studied  at  each 
annual  examination  and  evaluated.  If  an 
enlarging  cup  and  all  Class  III  and  Class  IV 
cups  are  referred  to  the  ophthalmologist, 
some  of  the  answer,  if  not  all,  to  the  problem 
of  early  diagnosis  of  chronic  simple  glau- 
coma may  be  had.  Remember  that  when  the 
patient  begins  to  complain  of  symptoms  it 
is  already  too  late. 

Summary 

Glaucoma,  which  simply  means  abnor- 
mally high  ocular  tension,  may  take  many 
forms  insofar  as  etiology  is  concerned.  I do 
not  feel  that  physicians  not  concerned  with 
ophthalmology  should  be  burdened  with  the 
variations  of  this  disease.  The  problems  of 
early  diagnosis  do  not  rest  with  the  symptom 
producing  variations.  A painful  eye,  or  one 
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with  visual  disturbances,  is  usually  referred 
to  an  ophthalmologist  forthwith.  Chronic 
simple  glaucoma,  which  is  in  truth  an  eye 
disease  separate  and  apart  from  the  other 
forms  except  in  the  sense  that  it  shares  a 
rise  in  pressure,  continues  to  be  a serious 
adversary.  The  cause  of  chronic  simple  glau- 
coma is  as  yet  unknown,  though  effective 
treatment  can  be  rendered  if  the  condition 
is  recognized  early  enough.  Let  us  be  realistic 
and  face  the  fact  that  the  means  for  identify- 
ing the  disease  are  not  as  yet  being  utilized 
by  those  often  in  the  first  line  of  defense. 
A patient’s  history  (except  where  positive) 


is  not  significant.  Digital  pressure  (tactile 
tension)  is  a useless  procedure  which  is  not 
only  uninformative  but  may  also  be  mis- 
leading. I offer  a method  of  evaluating  the 
optic  nerve  on  routine  examination  and  urge 
that  a person  with  a Class  IV  cup  not  be 
allowed  to  walk  out  of  your  office  without 
obtaining  consultation.  Those  with  anything 
more  than  a Class  IV  cup  will  have  to  be 
led  out.  • 

REFERENCES 
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-Sugar,  H.  Saul:  The  Glaucomas.  Hoeger-Harper  & Co.,  pp. 
176. 


Tracheotomy  in  severe  head  injuries 

Ernest  W.  Mack,  M.D.,  Norman  B.  Smith,  M.D.,  and  Adolf  Rosenauer.  M.D..  Reno,  Nevada 


An  adequate  airway  may  determine 
the  survival  and  subsequent 
morbidity.  Patients  with  severe 
head  injury  should  not  be 
denied  this  simple  expedient. 


“Anoxia  not  only  stops  the  machine,  but 
wrecks  the  machinery.”  (Haldane.)  While  it 
has  been  established  that  early  tracheotomy 
is  of  use  in  other  categories  of  injury  only 
moderate  attention  has  been  given  to  its  use 
in  the  early  treatment  of  severe  head  in- 
jury^-^.  Concepts  gained  in  the  treatment 
of  severe  bulbar  poliomyelitis  taught  us  that 
to  await  the  arrival  of  the  signs  and  symp- 
toms of  respiratory  difficulty,  such  as  cyano- 
sis, or  other  signs  of  anoxia,  for  the  insti- 
tution of  an  adequate  airway,  namely  trache- 
otomy, was  to  court  disaster  or  failure.  We 
considered  these  experiences  and  attempted 
to  apply  them  to  a group  of  cases  which  were 
hopeless  from  the  prognostic  and  therapeutic 
point  of  view,  when  primarily  assessed.  It 
was  thought  that  the  same  concepts  might 


apply  and  that  we  might  salvage  certain 
cases  which  otherwise  would  most  assuredly 
be  lost.  In  order  to  do  this  we  determined  to 
undertake  the  immediate  establishment  of 
an  adequate  airway,  particularly  by  the 
method  of  tracheotomy^ 

That  this  is  not  a new  concept  is  indicated 
by  the  presentation  of  Dean  Echols,  et  ah,  in 
1950  wherein  Dr.  Echols  concludes,  as  a 
result  of  studies  carried  out  on  15  patients 
in  whom  early  tracheotomy  was  instituted; 
“Tracheotomy  is  superior  to  any  other  meth- 
od of  maintaining  sufficient  aeration  of  lungs 
in  unconscious  patients.  It  should  be  per- 
formed promptly  and  unhesitantly  in  every 
patient  unconscious  from  a head  injury  if  it 
seems  likely  that  the  coma  will  persist  for 
more  than  24  hours,  and  if  non-surgical  meth- 
ods of  maintaining  an  adequate  airway  ap- 
pear inefficient®.”  We  would  undertake  to  go 
one  step  forward  in  this  consideration  and 
state  that  it  is  our  feeling  that  immediately 
upon  admission  to  the  hospital  when  the  di- 
agnosis of  severe  coma  due  to  head  injury 
has  been  accomplished  one  should  consider 
immediately  tracheotomy  as  one  of  the  prime 
treatment  methods  to  be  undertaken.  Consid- 
eration should  not,  of  course,  be  taken  away 
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from  such  neurosurgical  procedures  as  may 
be  indicated  by  the  findings  on  examination 
of  the  patient.  It  is  our  feeling  that  adequate 
airway  cannot  be  maintained  for  any  length 
of  time  by  endotracheal  intubations  and  we 
would  condemn  its  use  for  periods  in  excess 
of  a very  few  hours.  We  would  feel  that  if 
the  patient’s  state  of  coma  is  such  as  to  indi- 
cate the  need  for  any  type  of  intubation  then 
tracheotomy  should  be  performed. 

With  the  increasing  numbers  of  severe 
head  trauma  cases  which  are  presenting 
themselves  today  with  the  high  incidence  of 
accident  from  the  highways  of  America,  it 
behooves  us  to  consider  any  and  all  means 
which  may,  in  some  measure,  help  to  reduce 
the  mortality  and  morbidity  rate  which  is 
accompanying  these  severe  traumata.  Our  re- 
port is  based  on  purely  clinical  observation, 
there  not  being  available  means  of  carrying 
out  oxygen  determination,  COo  determina- 
tions, etc.,  such  as  might  have  been  useful  in 
being  more  precise  in  the  evaluation  of  our 
data. 

Having  once  commenced  upon  this  type  of 
therapy  and  having  undertaken  to  do  the 
tracheotomies  ourselves,  which  I think  is 
reasonably  important,  we  were  immediately 
impressed  by  the  fact  that  in  no  single  in- 
stance following  the  institution  of  trache- 
otomy in  these  patients  did  we  fail  to  ob- 
serve immediate  clinical  improvement  in  the 
patient’s  status.  Even  in  the  absence  of  physi- 
cal findings  to  suggest  tracheal  obstruction 
we  were  at  once  impressed  with  the  large 
amount  of  mucus  and  other  materials  which 
could  be  removed  from  the  trachea,  even 
though  an  endotracheal  tube  might  have  been 
primarily  passed  and  the  trachea  suctioned 
prior  to  the  surgical  procedure. 

It  seems  reasonable  that  a relatively 
simple  surgical  procedure,  such  as  this  is, 
should  not  be  withheld  from  the  patients 
whom  it  might  materially  benefit.  Certainly 
some  hazards  present  themselves  in  the  use 
of  tracheotomy.  There  have  been  reported 
instances  of  pneumothorax,  bleeding,  vocal 
cord  injury'®;  however,  these  are  readily 
avoidable  and  have  not  been  encountered  in 
our  experience.  In  many  cases  actual  respira- 
tory depression  of  a central  type  may  be 
present',  in  others,  and  perhaps  most  com- 
monly, the  anoxia  is  the  result  of  actual  ob- 


struction at  the  nasopharyngeal  level.  While 
this  may  not  be  severe  initially,  it  must  be 
regarded  as  progressive,  and  when  considered 
in  its  relation  to  other  associated  conditions, 
such  as  secretional  accumulation,  vomiting, 
chest  or  abdominal  injury,  the  need  for  the 
most  adequate  airway  is  at  once  apparent. 
Since  it  is  established  now  that  severe  anoxia 
of  even  a few  minutes  duration  will  bring 
about  severe  cerebral  damage  of  its  own 
accord,  even  in  the  absence  of  head  trau- 
ma®’ then  it  is  not  unreasonable  to  argue 
that  a minor  degree  of  anoxia  in  the  severe 
head  injury  may  contribute  a like  degree  of 
damage  if  continued  over  a prolonged  period 
of  time.  In  this  consideration,  the  invariable 
presence  of  fever  of  greater  or  lesser  magni- 
tude cannot  be  disregarded.  If  we  accept  the 
premise  that  for  each  degree  of  elevation  of 
body  temperature,  oxygen  requirements  are 
increased  7 per  cent”,  then  even  a moderate 
rise  of  5 degrees  will  increase  oxygen  want 
by  35  per  cent.  Certain  patients  may  be  ex- 
pected to  fail  to  respond  to  this  type  of  ther- 
apy; however,  in  our  hands,  the  results  have 
been  so  gratifying  as  to  dictate  that  trache- 
otomy is  a prime  consideration  in  the  treat- 
ment of  this  group  of  cases. 

CASE  REPORTS 

C.K.,  aged  19,  -white  female.  This  girl  was 
admitted  to  the  hospital  following  a head-on  colli- 
sion in  which  she  had  struck  her  forehead  severely 
on  the  dashboard.  She  had  suffered  a fracture  of 
the  jaw,  fracture  of  the  medial  epicondyle  of  the 
left  humerus,  multiple  contusions  and  abrasions 
and  a severe  cerebral  concussion  and  contusion. 
She  also  had  spells  of  severe  anoxia,  the  reason 
for  which  was  a denture  lying  in  the  right  main- 
stem  bronchus.  There  was  deep  coma  with  spas- 
ticity of  the  lower  extremities,  non-reactive  small 
pupils,  areflexia,  bilateral  Babinski  sign.  A trache- 
otomy was  performed  on  admission  and  24  hours 
later  a bilateral  temporo-frontal  trephination  with 
drainage  of  subdural  effusions  was  performed. 
After  about  three  weeks  of  stormy  course,  compli- 
cated by  a partial  collapse  of  the  left  lower  lobe 
of  the  lung,  the  patient  regained  consciousness  on 
the  twenty-first  day  after  injury  and  was  dis- 
charged two  weeks  after  that.  She  has  recovered 
to  the  extent  of  returning  to  school.  The  trache- 
otomy wound  was  allowed  to  close  on  the  twenty- 
third  day  after  injury. 

R.W.,  aged  25,  white  male.  The  patient  was 
admitted  shortly  after  his  automobile  had  crashed 
into  a stationary  object.  On  admission  he  was  in 
deep  coma.  There  were  Cheyne-Stokes  respira- 
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lions,  there  was  a large  ecchymosis  about  the  right 
orbit,  multiple  lacerations  about  the  face,  dried  up 
blood  in  the  mouth  and  nose.  There  was  a conju- 
gate eye  deviation  to  the  left  and  the  pupils  were 
non-reactive,  pulse  and  blood  pressure  were  at 
shock  levels,  there  was  a left-sided  Babinski. 
Tracheotomy  was  carried  out  immediately  and  bi- 
lateral temporo-frontal  trephination  and  explora- 
tion was  negative.  The  hospital  course  was  compli- 
cated by  spells  of  decerebrate  rigidity  and  per- 
sistent copious  secretions  from  the  chest.  He  re- 
covered to  the  point  of  stable  vital  signs  and 
consciousness  without  any  evidence  of  returning 
intelligent  vitality.  His  tracheotomy  was  in  place 
for  50  days  and  the  patient  was  transferred  to 
another  hospital  with  it.  Eight  months  following 
this  transfer  the  patient  had  regained  mental  abil- 
ity to  the  level  of  saying  a few  words  and  execut- 
ing simple  commands. 

A.R.,  aged  33,  white  male.  Admitted  in  coma 
shortly  after  an  automobile  accident.  There  was 
moderate  restlessness,  resistiveness  to  painful 
stimulation,  multiple  lacerations  and  contusions. 
There  was  blood  in  both  nares,  respirations  were 
snoring  and  stertorous,  and  there  was  a bilateral 
Babinski  sign.  Tracheotomy  was  carried  out  im- 
mediately with  considerable  improvement  in  the 
respiratory  status.  Several  days  afterwards  a bi- 
lateral temporo-frontal  trephination  was  produc- 
tive of  bilateral  subdural  effusions.  Total  days  of 
coma  were  six,  tracheotomy  was  allowed  to  close 
after  12  days.  Recovery,  six  months  after  injury, 
was  satisfactory  with  only  a slight  residual  of 
pyramidal  signs. 

M.B.T.,  aged  20,  white  female.  This  patient  was 
admitted  in  deep  unconsciousness  after  an  auto- 
mobile accident.  There  were  multiple  abrasions 
and  contusions,  dilatation  of  the  left  pupil  without 
any  reaction  of  either  pupil,  bleeding  was  noted 
from  the  right  auditory  canal,  all  extremities  were 
spastic,  reflexes  hyperactive  and  there  was  a bi- 
lateral Babinski  and  clonus.  A tracheotomy  was 
carried  out,  as  well  as  bilateral  trephinations 
which  were  productive  of  a large  left  subdural 
effusion.  Period  of  coma  was  17  days,  tracheotomy 
was  in  place  for  a total  of  30  days.  Neurologic 
residual  at  discharge  was  limited  to  a left  facial 
paresis,  upper  motor  neuron,  and  weakness  and 
spasticity  of  the  left  arm  and  to  a lesser  extent 
of  the  left  leg,  with  left-sided  pyramidal  signs. 
She  was,  however,  able  to  return  to  her  house- 
work. 

A.S.,  aged  39,  white  male.  Automobile  accident 
approximately  two  hours  prior  to  admission.  There 
was  deep  coma,  shock  from  blood  loss,  multiple 
lacerations  and  contusions,  right  sterno-clavicular 
separation,  separation  of  symphysis  pubis,  spastic 
extremities  and  right  Babinski.  There  were  spells 
of  decerebrate  rigidity.  The  bladder  was  ruptured 
and  a suprapubic  cystotomy  had  to  be  performed 
followed  by  a tracheotomy,  and  on  the  eleventh 
day  a bilateral  femporo-frontal  trephination 
showed  bilateral  subdural  effusion.  Recovery  was 


very  protracted  and  the  patient  was  discharged 
eight  months  after  the  injury,  severely  crippled 
mentally  and  physically. 

J.H.,  aged  40,  white  male.  Automobile  accident. 
Patient  was  in  deep  coma  on  admission  with  all 
extremities  flaccid,  there  were  multiple  abrasions, 
a laceration  above  the  right  eye  with  ecchymosis, 
and  pupillary  inequality.  Pulse  and  blood  pressure 
were  at  shock  levels,  there  was  a left  Babinski. 
Tracheotomy  was  done  24  hours  after  admission 
and  a considerable  amount  of  muco-purulent  ma- 
terial was  aspirated  from  the  chest.  Four  days 
after  that  bilateral  trephination  revealed  a sub- 
dural hematoma  on  the  right.  Recovery  was  com- 
plicated by  massive  edema  of  the  neck  and  lower 
portions  of  the  face  and  spells  of  respiratory  em- 
barassment.  His  coma  lasted  14  days  after  which 
time  the  patient  was  transferred  to  another  hos- 
pital with  the  tracheotomy  tube  in  place.  Nine 
months  after  injury  his  recovery  had  gone  to  the 
level  of  the  patient  being  able  to  talk  coherently, 
walk  about,  and  handle  himself  reasonably  well. 

L.B.,  aged  16,  white  male.  Admitted  uncon- 
scious after  an  automobile  accident.  There  was  a 
compound  skull  fracture,  multiple  scalp  lacera- 
tions, cerebral-spinal  rhinorrhea,  compound  frac- 
ture of  the  right  elbow.  On  the  day  following  ad- 
mission there  was  respiratory  embarassment  and 
a tracheotomy  was  performed  immediately  with 
consequent  improvement.  Three  days  afterward 
bilateral  temporo-frontal  trephination  showed  a 
small  right  subdural  effusion.  Total  period  of 
coma  was  10  days,  tracheotomy  was  in  place  for 
27  days.  Recovery  went  to  the  point  where  the 
patient  was  able  to  return  to  school  and  to  per- 
form the  usual  duties  of  a student. 

G.S.,  aged  52,  white  male.  In  deep  coma  from 
an  automobile  accident.  There  was  a massive  con- 
tusion over  the  right  fronto-parietal  area,  a con- 
jugate eye  deviation  to  the  left  and  a right  Babin- 
ski. On  the  day  of  admission  tracheotomy  was 
carried  out  and  bilateral  temporo-frontal  trephina- 
tion showed  a bilateral  subdural  effusion.  During 
his  postoperative  course  the  patient  bled  repeat- 
edly from  scalp  veins,  from  a small  branch  of  the 
superficial  temporal  artery  and  finally  from  ar- 
teries from  the  surface  of  the  brain  until  he  ex- 
pired on  the  eighteenth  day  after  injury  without 
having  regained  consciousness. 

F.R.,  aged  51,  white  male.  This  patient  was 
injured  when  struck  by  a cow  and  thrown  against 
a wall.  There  was  aphasia,  semi-consciousness, 
bleeding  from  nose  and  mouth,  pupillary  inequal- 
ity, variable  right  Babinski.  On  the  fifth  day 
tracheotomy  was  done  and  bilateral  temporo- 
frontal  trephination  productive  of  a small  left 
subdural  hematoma.  His  recovery  was  marked  by 
copious  amounts  of  tracheobronchial  secretion 
which  he  had  been  unable  to  clear  before.  The 
postoperative  course  was  complicated  by  a pre- 
existing diabetes  as  well  as  beginning  alcoholic 
liver  cirrhosis.  He  expired  on  the  ninth  day  fol- 
lowing injury. 
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J.A.,  aged  54,  white  male.  Admitted  with  ex- 
ternal cranial  trauma  leading  to  coma.  Although 
his  blood  pressure  was  normal,  pulse  rate  was 
approximately  120  and  his  respiration  was  ster- 
torous. Pupils  were  non-reactive  and  the  patient 
was  incontinent  of  bowel  and  bladder.  There  was 
grossly  bloody  spinal  fluid.  X-rays  showed  an 
L-shaped  fracture  of  the  left  posterior  temporal- 
parietal  area  and  upon  trephination  a left  sub- 
dural hematoma  was  encountered.  A tracheotomy 
was  carried  out  24  hours  after  admission.  The 
patient  expired  six  days  after  injury. 

V.T.,  aged  20,  white  female.  Admitted  in  coma 
after  an  automobile  accident.  Tracheotomy  was 
instituted  immediately  and  a right  thoracentesis 
was  performed.  Splenectomy  was  necessitated.  On 
the  eighth  day  bilateral  trephination  was  carried 
out  showing  moderate  subdural  collections  of  yel- 
low fluid.  Consciousness  returned  on  the  four- 
teenth day. 

J.G.,  aged  19,  white  male.  Admitted  in  deep 
coma  shortly  after  automobile  accident.  Skull 
x-rays  showed  a basiliar  fracture  extending  into 
the  vicinity  of  the  foramen  magnum.  Pupils  were 
dilated  and  fixed.  Tracheotomy  was  performed 
immediately.  Total  survival  time,  seven  hours. 

D.H.,  aged  20,  white  male.  Admitted  in  deep 
coma  after  having  been  run  over  by  a fire  engine. 
Multiple  compound  skull  fractures.  Tracheotomy 
performed  immediately.  Total  survival  time,  three 
hours. 

D.T.,  aged  33,  white  male.  Admitted  in  coma 
after  having  been  struck  by  a falling  steel  boom. 
There  were  extensive  scalp  hematomata  and  lacer- 
ations, both » eyes  swollen  shut  and  a fracture  of 
the  skull  to  the  right  of  the  sagittal  suture  ex- 
tending into  the  right  orbit.  Tracheotomy  was  per- 
formed immediately  and  the  scalp  lacerations  su- 
tured. Total  survival  time,  three  hours. 

T.L.,  aged  44,  white  male.  The  patient  admitted 
in  coma  several  hours  after  having  been  arrested 
subsequent  to  a fight.  He  had  multiple  abrasions 
and  contusions  and  a dilated  right  pupil.  There 
was  profuse  mucus  in  the  throat  and  gargling 
respirations,  urinary  incontinence.  Tracheotomy 
was  performed  immediately  and  also  bilateral 
temporo-frontal  trephination,  which  showed  a 
right  subdural  hematoma.  Although  patient’s  vital 
signs  stabilized  he  remained  comatose  until  he 
expired  on  the  twentieth  day  following  admission. 
Autopsy  showed  a central  pontine  hemorrhage. 

J.McG.,  aged  65,  white  male.  Admitted  in 
coma  after  being  struck  by  automobile.  Respira- 
tions moist  and  stertorous,  multiple  abrasions  and 
contusions,  and  a laceration  10  cms.  in  length  over 
the  vertex  of  the  skull  with  diffuse  hematoma, 
bilateral  bloody  otorrhea  and  fixed  non-reactive 
pupils,  compound  fracture  of  the  right  lower  leg, 
blood  pressure  and  pulse  rate  at  shock  levels. 
Comminuted  fracture  of  the  left  parietal  area 
with  depression.  Tracheotomy  was  performed  im- 
mediately. Total  survival  time,  three  hours. 

H.B.,  aged  59,  white  male.  Admitted  in  deep 


coma  after  automobile  accident  with  lacerations 
of  the  scalp,  on  the  left  arm  and  back  and  a deep 
compound,  depressed  fracture  in  the  right  frontal 
area.  Dilated  non-reactive  right  pupil,  palpable  rib 
fractures.  Tracheotomy  was  done  on  admission. 
Total  survival  time,  three  days. 

Discussion 

Review  of  the  summaries  of  these  cases 
indicates  that  in  all  cases  the  severity  of 
symptomatology  on  presentation  at  hospital 
was  such  as  to  indicate  a negative  prognosis, 
for  the  most  part.  Certainly,  in  most  of  these 
cases,  if  not  all,  without  the  institution  of 
tracheotomy  a fatal  outcome  might  have 
been  expected  although  noted  neurosurgical 
procedures  which  were  indicated  in  the  va- 
rious cases  contributed  materially  to  their 
survival  and  improvement,  and  in  some  cases 
must  be  considered  to  be  lifesaving.  However, 
these  neurosurgical  procedures  could  not 
have  achieved  the  desired  result  without 
maintenance  of  complete  and  satisfactory 
airway,  such  as  was  possible  to  accomplish 
through  the  use  of  tracheotomy.  It  is  notable 
that  in  the  cases  where  there  was  failure  of 
survival  severe  complicating  factors  were 
present,  which  contributed,  in  some  measure, 
to  the  failure  of  accomplishing  the  desired 
effect  and  this,  of  course,  must  be  expected. 
In  addition  to  this,  one  must  realize  on  under- 
taking this  type  of  therapy  in  a group  of 
patients  such  as  this  that  he  may  expect  to 
accomplish  a satisfactory  result  from  a physi- 
cal standpoint  and  in  some  instances  be  con- 
fronted, upon  completion  of  the  case,  with  a 
mental  or  emotional  cripple  of  such  severity 
as  to  require  institutional  care  for  the  dura- 
tion of  life.  This,  I feel,  we  must  all  accept 
as  not  something  which  can  be  prognosticated 
when  one  undertakes  to  treat  such  a case. 

In  conclusion,  I should  like  to  reiterate 
that  if  success  is  to  be  accomplished  in  the 
handling  of  the  severe  head  injury  case,  such 
as  has  been  presented  in  this  group,  then 
radical  means  of  treatment  must  be  utilized 
and  the  prime  consideration  in  this  line  is 
the  use  of  immediate  tracheotomy.  I feel 
that  it  is  an  error  in  judgment  to  await  the 
indications  of  the  need  for  a better  airway 
in  this  type  of  case  if  one  hopes  to  have  any 
reasonable  survival  rate  and  to  carry  out,  in 
every  way  possible,  the  necessary  measures 
to  decrease  morbidity.  • references  on  isi 
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Carcinoma  of 
problems  in 


the  bladder- 
management* 


Hugh  J.  Jewett.  M.D.,  Baltimore,  Maryland 


Radical  resection  is  not  ahvays  the  best 
answer  when  the  diagnosis  has  been  made. 
Practical  solutions  are  necessary. 

The  family  physician  is  still  the  key 
to  early  diagnosis. 


Epithelial  tumors  of  the  urinary  bladder 
begin  in  one  of  two  ways:  either  as  a small 
villous,  pedunculated  outgrowth  from  the 
mucosa  and  submucosa,  which  is  called  a 
papilloma,  or  as  a slightly  thickened  reddish 
patch  of  roughened  mucosa  resembling  coarse 
sandpaper,  referred  to  as  non-invasive  sessile 
carcinoma,  or  carcinoma-in-situ.  Both  types 
sooner  or  later  increase  in  bulk,  invade  the 
wall  of  the  bladder  and  metastasize. 

As  invasion  of  the  bladder  wall  progresses 
the  therapeutic  difficulties  become  more  com- 
plex. It  is  obvious  that  cure  will  depend  on 
complete  elimination  of  all  cancer  cells.  These 
cells  therefore  must  still  be  confined  to  the 
wall  of  the  bladder,  for  if  any  have  passed 
through  and  escaped  from  it  by  direct  exten- 
sion to  neighboring  structures  or  by  lym- 
phatic or  venous  transportation,  cure  will  be 
virtually  impossible. 

There  are  four  principal  problems  in- 
volved in  the  successful  management  of  blad- 
der cancer.  The  first  three  confront  the  urolo- 
gist and  shall  be  mentioned  in  order  to  clarify 
for  you  his  concept  of  this  disease  and  the 
nature  of  the  task  he  faces.  The  fourth,  and 


•From  the  James  Buchanan  Brady  Urological  Institute.  The 
Johns  Hopkins  Hospital,  Baltimore,  Maryland. 


possibly  the  most  important  problem  con- 
cerns the  family  physician. 

The  problems  of  the  urologist  would  be 
greatly  simplified  if  he  were  willing  to  per- 
form total  cystectomy  in  all  cases  in  which 
he  can  identify  neoplastic  infiltration  into 
the  bladder  wall.  Then  there  would  be  no 
need  for  painstaking  and  meticulous  classifi- 
cation, and  no  fear  that  his  carefully  selected 
operation  might  in  the  long  run  prove  to 
have  been  too  conservative.  Survival  figures, 
however,  suggest  that  routine  total  cystec- 
tomy is  not  the  final  and  simple  solution  to 
the  problem.  Moreover,  the  bladder  is  not 
readily  expendable.  It  is  a useful  organ,  and 
one  parts  with  it  only  with  the  greatest  re- 
luctance. Although  improved  methods  of 
urinary  diversion  have  succeeded  in  making 
life  after  cystectomy  tolerable,  living  under 
such  circumstances  is  not  exactly  normal. 
The  patient  either  has  some  apparatus  to 
cope  with  or  faces  the  ever-present  threat  of 
electrolyte  imbalance,  hydronephrosis  and 
ascending  renal  infection.  In  the  male  im- 
potence is  a common  sequel. 

Because  of  these  and  possibly  still  other 
reasons,  most  urologists  prefer  to  employ 
conservative  treatment  if  there  is  convincing 
evidence  that  such  treatment  will  suffice. 
The  crux  of  the  matter,  therefore,  concerns 
this  evidence,  which  must  provide  the  indi- 
cation that  the  tumor  is  still  completely  con- 
fined to  the  bladder  wall  and  can  be  eliminat- 
ed therefrom  either  by  excision  or  by  radia- 
tion without  rendering  the  bladder  a useless, 
painful  or  incompetent  organ.  Experience  has 
shown  that  certain  gross  and  microscopic 
characteristics  of  the  primary  tumor,  when 
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TABLE  1 


Relation  of  curability  to  depth  of  infiltration  in  107  autopsy  cases 


Infiltrating  Carcinoma  of  Bladder 


Group  A 
(Submucosa) 

Group  B 
(Musculature) 

Group  C 
(Perivesical  fat) 

Number  of  cases 

3 

15 

89 

Metastases 

0 

1 

52 

Perivesical  lymphatic  invasion  only 

0 

1 

6 

Perivesical  fixation  only 

0 

0 

8 

Potentially  curable 

3 

13 

23 

properly  evaluated,  are  capable  of  furnishing 
this  evidence  in  a surprisingly  high  percent- 
age of  cases.  This  naturally  implies  a precise 
preoperative  classification,  which  poses  the 
first  problem  in  urologic  management. 

In  1922  Broders  showed  that  tumors  could 
be  divided  into  four  groups,  corresponding 
to  four  possible  degrees  of  deviation  of  the 
cells  from  normal  epithelium.  His  classifica- 
tion, indicating  four  different  grades  of  malig- 
nancy, stressed  the  importance  of  the  lack  of 
cellular  differentiation  within  a tumor.  The 
least  differentiated  tumors  were  the  most 
malignant  and  were  graded  four.  In  general, 
the  prognosis  is  much  worse  in  this  group, 
but  sometimes  such  cases  are  small  and 
superficial  and  are  readily  cured  by  conserv- 
ative procedures. 

In  1944  a study  of  autopsy  material  at  the 
Johns  Hopkins  Hospital  showed  that  the 
depth  to  which  the  tumor  had  invaded  the 
bladder  wall  was  also  of  considerable  prog- 
nostic significance  (Table  1).  Metastases  were 

TABLE  2 

Histologic  Classification  of  81  Tumors 
in  Group  C 

Primary  Tumor  Metastases 


Papillary  carcinoma 

....28 

11 

Epidermoid  carcinoma  .. 

...35 

22 

Undifferentiated 
carcinoma  

...18 

15 

In  the  papillary  group  13  tumors  were 
poorly  differentiated,  and  five  of  these  had 
metastasized.  In  the  epidermoid  group  there 
were  22  cases  in  which  the  tumors  were 
poorly  differentiated,  and  of  these  16  had 
metastasized. 


rare  when  the  tumor  was  superficial,  and  fre- 
quent when  it  was  deeph 

To  see  whether  the  extent  of  infiltration 
by  the  tumor  was  merely  a manifestation  of 
its  degree  of  malignancy  a correlation  was 
made  between  histopathology  and  depth  of 
penetration^  In  the  deep  group  60  per  cent 
of  the  tumors  had  recognized  metastases.  In 
this  group  metastases  were  present  in  50  per 
cent  of  those  that  were  moderately  well  dif- 
ferentiated and  in  68  per  cent  of  those  that 
were  poorly  differentiated  or  undifferenti- 
ated (Table  2) . 

In  the  rather  small  group  of  14  superfi- 
cially infiltrating  tumors  only  one  had  me- 
tastasized. This  was  one  of  six  poorly  differ- 
entiated tumors,  or  17  per  cent  (Table  3) . 
Tumors  of  a high  grade  of  malignancy  had 
metastasized  four  times  as  often  when  deep 
as  when  superficial.  Tumors  of  a medium 
grade  of  malignancy  had  metastasized  in  50 
per  cent  of  the  cases  that  were  deep,  and  in 
none  of  the  cases  that  were  superficial.  There- 

TABLE  3 

Histologic  Classification  of  14  Tumors 
in  Group  B 

Primary  Tumor  Metastases 


Papillary  carcinoma  10  1 

Epidermoid  carcinoma  4 0 

Undifferentiated 

carcinoma  0 0 


In  the  papillary  group  four  tumors  were 
poorly  differentiated,  and  one  of  these  had 
metastasized. 

In  the  epidermoid  group  two  were  poorly 
differentiated,  and  neither  had  metastasized. 
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TABLE  4 

Relation  of  depth  of  infiltration  of 
carcinoma  of  bladder  to  five-year 
survival  rate  after  complete 
extirpoXion 

No.  Living 
No.  of  5-14  Yrs. 

Depth  of  Infiltration  Patients  Without  Tumor 


Submucosal  (group  A) 14  10 

Superficial  muscular 

(group  B,)*  5 4 

Total  superficial 

infiltration  19  14 

Deep  muscular 

(group  B_.)l  13  1 

Perivesical  (group  C) 48  1 

Total  deep  infiltration....  61  2 

♦Group  Bj  represents  infiltration  less  than  halfway  through 
the  muscularis. 

t Group  B.,  represents  infiltration  halfway  or  more  through 
the  muscularis. 

fore,  on  the  basis  of  cellular  characteristics 
alone  one  could  not  have  predicted  with 
much  consistency  the  presence  or  absence  of 
metastases. 

The  cellular  appearance  of  a bladder  tu- 
mor, however,  seems  to  indicate  in  a general 
way  its  “speed.”  The  higher  the  grade  of 
malignancy  the  faster  it  penetrates  the  blad- 
der wall.  This  explains  why  most  grade  four 
tumors  have  reached  the  perivesical  fat  by 


the  time  the  clinical  examination  is  finally 
made.  This,  however,  is  not  always  the  case, 
and  some  of  these  tumors  are  still  superficial. 
One  therefore  cannot  predict  from  grade 
alone  just  how  far  penetration  has  progressed. 

This  study  of  autopsy  cases  yielded  valu- 
able information  regarding  potential  curabil- 
ity in  general,  but  the  facts  obtained  did  not 
indicate  whether  an  anatomic  dividing  line 
could  be  drawn  in  the  bladder  wall  between 
localized  and  non-localized  tumors.  As  a pre- 
liminary venture,  80  clinical  cases,  subjected 
to  complete  surgical  extirpation  of  the  pri- 
mary growth  more  than  five  years  previously, 
were  separated  into  four  stages  of  infiltra- 
tion\  An  arbitrary  dividing  line  between 
superficial  and  deep  tumors  was  placed  at 
the  halfway  level  in  the  muscle  wall.  In  the 
superficial  group  14  of  19  patients  lived  five 
to  14  years  without  recurrence,  and  in  the 
deep  group  only  two  of  61  patients  lived  five 
years  (Table  4) . The  tumor  was  of  high  grade 
malignancy  in  37  per  cent  of  the  patients  who 
survived  five  years,  and  in  54  per  cent  of 
those  who  succumbed  to  their  disease.  This 
clinical  study  gave  additional  evidence  that 
grade  of  malignancy  is  not  the  only,  or  even 
the  most  important,  criterion  of  potential 
curability. 

The  clinical  preoperative  classification 
therefore  entails  a careful  estimate  of  the 
depth  of  penetration  as  well  as  the  micro- 
scopic characteristics  of  the  tumor.  Bimanual 
palpation  of  the  bladder  under  anesthesia 
reveals  the  presence  or  absence  of  obvious 
tumor  mass.  In  all  cases  in  which  the  tumor 


TABLE  5 

Bimanual  Examination 

Depth  of  Infiltration 

Prospect  for 

Cure 

No  thickening;  no  mass 

Submucosal  or  superficial  muscular 

Good 

Thickening;  no  mass 

(see  biopsy) 

Submucosal  or  superficial  muscular 

Good 

Mass,  rubbery  consistency,  movable. 

(see  biopsy) 

Deep  muscular  or  perivesical  (if  not 

Poor 

Lateral  ligaments  negative 

large  papilloma;  see  biopsy) 

Mass,  stony  consistency,  movable. 

Perivesical 

Poor 

Lateral  ligaments  negative 

Mass,  stony  consistency,  movable. 

Perivesical 

Very  poor 

Ligament  thickened  and  indurated 

Mass,  stony  consistency,  fixed 

Perivesical 

Very  poor 

Jewett,  H.  J.,  in  chapter  on  Neoplasms  of  Bladder,  The  Cyclopedia  of  Medicine,  Surgery,  Special- 

ties;  Philadelphia,  F.  A.  Davis  Company, 

1950. 
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TABLE  6 

Classificiation  of  primary  tumors  of  the  urinary  bladder 

Histologic  Pattern 

Maximum 

Depth  of 

Grade  of  malignancy 

Level  of  Bladder  Wall 

Low  grade  (1-2) 

High  grade  (3-4) 

Adeno- 

Infiltration 

(Stage) 

Trans. 

Epider- 

moid 

Trans. 

Epi- 

Undiff. 

carci- 

noma 

Miscel- 

laneous 

cell  (pap- 

(squa- 

cell 

derm. 

(ana- 

illary) 

mous) 

plastic ) 

Mucosa 

o 

Submucosa 

A 

Superficial  muscle 

B, 

Deep  muscle 

B. 

Perivesical  fat 

C 

i 

is  readily  palpable  the  infiltration  is  deep, 
provided  that  what  is  felt  is  within  the  wall, 
and  not  just  projecting  into  the  cavity  of  the 
bladder^.  In  cases  in  which  no  mass  can  be 
felt,  sections  of  the  bladder  wall  taken  with 
the  resectoscope  at  different  depths  beneath 
the  tumor  will  give  a reasonably  good  indica- 
tion of  the  extent  of  penetration  (Table  5). 
At  present  it  seems  that  the  halfway  level 
within  the  muscle  of  the  bladder  wall  is  a 
fairly  reliable  dividing  line  between  super- 
ficial, or  localized,  and  deep,  or  non-localized, 
tumors. 

Table  6 represents  a useful  and  desirable 
classification,  combining  stage  of  infiltration 
with  the  cellular  characteristics  of  the  tumor. 
By  putting  any  given  tumor  as  accurately  as 
possible  into  its  proper  position  in  this  table. 


one  can  see  at  a glance  how  much  of  a pro- 
cedure the  situation  demands.  It  prevents  us 
from  doing  too  much  or  too  little,  and  it  en- 
ables us  to  evaluate  the  efficacy  of  different 
procedures  in  the  case  of  identical  tumors. 

The  second  problem  in  management  con- 
cerns the  selection  of  a specific  type  of  treat- 
ment for  the  case  in  question.  But  before 
one  can  make  a rational  choice  one  must 
know  the  limitations  of  each  available  pro- 
cedure when  applied  to  cases  exhibiting  all 
the  characteristics  of  the  present  tumor.  It 
will  take  some  time  before  all  these  facts  are 
known,  but  a good  start  already  has  been 
made.  Table  7 illustrates  the  survival  rates 
reported  by  different  authors  using  different 
excisional  technics  for  tumors  classified  in 
regard  to  depth  of  infiltration.  Already  one 


TABLE  7 

Five-year  survival  rates  after  surgical  treatment  of  infiltrating  carcinoma 
(Milner’s  cases,  presumed  cured,  were  not  all  followed  five  years.  Whitmore’s  and 
Marshall’s  cases  of  radical  cystectomy  were  followed  four  years.) 


Depth  of 
Infiltration 

Electro-excision 

Segmental 

Resection 

Simple 

Cystectomy 

Radical 

Cystectomy 

Superficial 
(Stage  O,  A,  B.) 

82.6%  (low  grade)  (A)  Nichols® 
76.5%  (high  grade)  (A)  Nichols 
70  % (A)  Milner® 

57  % (Bi)  Milner 

56  % (B,)  Flocks" 

62.5%  Marshall® 
70  % B.U.I. 

36.8%  Brice® 
50  % B.U.I. 

39%  (4  years) 
Whitmore  and 
Marshalh® 

Deep 

(Stage  B„  C,  D) 

15  % (includes  B ) Nichols 

23  % (Bo)  Milner 

3 % (Bo)  Flocks 

7 % (C)  Milner 

22  % Marshall 
8.3  % B.U.I. 

10.9%  Brice 

9 % B.U.I. 

11%  (4  years) 
Whitmore  and 
Marshall 
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can  see  that  radical  cystectomy  is  not  the 
final  answer  to  the  problem  of  therapy.  The 
simpler  procedures  have  given  the  best  re- 
sults whenever  they  have  been  applicable. 
At  the  present  time  sufficient  information 
has  not  been  accumulated  to  enable  us  to 
compare  the  results  of  different  types  of  radi- 
ation with  those  provided  by  different  ex- 
cisional  technics  in  accurately  classified  cases. 

The  third  problem  in  management  is  con- 
cerned with  individual  preferences  arising 
from  differences  in  technical  skill.  A person 
with  great  proficiency  in  transurethral  sur- 
gery may  obtain  a better  result  by  a closed 
operation  than  he  could  possibly  obtain  by 
open  surgery,  even  though  the  figures  may 
suggest  that  the  open  operation  is  the  better 
procedure  for  the  case  in  question.  The  choice 
of  treatment  under  such  circumstances  had 
best  be  left  to  the  discretion  of  the  urologist. 

The  three  problems  in  management  enu- 
merated above  are  those  that  confront  the 
urologist.  They  consist  of  classification,  ap- 
praisal of  technics,  and  application  of  that 
which  seems  most  appropriate  in  relation  to 
personal  proficiency.  He  proceeds  step  by 
step  in  a logical  manner  to  arrive  at  a rational 
solution,  but  when  the  tumor  is  deep  his  best 
efforts  usually  end  in  failure.  The  fourth 
problem  concerns  the  family  physician,  who 
often  holds  the  key  to  the  patient’s  ultimate 
survival. 

Presenting  symptom 

The  physician  knows  that  blood  in  the 
urine  is  the  presenting  symptom  in  approxi- 
mately 80  per  cent  of  the  cases,  and  that  it 
may  be  transient  or  persistent,  scanty  or  pro- 
fuse, and  that,  often  painless,  its  quantity 
bears  no  constant  relation  to  the  gravity  of 
the  situation.  He  also  knows  that  frequency, 
sometimes  with  pain,  is  present  is  over  30 
per  cent  of  the  cases.  The  physician  is  also 
fully  aware  that  early,  small,  and  superficial 
tumors  can  be  destroyed  with  ease,  and  that 
these  if  neglected  become  extensively  infil- 
trating cancers  which  are  rarely  curable. 
What  then  is  the  reason  for  the  predominance 
of  these  large  incurable  cancers  in  most  uro- 
logic  clinics? 

In  the  first  place  the  cardinal  symptoms 
of  hematuria  and  vesical  irritability  may  oc- 
cur late,  or  they  may  be  too  slight  to  disturb 


the  patient.  It  does  not  seem  possible  to  him 
that  such  minimal  changes  in  his  urinary 
function  could  signify  serious  trouble.  Sec- 
ondly, many  conditions  other  than  cancer  can 
cause  hematuria  and  frequency.  The  physi- 
cian therefore  may  yield  to  the  temptation 
to  temporize,  and,  if  the  hematuria  spontane- 
ously disappears,  he  may  feel  that  his  judg- 
ment has  been  vindicated.  It  is  well  to  re- 
member, however,  that  bladder  cancer  af- 
flicts 17  persons  in  100,000  in  the  general  pop- 
ulation between  40  and  75  years  of  age. 

Physician  aid 

What  now  should  be  emphasized  is  the 
urgent  need  of  immediate  definitive  diagnosis 
in  all  cases  of  gross  or  microscopic  hematuria, 
unless  there  is  some  compelling  contraindica- 
tion. Recognition  of  this  need  is  the  problem 
of  the  family  physician  in  the  management 
of  this  disease.  He  sees  the  patient  first,  and 
knows  there  are  red  cells  in  the  urine.  The 
patient  may  be  comfortable  and  unimpressed 
with  the  findings,  and  disinclined  to  submit 
to  detailed  investigation.  The  physician, 
aware  of  the  possibilities,  may  feel  incon- 
sistent first  in  attempting  to  reassure  him 
and  then  in  insisting  on  immediate  urography 
and  cystoscopy.  His  task  is  often  difficult, 
but  his  persuasion  is  a vitally  important  step 
in  the  long  chain  of  events  that  finally  result 
in  cure.  The  urologic  record  has  improved  in 
the  last  20  years,  but  probably  will  not  im- 
prove much  more  without  the  wholehearted 
and  aggressive  cooperation  of  the  family 
physician.  It  is  his  help  which  we  now  ur- 
gently need.  • 
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Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“It  is  my  opinion  to  have  no  opinion.”  (Timocles 
of  Clos). 

Clinical  data 

A 2-year-old  boy  of  French,  Dutch  and  Spanish 
descent  had  exhibited  vomiting,  anorexia  and 
shortness  of  breath  for  three  months.  A sibling 
had  died  at  21  months  of  age  with  supposedly 
similar  symptoms.  There  was  a family  history  of 
tuberculosis.  On  examination,  the  child  was  noted 
to  be  acutely  ill  and  in  distress.  There  was  obvious 
lymph  node  enlargement  in  both  sides  of  the  neck. 
The  liver  and  spleen  were  also  enlarged.  Cardiac 
murmurs  were  heard. 

X-ray  studies 

A film  of  the  chest  showed  massive  cardiac 
enlargement;  the  left  border  bulged  prominently 
and  the  apex  almost  reached  the  lateral  chest  wall. 
The  aortic  knob  was  not  discernible;  the  vascular 


markings  appeared  normal.  A diagnosis  was  not 
offered  on  this  single  study,  but  additional  exam- 
inations were  recommended  including  fluoroscopy 
and  the  use  of  contrast  agents. 

Laboratory  data 

Peripheral  blood  studies  disclosed  a hemoglobin 
content  of  1.8  gms.  per  cent,  and  there  were  only 
1,300,000  red  blood  cells  per  cu.  mm.  There  was 
marked  poikilocytosis,  anisocytosis,  achromia,  oc- 
casional target  forms,  and  3-5  normoblasts  per  100 
white  cells.  Rare  immature  myeloid  cells  were 
present.  Bone  marrow  studies  did  not  suggest  a 
leukemic  state.  The  total  proteins  were  3 gms.  per 
cent,  the  albumin  was  0.6  gms.  per  cent  and  the 
globulin  2.4  gms.  per  cent.  The  icterus  index  was 
23  units. 

Clinical  course 

The  patient  responded  satisfactorily  to  trans- 
fusions and  anti-anemic  therapy.  He  was  followed 
for  nine  years;  no  relapse  occurred  and  no  further 
transfusions  were  necessary.  Retrospectively,  this 
was  probably  an  acute  hemolytic  anemia  of  unde- 
termined pathogenesis,  recalling  the  type  reported 
by  Lederer. 

Epicrisis 

A diagnostic  radiologist  must  avoid  speculation 
when  his  data  are  notably  insufficient.  A specula- 
tive diagnosis,  if  made  from  this  single  film,  might 
have  been  misleading  in  that  congenital  heart  dis- 
ease would  have  been  considered,  while  all  that 
was  actually  observed  was  a striking  cardiac  dila- 
tation subsequently  found  to  have  been  caused  by 
the  severe  anemia.  The  heart  returned  to  normal 
size  and  the  murmurs  disappeared  with  the  clinical 
improvement. 
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Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar® 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  ISV2  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Brown,  S.  S.;  Libo,  H.W.,  and  Nussbaum,  A.  H.t  Norethandrolone 
in  the  Successful  Management  of  Anorexia  and  "Weight  Lag"  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  the 
American  Academy  of  Pediatrics,  Chicago,  Oct,  20-23,  1958. 
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A monthly  news  summary  from  the  nation’s 
capital  hy  the  Washington  Office  of  the  AM. A. 

The  overriding  health  issue  here — and  one  of 
the  more  debated  subjects  in  any  field — has  been 
the  dispute  over  radiation  health  hazards. 

Out  of  the  controversy,  it  is  clear,  will  come  a 
sharply  stepped-up  federal  program  of  evaluating 
radiation  levels,  testing  foods,  and  determining 
the  effects  of  radiation  on  the  human  body. 

Already,  Arthur  S.  Flemming,  Secretary  of 
Health,  Education  and  Welfare,  has  called  for 
such  an  expanded  program.  And  key  Congress- 
men are  even  more  insistent  that  the  government 
do  more  work  in  this  area. 

The  growing  concern  over  radiation  levels  and 
their  effect  on  health  has  prompted  harsh  criti- 
cism of  the  Atomic  Energy  Commission  by  some 
lawmakers  who  contend  the  agency  is  minimizing 
radiation  dangers  because  it  handles  the  testing 
of  nuclear  bombs. 

Agency  officials  claim  they  have  held  back  no 


information  from  the  public,  but  they  agree  on 
the  need  for  a government-wide  survey  of  the 
entire  problem  to  determine  how  it  might  best  be 
handled.  At  present,  the  AEC  does  the  bulk  of 
the  research  work  on  the  biological  effects  of 
radiation. 

The  AEC  and  the  Public  Health  Service  have 
reported  that  the  amounts  of  radioactive  stron- 
tium-90— the  isotope  that  is  released  into  the 
atmosphere  by  hydrogen  bomb  shots — have  been 
far  below  estimated  danger  levels  in  food  that  has 
been  tested. 

However,  Mr.  Flemming  has  conceded  that 
much  more  research  has  to  be  done.  For  example, 
he  pointed  out,  little  is  known  now  about  how 
much  strontium-90  is  retained  within  the  body, 
though  the  amount  consumed  can  be  gauged. 

A special  advisory  committee  of  12  scientists 
and  physicans  that  was  appointed  by  the  Health 
Service  recommended  after  a year’s  study  an 
exhaustive  program  of  radiation  research  and 
protection  as  well  as  shifting  prime  responsibility 
from  the  AEC  to  the  Health  Service.  The  advisory 
group,  headed  by  Dr.  Russell  H.  Morgan  of  Johns 
Hopkins  University,  proposed  also  some  sort  of 
federal  supervision  over  x-ray  machines  used  by 
physicians. 

Chairman  Lister  Hill  (D.,  Ala.)  of  the  Senate 
Labor  and  Public  Welfare  Committee  has  intro- 
duced legislation  to  carry  out  the  advisory  group’s 
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Washington  Scene  cont.  from  80 

recommendations,  and  called  for  hearings  on  the 
measure. 

Meanwhile,  the  National  Academy  of  Sciences, 
with  the  backing  of  the  Administration,  has  under- 
taken a broad  new  investigation  of  the  biological 
effects  of  radiation. 

Notes 

The  House  overwhelmingly  approved  the 
Keogh-Simpson  measure  to  encourage  retirement 
plans  for  the  self-employed.  Sen.  Harry  F.  Byrd 
(D.,  Va.),  chairman  of  the  Senate  Finance  Com- 
mittee, promptly  announced  that  he  would  hold 
hearings  on  the  legislation  this  session.  Last  year, 
the  Senate  Finance  Committee  was  unable  to  hold 
hearings  on  the  measure  since  it  passed  the  House 
too  late  in  the  session. 

Rep.  Aime  J.  Forand  (D.,  R.  I.)  admitted  that 
the  future  of  his  bill  to  provide  government  medi- 
cal and  hospital  care  as  part  of  the  Social  Security 
program  is  dark. 

In  a report  to  Congress,  the  American  Medical 
Association  noted  “solid  progress”  in  its  program 
to  improve  the  health  care  of  the  aged.  Dr.  Leonard 
W.  Larson,  chairman  of  A.M.A.’s  Board  of  Trus- 
tees, said  in  a letter  to  the  House  Ways  and 
Means  Committee  that  the  development  of  new 
insurance  programs  and  expansion  of  existing 


lower  cost  protection  for  the  elderly  are  moving 
forward  “even  faster  than  many  of  us  would  have 
dared  hope  only  a few  months  ago.” 

The  Defense  Department’s  handling  of  the 
Medicare  program  providing  treatment  in  civilian 
hospitals  for  qualified  dependents  of  military  per- 
sonnel came  in  for  some  new  Congressional  criti- 
cism. In  a report  accompanying  an  emergency 
money  measure,  the  House  Appropriations  Com- 
mittee said  it  was  concerned  with  the  “high  costs” 
and  believes  “that  little  or  no  effort”  has  been 
made  to  obtain  reasonable  rates  for  fees  and 
expenses.” 
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ORGANIZATION 


Guest  Speakers  [' 


FIFTY-SIXTH  ANNUAL  MEETING 

Wyoming  State  Medical  Society 

JACKSON  LAKE  LODGE,  MORAN,  WYOMING,  JUNE  11,  12,  13,  1959 


Official  call 

To  the  Officers,  Delegates,  Committeemen  and 

Members  of  The  Wyoming  State  Medical  So- 
ciety, Greetings: 

The  Fifty-sixth  Annual  Meeting  of  The  Wy- 
oming State  Medical  Society  will  be  held  at  Jack- 
son  Lake  Lodge,  Moran,  Wyoming,  Thursday 
through  Saturday,  June  11,  12,  13,  1959. 

The  House  of  Delegates  will  convene  at  9:00 
a.m.,  Friday,  June  12,  as  shown  in  this  program, 
and  subsequently  as  ordered  by  it. 

The  General  Scientific  Assembly  will  convene 
at  3:00  p.m.,  Thursday,  June  11,  and  subsequently 
according  to  the  program  of  the  Scientific  Pro- 
gram Committee. 

L.  Harmon  Wilmoth,  M.D., 
President 

General  information 

The  scientific  meetings  will  be  held  in  the 
meeting  room  directly  below  the  Jackson  Lake 
Lodge  Auditorium.  All  doctors’  wives  and  mem- 
bers of  the  “Auxiliary”  are  cordially  invited  to 
attend  any  and  all  of  the  scientific  sessions. 

Registration  fee,  $25.00. 

The  registration  fee  is  required  of  all  doctors 
except  out-of-state  guest  speakers.  Medical  stu- 
dents properly  certified  by  their  dean  and  pro- 
fessional men  and  women  allied  with  medicine 
are  welcome  to  register  and  attend  the  scientific 
sessions  and  exhibits  without  fee. 

All  Doctors  of  Medicine,  regardless  of  resi- 
dence or  membership  in  any  medical  society,  are 
welcome  to  register  and  attend  the  scientific  ses- 
sions and  social  functions  of  the  Society. 

Registration.  Every  person  who  attends  must 
first  register  at  the  Society’s  registration  desk  at 
the  Lodge.  Admission  (including  the  stag  party) 
is  by  registration  badge  only. 


Sessions  on  time! 

Courtesy  to  Speakers: 

We  urge  you  not  to  affront  our  speakers  by 
distracting  them  and  their  audience  by  straggling 
in  late  or  leaving  the  sessions  early.  For  this 
reason  we  in  Wyoming  hold  it  an  inviolable  rule 
to  begin  papers  and  discussions  exactly  as  sched- 
uled. Everyone  on  the  program  is  held  exactly  to 
the  allotted  time. 

Council  meetings 

Please  note  that  the  Council  is  meeting  at 
1:30  p.m.,  Thursday,  June  11,  1959.  The  Council 
will  again  meet  at  5:00  p.m.,  Saturday,  June  13, 
1959. 

House  of  Delegates 

Only  the  officers  and  delegates  officially  elect- 
ed by  the  County  Societies  may  vote,  but  all  other 
members  of  the  Society  are  entitled  to  attend  the 
regular  meetings  of  the  House  of  Delegates. 

Members  of  the  Society  should  therefore  plan 
to  attend  these  meetings  and  get  the  answers  to 
questions  about  Society  progress,  the  public  rela- 
tions and  educational  programs,  and  the  other 
activities  which  operate  as  a result  of  your  mem- 
bership and  your  dues  dollar.  Please  check  the 
meeting  times  in  the  General  Program. 

Orientation  program 

For  new  members  of  The  Wyoming  State 
Medical  Society,  an  Orientation  Program  is 
planned  for  your  convenience  from  9:00  a.m., 
Friday,  June  12,  until  12:00  noon.  This  meeting 
will  meet  concurrently  while  the  House  of  Dele- 
gates is  meeting.  This  meeting  will  be  held  in 
the  Auditorium  or  in  one  of  the  smaller  rooms  just 
west  off  the  Auditorium. 

Tickets 

Tickets  for  all  functions  will  be  available  at 
the  registration  desk  in  the  Lodge. 
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Ralph  C.  Benson,  M.D., 
Professor  of  Obstetrics  and 
Gynecology,  University  of 
Oregon  School  of  Medicine, 
Portland 


Edward  Harper  Rynearson, 
M.D.,  Mayo  Clinic, 
Rochester,  Minnesota 


John  M.  Salyer,  Colonel,  M.C., 
Fitzsimons  Army  Hospital, 
Denver 


Ralph  M.  Stuck,  M.D., 
Neuro-surgeon, 

Denver 


PROGRAM 


Thursday,  June  11 

Morning 

Presiding — Robert  Bowden,  M.D.,  Chairman,  Fee 
Schedule  Committee. 

10:00 — Wyoming  State  Medical  Society  Fee  Sched- 
ule Committee  Meeting,  Wort  Hotel,  Jackson, 
Wyoming. 

12:00 — Registration,  Lobby,  Jackson  Lake  Lodge. 
Afternoon 

1:30  to  2:30 — Council  meeting. 

3:00  to  3:30 — Recess  to  view  exhibits. 

SCIENTIFIC  MEETING 

Presiding — H.  P.  Caraway,  M.D.,  President,  Mon- 
tana Medical  Association. 

3:30 — A State  Medical  Examiners  System,  Alan  R. 
Moritz,  M.D. 

4:00 — Constrictive  Pericarditis,  Charles  H.  Scheif- 
ley,  M.D. 

4:30 — Experiences  With  100  Direct  Vision  Open 
Heart  Procedures  Utilizing  Artificial  Heart-Lung 
Machine,  John  Salyer,  Colonel,  M.C. 

5:00 — Nominating  Committee,  Benjamin  Gitlitz, 
M.D.,  Chairman.  Same  room  as  Scientific  Meeting. 
5:30 — Credentials  Committee,  S.  J.  Giovale,  M.D., 
Chairman.  Same  room  as  Scientific  Meeting. 

Evening 

6:30  to  7:30 — Cocktail  Party  — Doctors,  Wives, 
Guests  and  Detail  Men — Sun  Deck. 

7:30 — Stag  Party — Doctors,  Guests  and  Detail  Men 
— Explorers  Room. 

Friday,  June  12 

Morning 

8:30 — Movie,  Jerome  H.  Kay,  M.D. — Explorers 


Room.  Open-Heart  Surgery  Using  the  Kay-Ander- 
son  Heart-Lung  Machine. 

9:00  to  12:00 — House  of  Delegates  Meeting. 
ORIENTATION  PROGRAM 

For  Doctors  entering  the  state  in  the  past  two 
years. 

Presiding  — Benjamin  Gitlitz,  M.D.,  President- 
Elect. 

9:00 — Call  to  Order. 

9:05 — Address  of  Welcome,  L.  Harmon  Wilmoth, 
M.D.,  President. 

9:15 — How  the  State  Society  Operates.  Some  Facts 
About  Our  Blue  Shield,  Arthur  R.  Abbey. 

9:45 — Medical  Legal  Affairs,  Franklin  D.  Yoder, 
M.D. 

10:00 — What  the  A.M.A.  Means  to  You,  William 
Thaler,  M.D. 

10:15 — Recess  and  Questions. 

10:45 — The  Doctor  as  a Witness,  Byron  Hirst. 

11:00 — Public  Relations,  Charles  Moore. 

11:15 — Civil  Defense,  George  H.  Phelps,  M.D. 

11:30 — Mutual  Funds  in  an  Investment  Program, 
Don  C.  Fields. 

11 :45 — Questions. 

12:15 — Adjournment. 

12:30 — Luncheon — None  Scheduled. 

Afternoon 

Presiding — John  I.  Zarit,  M.D.,  President,  Colo- 
rado State  Medical  Society. 

1:30 — Significance  of  Lumps  in  the  Neck,  H.  Mason 
Morfit,  M.D. 

2:00 — ^Chest  Pain,  Charles  Scheifly,  M.D. 

2:30 — The  Many  Masquerades  of  Murder,  Alan  R. 
Mortiz,  M.D. 

3:00 — Recess  to  view  exhibits. 

3:30 — Some  Aspects  of  the  Solitary  Pulmonary 
Nodule,  John  Salyer,  Colonel,  M.C. 

4:00 — Medical  and  Surgical  Problems  of  the  An- 
terior Pituitary,  Edward  H.  Rynearson,  M.D. 

4:30 — (Not  Announced.)  Edgar  J.  Poth,  M.D. 

5:00 — Adjourn.  continued  on  88 
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From  basic  research-basic  progress 


A NEW  MEASURE  OF  ACTIVITY 


IN  EDEMA: 


■ shows  greater  oral  effectiveness  than  any  other 
class  of  diuretic  agent 

■ each  25  mg.  hydroDIURIL  orally  is  equivalent 
to  1.6  cc.  meralluride  I.M. 

■ has  been  reported  to  be  effective  even  in  patients 
who  do  not  respond  satisfactorily  to  other  diuretics 

■ has  prompt  onset  of  action  with  diuretic  effectiveness 
maintained  even  on  prolonged  daily  administration- 

■ low  toxicity— extremely  well  tolerated 

■ often  achieves  the  benefits  of  a low  salt  diet 
without  the  unpleasant  restriction 

indications:  Hypertension,  congestive  heart  failure  of  all  degrees  of  sever- 
ity, premenstrual  syndrome  (edema),  edema  and  toxemia  of 
pregnancy,  renal  edema— nephrosis,  nephritis;  cirrhosis 
with  ascites,  drug-induced  edema,  and  as  adjunctive  ther- 
apy in  the  management  of  obesity  complicated  by  edema, 
dosage:  In  edema— one  or  two  50  mg.  tablets  of  hydroDIURIL 
once  or  twice  a day. 

In  hypertension— one  or  two  25  mg.  tablets  or  one  50 
mg.  tablet  hydroDIURIL  once  or  twice  a day. 
supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydro- 
chlorothiazide) in  bottles  of  100  and  1,000. 

’hydroDIURIL  and  DIURILare  trademarks  of  Merck  & Co.,  INC. 

Additional  information  on  hydroDIURIL  is  available  to  the 
physician  on  request. 

hibliography:  1.  Esch,  A.  F.,  Wilson,  I.  M.  and  Freis,  E.  D.;  3,4-Dihydro- 
chlorothiazide; Clinical  Evaluation  of  a New  Saluretic  Agent. 
Preliminary  Report;  M.  Ann.  District  of  Columbia  28:9,  (Jan.) 

1959.  2.  Ford,  R.  V.;  The  Clinical  Pharmacology  of  Hydro- 
chlorothiazide; Southern  Med.  J. 52:40,  (Jan.)  1959.3.  Fuchs, 

M.,  Bodi.T.,  Irie,  S.and  Moyer,  J,  H.;  Preliminary  Evaluation 
of  Hydrochlorothiazide  ('hydroDIURIL');  M.  Rec.  & Ann. 

51 :872,  (Dec.)  1958.  4.  Moyer,  J.  H.,  Fuchs,  M.,  I rie,  S.  and 
Bodi,  T. : Some  Observations  on  the  Pharmacology  of  Hydro- 
chlorothiazide; Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 
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IN  HYPERTENSION: 

■ effective  by  itself  in  some  patients— markedly 
potentiates  other  antihypertensive  agents 
® provides  background  therapy  to  improve  and 
simplify  the  management  of  ail  grades  of 
hypertension 

#has  been  reported  by  some  investigators  to  have 
a greater  antihypertensive  effect  in  some 
patients  than  chlorothiazide  at  equivalent  dosage 
gdoes  not  lov/er  blood  pressure  in  normotensives 
* reduces  dosage  requirements  for  other 
antihypertensive  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 
■fsmooths  out  blood  pressure  fluctuations 

precautions:  It  is  important  that  the  dosage  be  adjusted  as  frequently 
as  the  needs  of  the  individual  patient  demand.  V^hen 
hydroDIURIL  is  used  with  a ganglion  blocking  agent,  it  is 
mandatory  to  reduce  the  dose  of  the  latter  by  at  least 
50  per  cent,  immediately  upon  adding  hydroDIURIL  to 
the  regimen. 

hydroDIURIL  has  shown  no  adverse  effects  on  renal 
function;  for  this  reason  it  may  be  used  with  excellent 
results  even  in  patients  for  whom  the  organomercurials 
are  contraindicated  because  of  renal  damage. 

The  excretion  of  potassium  is  much  lower  than  that  of 
sodium  or  chloride  and,  as  is  the  case  with  DIURIL®,  the 
loss  of  potassium  is  clinically  Insignificant  in  the  great 
majority  of  patients  on  normal  diets.  If  indicated,  potassium 
loss  may  easily  be  replaced  by  including  potassium-rich 
foods  in  the  diet  (orange  juice,  bananas,  etc.). 


MERCK  SHARP 

Division  of  Merck  S Co.,  INC. 
e 1959  Merck  & Co.,  INC. 


& D 0 H M E 

Philadelphia  1,  Pa. 
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PROCESS  WITH 

VARIDAS 


STREPTOKIHASE-STREPTODORNASE  lecerle 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 


ACCELERATE  THE 
RECOVERY 


Organization  cont.  from  85 


Evening 

6:30 — Cocktails,  Dinner,  Entertainment  — Wort 
Hotel,  Jackson,  Wyoming.  Sponsored  by  Pfizer. 

Saturday,  June  13 

Morning 

8:30 — Movie,  H.  W.  Seiger,  M.D. — Explorers  Room. 
Gold  Coning  of  the  Uterine  Cervix. 

9:00  to  12:00 — House  of  Delegates  Meeting — Base- 
ment of  the  Explorers  Room. 

12:30 — Society  Sponsored  Luncheon  — Explorers 
Room. 

Afternoon 

Presiding — U.  R.  Bryner,  M.D.,  President,  Utah 
State  Medical  Association. 

1:30 — (Not  announced.)  Edgar  J.  Poth,  M.D. 

2:00 — The  Value  of  Curettage  in  Abnormal  Uterine 
Bleeding,  Ralph  C.  Benson,  M.D. 

2:30 — Syndromes  Associated  With  Hyperplasia  or 
Tumors  of  the  Adrenal  Cortex,  Edward  H.  Rynear- 
son,  M.D. 

3:00 — Recess  to  view  exhibits. 

3:30 — The  Treatment  of  Antepartum  Hemorrhage, 
Ralph  C.  Benson,  M.D. 

4:00 — Practical  Problems  in  the  Management  of 
Thyroid  Disease,  John  Z.  Bowers,  M.D. 

4:30 — Surgical  Treatment  of  Ruptured  Cervical 
Intervertebral  Disc,  Ralph  M.  Stuck,  M.D. 

5:00 — Meeting  of  the  Council  of  the  Wyoming 
State  Medical  Society. 

5:30 — Cocktails  and  Barbecue.  Place  to  be  an- 
nounced at  Registration  Desk. 


WOMAN’S 

AUXILIARY 


'T 


NOTE;  Auxiliary  Meetings  will  be  held  in  the 
West  Conference  Rooms  just  off  the  Explorers 
Room. 

Thursday,  June  11 

3:00  p.m. — Pre-Convention  Board  Mebting — State 
Officers,  Standing  and  Special  Committee  Chair- 
men and  County  Presidents. 

6:30  to  7:30  p-iti. — Cocktail  Party. 

7:30  p.m. — No  Host  Dinner  in  Dining  Room  fol- 
lowing the  Cocktail  Party. 

Cards  and  tables  will  be  available  for  those  who 
wish  to  play  bridge. 


Friday,  June  12 

10:00  a.m. — General  Convention  Meeting.  All 
wives  of  members  of  the  Wyoming  State  Medical 
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Society  are  invited  to  attend. 

1:00  p.m. — Luncheon.  Guest  speaker,  George  H. 
Phelps,  M.D.,  Chairman  of  State  Civil  Defense  for 
the  Medical  Society. 

3:00  p.m. — Post-Convention  Board  Meeting  to  be 
held  by  Mrs.  O.  C.  Reed. 

Saturday,  June  13 

Free  for  sightseeing. 


Officers,  Wyoming  State  Medical  Society 

L.  Harmon  Wilmoth,  M.D.,  President. 

Benjamin  Gitlitz,  M.D.,  President-Elect  . 

Francis  A.  Barrett,  M.D.,  Vice  President. 

S.  J.  Giovale,  M.D.,  Secretary. 

C.  D.  Anton,  M.D.,  Treasurer. 

A.  T.  Sudman,  M.D.,  Delegate  to  A.M.A. 

B.  J.  Sullivan,  M.D.,  Alternate  Delegate  to  A.M.A. 
Arthur  R.  Abbey,  Executive  Secretary. 

Officers,  Woman’s  Auxiliary  to  the 
Wyoming  State  Medical  Society 
Mrs.  E.  W.  Gardner,  President. 

Mrs.  O.  C.  Reed,  President-Elect. 

Mrs.  J.  E.  Hoadley,  First  Vice  President. 

Mrs.  Benjamin  Gitlitz,  Second  Vice  President. 

Mrs.  W.  Thaler,  Recording  Secretary. 

Mrs.  W.  H.  Pennoyer,  Treasurer. 

Program  Committee 

L.  Harmon  Wilmoth,  Chairman;  Benjamin  Gitlitz, 
Francis  A.  Barrett,  S.  J.  Giovale,  Edward  Gal- 
laghan,  Harry  B.  Tipton,  Paul  R.  Holtz,  Bernard 

D.  Stack. 

Entertainment  Committee 

John  H.  Froyd,  Chairman;  Robert  L.  Fernau, 
Harold  F.  Edwards,  Donald  G.  MacLeod. 

Orientation  Committee 

Benjamin  Gitlitz,  Chairman;  Glen  Koford,  Frank- 
lin D.  Yoder,  J.  Cedric  Jones,  William  J.  Thaler, 
Mr.  Arthur  R.  Abbey. 

Scientific  and  Commercial 

Exhibits  Committee 

Francis  A.  Barrett,  Mr.  Arthur  R.  Abbey. 

Auditing  Committee 

Francis  A.  Barrett,  G.  W.  Koford. 


Wyoming  Conference  of  Social  Work 

In  view  of  the  Forand  type  legislature  and 
other  matters  pertaining  to  the  social  needs  of  our 
population,  physicians  will  be  interested  in  the 
annual  Wyoming  Conference  of  Social  Work  to 
be  held  at  Sheridan,  August  23,  24,  25,  1959.  The 
conference  is  being  planned  to  stress  the  multi- 


in  Acne 

Routine  cleansing  with  pHisoHex  augments 
standard  acne  therapy.  “No  patient  failed  to 
improve.”^  pHisoHex  helps  check  the  infec- 
tion factor  in  acne.  Used  exclusively  and  fre- 
quently, it  will  keep  the  skin  surface  virtually 
sterile.  Contains  3 per  cent  hexachlorophene. 


(antibacterial  detergent,  nonalkaline,  nonirritating,  hypoallergenic) 

tips  the  balance  for  superior  results 


1.  Hodges,  F.T.: 

EP  14:86,  Nov..  1956. 


UBORATORIES 
New  York  18,  N.Y. 
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YOU  CAN  ORDER 


of  any  feature  article  or 
advertisement  appearing  in 

OL 

ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

I Orders  must  be  placed  within  30  days 
of  date  of  publication.  Minimum  charge 
applies  for  300  copies  or  less. 

The  cost  is  very  reasonable.  For  further  in- 
formation write  to  your  Medical  Journal  busi- 
ness or  editorial  office,  or  to — 

Publishers  Press 

(Printers  of 

The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver  2,  Colorado 


disciplinary  responsibility  for  developing  and 
evaluating  public  and  voluntary  “services  to  peo- 
ple.” Among  the  serving  professions  to  be  present 
in  addition  to  physicians  will  be  clergymen, 
nurses,  educators,  legalists,  social  workers  and 
interested  laymen.  Further  information  about  the 
program  can  be  obtained  from  the  Conference 
Program  Chairman,  Shad  J.  Hoffman,  State  Office 
Building,  Cheyenne,  Wyoming. 


Obituaries 

ALBERT  R.  TAYLOR 

Albert  Richards  Taylor,  M.D.,  60,  Cheyenne, 
Director  of  Maternal,  Child  Health  and  Crippled 
Children  for  the  Wyoming  Department  of  Public 
Health,  died  of  carcinoma  (duodenum)  November 
9,  1958. 

Born  in  Provo,  Utah  (May  18,  1898),  he  grad- 
uated from  the  University  of  Utah.  He  was  granted 
his  M.D.  from  New  York  University  and  Bellevue 
Hospital  Medical  College  in  1927  and  was  the 
fourth  generation  of  his  family  to  graduate  from 
this  institution. 

Following  private  practice  in  Provo  and  a 
period  of  service  with  the  Civilian  Conservation 
Corps,  he  began  his  public  health  career  by  at- 
tending the  University  of  California  School  of 
Publiq  Health.  Following  graduation,  he  has 
served  as  Director  of  the  Division  of  Maternal, 
Child  Health  and  Crippled  Children  in  Wyoming. 
He  was  a veteran  of  World  War  I and  World  War 
II.  Surviving  are  his  wife  and  four  sons. 

WILLIAM  B.  SUMMERS 

William  Boyd  Summers,  M.D.,  32,  Casper,  died 
suddenly  while  on  a business  trip  to  Denver 
December  2,  1958.  Dr.  Summers  was  born  in 
Lordsburg,  New  Mexico  (February  3,  1926),  at- 
tended the  University  of  Colorado,  receiving  his 
M.D.  Degree  from  their  school  of  medicine  in 
Denver,  June,  1951.  Prior  to  his  medical  training 
he  had  been  an  overseas  veteran  of  World  War  II, 
serving  in  the  infantry. 

He  had  practiced  in  Casper  for  two  and  one- 
half  years.  He  is  survived  by  his  wife  and  two 
daughters. 


JOSEPH  F.  WHALEN 

Joseph  Francis  Whalen,  M.D.,  55,  Evanston, 
died  March  21,  1959.  The  Uinta  County  Coroner 
reported  that  Dr.  Whalen  apparently  shot  his  wife 
and  then  himself  at  their  Wyoming  State  Hospital 
residence. 

Dr.  Whalen  was  born  in  Mattoon,  Illinois,  July 
3,  1903.  He  took  his  pre-medical  work  at  the 
University  of  Nebraska  and  received  his  M.D. 
Degree  from  the  University  of  Nebraska  in  1927. 
He  served  his  internship  in  Douglas  County  Hos- 
pital in  Omaha  and  took  post-graduate  work  at 
Boston  City  Hospital.  His  Wyoming  license  was 
issued  in  1929  and  he  began  private  practice  in 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABCUT  ATARAX* 

“ ■ (brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 

behavior  disorders 

10  mg. 

tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 

and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m4d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 
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Green  River.  Dr.  Whalen  was  appointed  Superin- 
tendent of  the  Wyoming  State  Hospital  at  Evans- 
ton in  1936.  He  had  been  continuously  in  that 
position  except  for  military  leave  during  World 
War  II  (1942-1946).  Dr.  Whalen  during  his  term 
as  superintendent  was  a devoted  worker  in  treat- 
ing the  mentally  ill  and  maintained  a close  rela- 
tionship with  private  medicine. 


Dr.  Broxon’s  suit  is  dismissed 

At  the  request  of  attorneys  for  William  D. 
Broxon,  M.D.,  his  suit  against  the  Colorado  State 
Medical  Society  seeking  a permanent  injunction 
against  enforcement  of  the  Society’s  official  in- 
terpretation of  the  Principles  of  Medical  Ethics 
regarding  the  Free  Choice  of  Physican  principle 
was  dismissed  in  the  Denver  District  Court  on 
March  28.  Dr.  Broxon  is  associated  with  the 
United  Mine  Workers  of  America  Welfare  and 
Retirement  group  in  Trinidad,  Colorado. 

The  action  had  been  filed  by  Dr.  Broxon,  a 
member  of  the  Society,  in  June,  1958.  Judge 


George  H.  Blickhahn  of  Alamosa,  Colorado,  had 
been  selected  to  preside  over  the  case,  and  the 
same  judge  had  previously  been  appointed  by 
the  Colorado  Supreme  Court  to  preside  over  a 
previous  suit — still  pending — brought  against  the 
Las  Animas  County  Medical  Society  of  Trinidad 
and  most  of  its  members.  This  latter  suit  was  filed 
in  November,  1957,  by  Drs.  Stanley  H.  Biber  and 
Robert  D.  Carlson,  both  of  Trinidad.  Drs.  Biber 
and  Carlson  are  not  members  of  the  Society,  and 
based  their  suit  largely  upon  rejection  of  their 
applications  for  membership.  They  are  also  asso- 
ciated, but  in  a different  manner,  with  the 
U.M.W.A.  Fund. 

Two  years  ago  the  Colorado  State  Medical 
Society’s  Board  of  Councilors  issued  an  official 
opinion,  effective  May  1,  1957,  holding  in  sub- 
stance that  the  Society  and  its  component  county 
and  district  societies  should  consider  it  a breach 
of  medical  ethics  if  a physician  took  part  in  any 
closed-panel  system  of  practice  whereby  patients 
were,  by  economic  compulsion  or  otherwise,  de- 
nied a reasonable  free  choice  of  physician.  The 
U.M.W.A.  Fund  and  its  physicians  appeared  to 
take  the  position  that  the  opinion  was  aimed  par- 
ticularly at  that  Fund’s  program  in  southern 
Colorado. 

Dr.  Broxon  was  then,  and  still  was  at  the  time 
of  dismissal  of  his  suit,  a participating  physician 
in  the  U.M.W.A.  plan.  In  Trinidad  the  plan  oper- 
ates through  a group  of  five  physicians  who  office 
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together.  Drs.  Biber  and  Carlson  have  stated  in 
court  depositions  that  they  are  paid  a regular 
monthly  lump  sum  by  the  U.M.W.A.  Fund  and 
also  receive  90  per  cent  of  their  overhead  ex- 
penses including  all  nurses’  and  secretarial  sal- 
aries from  the  U.M.W.A.  fund.  The  other  three 
physicians  in  the  group,  one  of  whom  is  Dr. 
Broxon,  are  presumably  on  a fee-for-service  basis 
with  the  U.M.W.A.  Fund  and  presumably  receive 
no  overhead  expense  help. 

Dr.  Broxon’s  suit  filed  last  year  charged  that 
he  was  facing  probable  expulsion  from  the  Colo- 
rado State  Medical  Society  because  of  his  asso- 
ciation with  the  U.M.W.A.  Fund,  and  his  suit 
claimed  that  the  official  opinion  of  the  Colorado 
Society’s  Board  of  Councilors  was  “contrary  to 
the  interests  of  public  health  and  welfare  of  the 
people  of  the  State  of  Colorado”  and  that  the 
Society’s  opinion  that  patients  should  have  Free 
Choice  of  Physicians  as  a matter  of  ethics  should 
be  declared  “unlawful.” 

This  suit  is  now  officially  and  finally  dis- 
missed. At  the  same  time  it  was  announced  by 
Dr.  Broxon’s  attorneys  that  he  will  leave  the 
State  of  Colorado  in  June,  1959. 

The  related  and  partly  similar  suit  filed  six 
months  earlier  by  Drs.  Biber  and  Carlson  is  still 
pending.  It  is  in  the  District  Court  for  Las  Animas 
County.  These  two  physicians  originally  asked 
the  court  for  $75,000  damages  each,  on  the  grounds 
that  their  practice  had  been  hurt  by  an  alleged 


“conspiracy”  entered  into  by  seven  of  the  then 
ten  members  of  the  County  Society.  (One  of  the 
seven.  Dr.  Ben  B.  Beshoar,  has  died  since  the 
suit  was  filed,  and  the  suit  has  been  dismissed 
so  far  as  he  was  concerned.)  Drs.  Biber  and  Carl- 
son also  asked  for  a court  order  prohibiting  the 
local  medical  society  from  continuing  to  deny 
them  membership  on  the  “sole”  grounds  that 
they  were  associated  closely  with  the  U.M.W.A. 
closed-panel  system.  Finally,  the  suit  asked  the 
court  to  enter  a declaratory  judgment  holding 
that  Dr.  Biber’s  and  Dr.  Carlson’s  system  of  prac- 
tice under  direct  subsidy  of  the  U.M.W.A.  Fund 
would  be  legal  under  the  Colorado  Medical  Prac- 
tice Act.  It  was  pointed  out  that  the  local  medical 
society  had  claimed  publicly  that  the  U.M.W.A. 
doctors  were  violating  the  corporate-practice-of- 
medicine-prohibition,  in  which  the  Colorado  Med- 
ical Practice  Act  is  admittedly  one  of  the  strictest 
in  the  nation. 

In  January  of  this  year,  Drs.  Biber  and  Carl- 
son, through  their  attorneys,  dismissed  the  dam- 
age-claim part  of  their  suit  by  amending  their 
original  complaint.  It  was  argued  in  court  by  the 
medical  society’s  attorneys  that  this  was  done  in 
an  unacceptable  effort  or  “strategy”  to  prevent 
inquiry  into  the  doctors’  financial  relationships 
with  the  U.M.W.A.  Fund.  In  pre-trial  depositions 
taken  in  late  January,  Drs.  Biber  and  Carlson, 
on  advice  of  their  attorneys,  had  refused  to  answer 
any  financial  questions  except  to  admit  that  they 
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are  paid  a fixed  monthly  “amount,”  are  reim- 
bursed for  90  per  cent  of  their  overhead  expense, 
and  are  reimbursed  for  the  cost  of  almost  all  of 
their  office  and  hospital  equipment  and  instru- 
ments, all  by  the  U.M.W.A.  Fund. 

Arguments  by  attorneys  for  both  sides  took 
place  before  the  court  in  late  March  as  to  whether 
or  not  the  court  should  force  Drs.  Biber  and 
Carlson  to  answer  questions  concerning  their  fi- 
nances. Briefs  will  be  filed  by  both  sides  on  these 
questions  during  April  and  May  and  a decision 
on  that  aspect  of  the  suit  may  be  forthcoming  in 
late  May  or  early  June. 

Children’s  Hospital  Summer  Clinies 
.June  24-26 

The  Eleventh  Annual  Summer  Clinics  of  the 
Denver  Children’s  Hospital  will  be  held  June  24, 
25,  and  26,  1959.  Guest  faculty  to  augment  the 
medical  staff  and  local  teachers  include  J.  Roswell 
Gallagher,  M.D.,  Chief  of  the  Adolescent  Unit. 
Boston  Children’s  Hospital;  F.  Howell  Wright, 
M.D.,  Professor  and  Chairman  of  the  Department 
of  Pediatrics,  University  of  Chicago  School  of 
Medicine;  and  Judge  Leo  B.  Blessing,  LL.D.,  Judge 
of  the  Juvenile  Court,  New  Orleans,  Louisiana. 

In  addition  to  a series  of  small-group  round 
tables  on  recent  developments  applicable  to  gen- 
eral pediatric  care,  serious  attention  will  be  di- 
rected to  the  social — and  medical — problems  the 
teen-ager  must  adjust  to,  or  overcome,  before 
finding  acceptable  status  in  the  community.  The 
increasing  frequency  with  which  the  physician  is 
called  upon  by  perplexed  parents,  school  authori- 
ties, law  enforcement  agencies,  and  civic  groups 
for  authoritative  advice  makes  this  year’s  pro- 
gram most  timely.  Cost  of  the  course,  including 
luncheons  and  banquet,  remains  at  $35.00. 

Further  information  may  be  sfecured  by  ad- 
dressing the  Chairman,  Summer  Clinics  Commit- 
tee, Children’s  Hospital,  Denver  18,  Colorado. 

Recap  of  the 

Rural  Health  Conference,  Wichita,  Kansas 

This  year  I was  again  privileged  to  attend  the 
Rural  Health  Conference  held  in  Wichita,  which 
is  annually  sponsored  by  the  A.M.A.  It  was  con- 
sidered one  of  the  best  conferences  ever  pre- 
sented, and  the  Kansas  Medical  Society  and  its 
Rural  Health  Committee  under  the  able  chair- 
manship of  Dr.  V.  E.  Brown  should  certainly  be 
congratulated.  With  the  meeting  so  close,  I was 
sorry  to  see  only  a handful  from  Colorado  out 
of  a total  registration  of  700. 

The  meeting  was  opened  by  Dr.  Crockett,  who 
is  serving  his  14th  year  as  chairman,  and  his 
leadership  contributed  much  toward  making  the 
conference  outstanding.  He  stressed  the  need  for 
doctors  in  small  communities,  and  also  the  rising 
cost  of  hospitalization.  Eight  suggestions  as  to 
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restore  normal  sinus  rhythm 


in  arrhythmias 


SPECIFIC  ANTIARRHYTHMIC  EFFECT 

Vistaril  is  effective  in  ventricular  extrasystoles  and  paroxysmal 
tachycardias  (both  auricular  and  ventricular). 

plus 

PSYCHOTHERAPEUTIC  POTENCY 

proven  calming  action  indicated  for  arrhythmia  patients. 

and 

THE  OUTSTANDING  SAFETY 

of  Vistaril  as  compared  to  other  antiarrhythmic  drugs  in  general 
use  has  been  noted  by  investigators. 
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q.  4-6  h.,  p.r.n. 

ORAL  DOSAGE:  Initially,  100  mg.  daily  in  divided  doses  until  ar- 
rhythmia disappears.  For  maintenance  or  prophylaxis,  50-75  mg.  daily  in 
divided  doses. 

SUPPLY:  Vistaril  Capsules,  25  mg.,  50  mg.  and  100  mg.  Vistaril 
Parenteral  Solution,  10  cc.  vials  and  2 cc.  Steraject®  Cartridges.  Each  cc. 
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NOW 

INDICiiTEO  IN: 

MUSCLE  STIFFNESS 

...  a new  way 

LUMBOSACRAL  STRAIN 

SACROILIAC  STRAIN 

to  relieve  pain 

WHIPLASH  INJURY 

and  stiffness 

BURSITIS 

SPRAINS 

in  muscles 

TENOSYNOVITIS 

FIBROSITIS 

and  joints 

FIBROMYOSiTIS 

LOW  BACK  PAIN 

DISC  SYNDROME 

SPRAINED  BACK 

"TIGHT  NECK" 
TRAUMATIC  STRAINS 


■ Exhibits  unusual  analgesic  properties,  different  from  those 


of  any  other  drug  ■ Specific  and  superior  in  relief  of  sOMAtic  pain 
■ Modifies  central  perception  of  pain  without  abolishing  natural 


defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-’tsopropyl-2-methy!-2-prOi>yi-l,  3-propanedioi  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  Soma  than  with  any  previously  used  analgesic,  sedative  or 
relaxant  drug. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  Joints, 
ligaments  and  skeletal  structures, 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SoMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg,  tablet  3 times  daily  and  at 
bedtime. 

SUPPL5ED!  Bottles  of  50  white  sugar-coated  350  mg.  tablets. 

Literature  and  samples  on  request. 
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Organization  cont.  from  94 

what  communities  can  do  if  they  do  not  have  a 
doctor  were  outlined  by  Dr.  Crockett  and  later 
covered  in  more  detail. 

Dr.  Louis  M.  Orr,  President-Elect  of  the  A.M.A., 
spoke  very  highly  of  the  Kansas  plan  which  has 
helped  put  at  least  one  doctor  in  every  Kansas 
community  over  1,000.  This  plan  has  helped  in- 
crease the  enrollment  in  the  Kansas  Medical 
School,  and  provides  a means  of  financial  assist- 
ance to  capable  students.  He  stressed  the  fact  that 
doctors  should  be  more  active  in  community  af- 
fairs, and  also  the  family  doctor’s  ability  to  give 
complete  medical  care  to  at  least  85  per  cent  of 
his  patients. 

Dr.  E.  L.  Butz,  Dean  of  the  College  of  Agri- 
culture of  Purdue  University,  discussed  the  “do 
it  yourself”  age  in  which  we  are  living  and  that 
we  should  take  pride  in  doing  things  for  our 
community.  The  problem  today  is  to  do  it  your- 
self or  let  the  federal  government  do  it  for  you. 
According  to  a well  known  law  of  physics,  gov- 
ernment will  move  into  a void  and  for  every 
dollar  sent  to  Washington  only  60  cents  is  re- 
turned, plus  numerous  bureaucratic  blanks  to  be 
completed.  This  trend  can  be  reversed  only  by 
action  and  not  by  words.  Dr.  Butz  also  stressed 
the  fact  that  a city  limit  sign  is  only  a tax  bound- 
ary, and  the  people  on  either  side  are  in  need 
of  the  same  type  of  medical  care.  He  mentioned 


that  the  more  involved  we  are  with  government 
control  the  more  difficult  it  is  to  get  out  from 
underneath  such  controls.  Confucius  is  supposed 
to  have  said,  “He  who  rides  the  tiger  should  have 
plans  for  dismounting.”  We  must  avoid  having 
the  government  as  our  senior  partner  in  our 
health  program. 

Thursday  afternoon  was  devoted  to  a work- 
shop in  community  health  participation,  where 
various  phases  of  health  problems  in  Kansas 
communities  were  discussed.  This  type  of  work- 
shop given  by  a team  of  qualified  workers  is 
available  to  any  Kansas  community  desiring  its 
services.  It  was  stated  that  public  apathy  was  the 
greatest  problem  in  every  community. 

The  next  morning  started  with  reports  from 
the  Kansas  Farm  Bureau,  the  National  Grange 
and  finally  from  Mr.  Aubrey  Gates,  who  has  been 
associated  for  numerous  years  with  these  meetings 
and  is  now  the  head  of  the  Division  of  Field  Serv- 
ices of  the  A.M.A.  He  told  the  ancient  fable  of 
the  Little  Red  Hen  which  again  brought  out  the 
attitude  of  so  many  people  these  days:  Why  work 
to  save  anything  for  a rainy  day?  As  M.D.s  we 
should  try  to  help  people  to  help  themselves  in- 
stead of  relying  on  government  help.  Mr.  Gates 
spoke  of  the  rejection  of  the  aged  and  their  care 
in  some  so-called  nursing  homes.  His  speech  was 
followed  by  reports  on  the  family  physician  and 
the  cost  of  medical  care  and  health  insurance. 
Mr.  John  Pond,  management  consultant  of  Lari- 
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2V2  minutes  of  your  time  reading  about 
Trancopal  may  change  your  prescription 
habits  when  treating  musculoskeletal  and 
psychogenic  disorders. 


Potent  MUSCLE  RELAXANT 


. . .Equally  effective  as  a TRANQUILIZER 

tran-qui-lax-snt  (tran'kwi-Iak'sant)  [ < L.  tranquillus, 
quiet;  L.  laxare,  to  loosen,  as  the  muscles] 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new  orally  administered 
nonhypnotic  central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of 
musculoskeletal  and  neurologic  conditions 
and  also  exerts  a marked  tranquilizing  effect 
in  anxiety  and  tension  states. 


Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely  new 
major  chemical  contribution  to  therapeutics. 
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Chlormezanone:  2-(4-chlorophenyl)-3- 
methyl-4-inetathiazanone-l-dioxide 


Thoroughly  evaluated  clinically,,. 

Clinical  studies  of  4092  patients  by  105  physicians^  have  demonstrated  that  Trancopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Trancopal  can  provide  more  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 


In  musculoskeletal  conditions’ 


effective  in 


INDICATIONS 


Low  back  pain  (lumbago) 

Bursitis 

Osteoarthritis 

Fibrositis 

Myositis 

Postoperative  myalgias 


Neck  pain  (torticollis) 
Rheumatoid  arthritis 
Disk  syndrome 
Joint  disorders  (ankle  sprain, 
tennis  elbow,  etc.) 


By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and  active  purposeful 
exercise  and  physical  therapy  to  accomplish  maximal  benefits  for  rapid  recovery. 


Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


In  anxiety  and  tension  states’ 


effective  in 


88^  of  patients 


INDICATIONS 

Anxiety  and  tension  states  Dysmenorrhea 

Premenstrual  tension  Asthma 

Emphysema  Angina  pectoris 

Because  of  its  exceptional  calmative  property,  Trancopal  . . allows  the  patient  to 
use  his  energies  in  a more  productive  manner  in  overcoming  his  basic  problem.”^ 


MUSCUIOSKEIETAL 

CONDITIONS 


2929  Patients 


1 1 63  Patients  TOTAL  4092  Patients 

MAJOR  IMPROVEMENT 
84% 


Of  the  total  patients  treated,  Trancopal  produced  excellent  results  in  43  per  cent,  good 
results  in  41  per  cent,  fair  results  in  6 per  cent,  and  poor  results  in  10  per  cent. 


Better  tolerated  and  safer  than  older  drugs^ 

With  Trancopal  there  is  no  clouding  of  consciousness,  no  euphoria  or  depression.  Even 
in  high  dosage,  there  is  no  perceptible  soporific  effect.  Because  it  does  not  irritate 
gastric  mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Administration  does  not 
hamper  work  — or  play.  There  are  no  known  contraindications.  Blood  pressure,  pulse 
rate,  respiration  and  digestive  processes  are  unaffected  by  therapeutic  dosage. 

Toxicity  is  extremely  low.  And  Trancopal  has  a lower  incidence  of  side  effects  than 
has  zoxazolamine,  methocarbamol  or  meprobamate. 


Comparison  with  3 widely  used  central  relaxants 

When  compared  with  three  widely  used  central  relaxants  for  activity,  safety  and  clinical  effectiveness, 
Trancopal  offers  definite  desirable  advantages. 


for  activity 

In  the  usual  human  dose,  Trancopal  is  four  to  ten 
times  as  potent  per  milligram. 


TRANCOPAL  Meprobamate  Zoxazolamine  Methocarbamol 


Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe  or  up  to 
thirteen  times  less  toxic.  The  measure  of  safety 
was  the  LDso  in  mice/usual  human  dose. 


TRANCOPAL  Meprobamate  Methocarbamol  Zoxazolamine 


for  clinical  effectiveness 

A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  the  40 
patients  received  all  four  drugs  in  random  rota- 
tion for  several  days.  Although  each  of  the  four 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 

References:  1.  Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  * 2.  Cans,  S.E. : To 
be  published.  • 3.  Lichtman,  A.L. : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 


Trancopal  (brand  of  chlormezan^ne)  and  Caplets, 
trademarks  reg.  U.S.  Pat.  Off. 
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To  assure 
good 

nutrition>» 


need  not  rely  on  "wishing’’ 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages.  It  has  proved  help- 
ful  in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 

For  comprehensive  digestive  enzyme  replacement* 

ENTOZYME 


Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.E 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 
from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO.,  INC. 

Richmond  20,  Virginia 

Ethical  Phafmaeeuticols  of  Merit  since  1878 


highest  fluid  yields, 
lowest  blood-pressure  levels 
yet  achieved  with  oral 
diuretic-antihypertensive 
therapy. . . 
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1st  day 


Record  of  patient  with  congestive  failure^ 
treated  at  a leading  Philadelphia  hospital. 
Photos  used  with  permission  of  the  patient. 


marked  pitting 
edema  (4+) 
cleared  in  4 days 
with  Esidrix 


ESIDRIX  IS  10  TO  ia  TIMES  MORE  ACTIVE  THAN  CHLOROTHIAZIDE 


INDICATED  IN . . . congastive  heart 
failure  • hypertension  • hypertensive 
vascular  disease  • premenstrual  edema' 

• toxemia  of  pregnancy  • edema  of 
pregnancy  • steroid-induced  edema 

• nephrosis  • nephritis 


dosage:  Esidrix  is  administered  orally  in  an  average 
dose  of  75  to  100  mg.  daily,  with  a range  of  25  to  200 
mg.  A single  dose  may  be  given  in  the  morning  or 
tablets  may  be  administered  2 or  3 times  a day. 


supplied: 

Tablets,  25  mg.  (pink,  scored)  ; 
bottles  of  100  and  1000.  Tab- 
lets, 50  mg.  (yellow,  scored)  ; 
bottles  of  100  and  1000. 


C 1 

BA 
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Rocky  Mountain  Medical  Journal 


L.S.,  81-year-old  patient  with  complaint 
of  painless  hematuria  admitted  to  hos- 
pital on  3/3/59.  Past  history  included 
congestive  heart  failure  of  15  years'  du- 
ration. Clinically  significant  symptoms: 
expiratory  wheezes  over  entire  chest; 
bilateral  coarse  rales  of  both  bases; 
slight  abdominal  distention  (without  evi- 
dence of  ascites);  palpable  liver  2-3 
fingerbreadths  below  rib  cage;  bilat- 
eral pitting  edema  (4-|-)  of  pretibial 
and  ankle  area.  Admission  diagnosis: 
hematuria  of  unknown  origin;  arterio- 
sclerotic cardiovascular  disease;  poorly 
compensated  heart  failure;  and  chronic 
pulmonary  fibrosis  with  pulmonary 
insufficiency. 


Patient  was  put  on  regimen  of  bed  rest, 
moderate  salt  restriction,  digitalis  and 
pulmonary  decongestants.  When  ankle 
edema,  hepatic  congestion  and  rales 
failed  to  clear  by  3/6,  Esidrix  50  mg. 
b.i.d.  was  ordered.  By  3/8  L.S.  had 
lost  3 pounds.  Rales  decreased;  there 
was  1 pitting  edema  of  ankle  area 
only.  He  felt  more  comfortable,  was 
able  to  enjoy  reading  newspapers  and 
magazines  in  bed. 


By  3/11,  patient's  weight  had  dropped 
2 more  pounds.  Ankle  edema  and  lung 
rales  were  gone.  Patient  tolerated  cys- 
toscopy and  fulguration  of  a small 
bleeding  polyp  in  his  bladder  on  3/ 12 
very  well.  Ambulatory  on  the  4th  day 
of  Esidrix  therapy,  L.S.  visited  his  neigh- 
bors down  the  hall,  played  checkers 
with  another  patient.  On  3/ 14  he  was 
discharged. 


Patient  l.S. 

Dote  3/ 4 

3/5 

3/6 

3l7 

3/8 

3l9 

3/10 

3/11 

3/12 

3/13 

Urinary 
j Output  (ml.) 

690 

960 

2140 

1230 

660 

1220 

1350 

— 

-- - 

Weight  (lbs.)  139 

-- 

-- - 

— 

136 

— 

— 

134 

— 

— 

‘f- 

Esidrix  Dosage 
' (mg./doy)  “ 

0 

50 

100 

100 

100 

100 

too 

50 

100 

T.M. 

(hydrochlorothiazide  Cl  BA) 

■ relieves  edema  in  many  patients  refractory  to  other  diuretics^ 

■ often  produces  greater  weight  loss  than  parenteral  mercurials 
or  chlorothiazide^ 

■ provides  a greater  average  reduction  in  blood  pressure  than  chlorothiazide^ 

■ is  exceptionally  safe . . . reduces  the  likelihood  of  electrolyte  imbalance 

1.  Brest,  A.  N.,  and  Likoff,  W.:  Am.  J.  Cardiol.  .J;144  (Feb.)  1959.  2.  Clark,  G.  M.:  Clinical  report  to  CIBA. 

3.  Dennis,  E.  W.:  Clinical  report  to  CIBA.  2/26B<nK.2 
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Patient  A.S.,  age  53, 

Intermittent  crises  of  severe  pain  over  2 year 
period;  hospital  management  with  Sippy  regimen 
provided  relief  of  symptoms:  however, 
symptoms  recurred  after  each  sojourn. 


Pathibam^te  (Tabs,fti,d.  and  H.S,); 
prompt  relief  of  symptoms.  Radiograph 
(21  days  later)  confirms  healing  of  minute  lesser 
curvature  gastric  ulcer  crater. 


predictable  results  in  the  control 
of  tension  and 
G.l.  trauma 


Path  iba  mate 


Meprobamate  with  Pathilon®  Tridihexethyl  Chloride*  ledkrle 


Used  prophylactically  in  anticipation  of  periods  of  emotional  stress,  or  therapeuti- 
cally to  relieve  tension  and  curb  hypermotility  and  hypersecretion,  Pathibamate 
is  particularly  well-formulated  for  the  control  of  gastrointestinal  disorders. 


Pathibamate  combines  Meprobamate  (400  mg.)— the  noted  tranquilizer-muscle  relaxant  widely  accepted  for  safe 
•management  of  tension  and  anxiety  states  — and  Pathilon  (25  mg.)  — an  extremely  well-tolerated  anticholinergic, 
long  noted  for  prompt  symptomatic  relief  based  on  peripheral  atropine-like  action  with  lew  side  effects. 

Indications: 

Duodenal  ulcer,  gastric  ulcer,  intestinal  colic,  spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety 
neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 

Supplied: 

Bottles  of  100  and  1,000.  Each  tablet  (yellow,  % -scored)  contains  Meprobamate,  400  mg.:  Pathilon  Tridihexethyl  Chloride.  25  mg. 
Administration  and  Dosage: 

1 tablet  three  times  a day  at  mealtimes  and  2 tablets  at  bedtime.  Adjust  dosage  to  patient  response.  Contraindicated  in  glaucoma, 
pyloric  obstruction,  and  obstruction  of  the  ufinary  bladder  neck. 

Also  Available:  Pathilon  in  four  forms  — Tablets  of  25  mg.,  plain  (pink)  or  with  phenobarbital,  15  mg.  (blue)  ; 

Parenteral  — 10  mg./cc.  — 1 cc.  ampuls; 

Pediatric  Drops  — 5 mg./cc.  — dropper  vials  of  15  cc. 

♦Pathilon  is  now  offered  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter 
could  inlerfer*-  with  the  results  of  certain  thyroid  function  tests. 


Lederle  Laboratories,  A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 
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Organization  cont.  from  98 

mer  County  Hospital  in  Fort  Collins,  explained 
why  hospital  care  is  so  high  today  and  how  the 
hospital  dollar  is  spent. 

Mental  health  was  the  topic  for  the  afternoon. 
Dr.  Alonzo  Peeke,  a general  practitioner  of  South 
Dakota,  was  the  first  speaker.  He  stressed  the  fact 
that  since  he  knows  the  emotional  involvement 
and  family  background  of  so  many  of  his  patients, 
he  can  easily  determine  that  Mrs.  Smith’s  head- 
aches started  because  John  is  drinking  again.  He 
gave  us  information  on  the  South  Dakota  Mental 
Health  Association,  and  all  the  help  this  group 
has  been  to  organized  medicine  and  the  Yankton 
State  Hospital.  Then  we  heard  Dr.  Prescott  W. 
Thompson  of  the  Meninger  Clinic  stress  that  good 
practices  of  psychiatry  required  cheerful  sur- 
roundings and  the  feeling  of  hope  in  the  treat- 
ment of  mental  illness. 

The  highlight  of  the  annual  banquet  was  a 
talk  given  by  Dr.  T.  P.  Butcher,  President  of 
K.M.S.,  a farmer,  social  scientist,  and  a well 
known  Kansas  surgeon.  With  vivid  demonstra- 
tions he  brought  out  the  various  aspects  of  the 
four  dimensions  in  the  world  in  which  we  live. 
His  fifth  dimension,  the  element  of  faith,  is  the 
human  factor  present  in  every  calculation  man 
makes.  It  is  his  awareness  of  himself  in  relation  to 
all  else  in  time  and  space. 

Mrs.  E.  A.  Underwood,  President  of  the  Wom- 

through 

realistic 

planning 

and  foresight  we 

will  continue  to  grow 
with  this  community 
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an’s  Auxiliary  of  the  A.M.A.  and  a practicing 
dentist  in  the  State  of  Washington,  spoke  on 
dental  health.  She  very  seriously  advocated  the 
use  of  fluorine  in  all  deficient  water  supplies,  a 
serious  rural  health  problem. 

Mrs.  Kenneth  Schneider,  wife  of  a young  rural 
practitioner  of  Nashville,  Indiana,  told  of  all  the 
advantages  of  a rural  practice  from  the  doctor’s 
wife’s  standpoint,  which  should  surely  encourage 
and  convince  a number  of  students  to  enter  the 
fie’d  of  general  practice. 

Mr.  Paul  C.  Johnson,  Editor  of  the  Prairie 
Farmier.  then  summarized  and  evaluated  the  meet- 
ing, giving  helpful  ideas  for  the  solution  to  many 
of  the  problems  discussed. 

I was  very  much  impressed  by  our  last  speaker. 
Chancellor  Franklin  P.  Murphy  of  Kansas  Uni- 
versity, a well  known  M.D.,  whose  speech  was 
based  on  rural  health,  past,  present  and  future. 
He  suggested  more  planning  in  the  medical  or- 
ganization of  any  given  area.  A two-year  hospital 
training  plan  for  rural  practitioners  was  almost 
mandatory,  a suggestion  which  is  one  of  the  main 
aims  of  the  American  Academy  of  General  Prac- 
tice. He  stressed  as  outmoded  the  solo  practice  of 
medicine  and  brought  out  all  the  points  in  favor 
of  group  practice  even  in  rural  areas.  Chancellor 
Murphy  concluded  his  talk  with  a report  on  his 
recent  visit  to  Russia.  Three  times  as  much  is 
spent  on  higher  education  in  Russia  and  the  people 
there  have  the  intense  conviction  that  their  coun- 
try will  be  the  most  powerful  in  the  near  future. 
Educators  and  the  professional  people  in  the 
U.S.S.R.  have  a much  greater  prestige  than  they 
have  in  our  country.  Dr.  Murphy  brought  out. 
He  left  us  with  the  thought  that  the  need  for 
greater  interest  in  education  and  health  is  urgent. 

Along  with  the  valuable  and  effective  program 
offered  and  the  opportunity  to  exchange  views 
and  ideas  with  those  of  other  areas,  we  left  the 
conference  with  a satisfied  feeling  of  time  well 
invested. 

V.  E.  Wohlauer,  M.D.,  Chairman, 

Rural  Health  Committee, 

Colorado  State  Medical  Society. 

Obituaries 

Former  Mental  Health  Director  dies 

Wray  R.  Gardner,  M.D.,  of  Denver,  54,  died 
suddenly  on  January  28,  1959,  of  a heart  attack. 
Dr.  Gardner  was  born  in  Colorado  Springs  on 
May  16,  1904.  He  was  graduated  from  Colorado 
College  in  1926  and  received  his  medical  degree 
from  the  Colorado  University  Medical  School  in 
1930.  He  interned  at  Colorado  General  Hospital 
and  was  a resident  psychiatrist  at  Colorado  Psy- 
chopathic Hospital  from  1946-49.  Dr.  Gardner 
served  wuth  the  army  from  1933  to  1946,  retiring 
with  the  rank  of  colonel.  He  was  Mental  Health 
Director  of  the  Colorado  Public  Health  Depart- 
ment in  1949.  He  was  a member  of  the  Colorado 


no 
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Neuropsychiatric  Society  and  a fellow  of  the 
American  Psychiatric  Association.  He  is  survived 
by  his  wife  and  two  sons. 

Durango  physician  dies 

James  Walker  Clark,  M.D.,  of  Durango  died 
on  February  4,  1959.  Dr.  Clark  was  born  in  Plain- 
view,  Texas,  on  May  25,  1915,  and  studied  at  the 
Texas  Technological  College  at  Lubbock,  Texas. 
He  interned  at  the  Robert  B.  Green  Memorial 
Hospital  and  was  licensed  in  Texas  as  well  as  in 
Colorado.  He  became  a member  of  the  San  Juan 
County  Medical  Society  in  1947. 

A Life  Emeritus  member  dies 

Daniel  Fred  Richards,  M.D.,  Denver,  78,  died 
March  9,  1959.  Dr.  Richards  was  born  in  De  Soto, 
Missouri,  in  1881  and  studied  medicine  in  Colo- 
rado. He  was  elected  to  membership  in  the  State 
Medical  Society  in  1916.  During  the  last  two  years, 
he  held  a Life  Emeritus  Membership. 


Dr.  DuBois  was  very  active  in  community  af- 
fairs and  served  several  terms  as  a member  of 
the  Conrad  School  Board.  Dr.  DuBois  had  been 
an  active  member  of  the  Northcentral  Montana 
Medical  Society,  this  Association  and  the  A.M.A. 

A.  A.  DODGE 

Albert  Arthur  Dodge,  M.D.,  died  at  his  home 
in  Kalispell  after  a brief  illness,  March  3,  1959. 
Dr.  Dodge  was  the  oldest  practicing  physician 
in  Montana.  He  was  born  January  28,  1868,  in 
Farmington,  Minnesota.  He  received  a B.S.  Degree 
from  the  University  of  Minnesota  in  1891  and  an 
M.D.  Degree  from  the  University  of  Minnesota 
Medical  School  in  1894.  Dr.  Dodge  was  engaged 
in  the  practice  of  medicine  and  surgery  in  Fari- 
bault, Minnesota,  for  several  years.  After  under- 
taking postgraduate  training  in  Chicago  in  1914, 
he  moved  to  Kalispell  where  he  was  engaged  in 
the  general  practice  of  medicine  until  a few  days 
prior  to  his  death. 

Dr.  Dodge  was  an  active  member  of  this 
Association  and  until  a few  years  ago  attended 
nearly  all  of  its  annual  and  interim  sessions.  He 
engaged  in  many  community  activities  and  was 
an  enthusiastic  supporter  of  the  Flathead  Valley. 
He  was  a member  in  good  standing  of  the  Flathead 
County  Medical  Society,  this  Association  and  the 
American  Medical  Association  during  his  entire 
medical  career  in  Montana. 


W.  E.  Harris,  M.D.,  new 
Secretary -Treasurer 

At  the  Twelfth  Interim  Session  of  the  Montana 
Medical  Association  held  in  Helena,  April  3-4,  its 
House  of  Delegates  elected  W.  E.  Harris,  M.D., 
Livingston,  Montana,  to  the  office  of  Secretary- 
Treasurer  to  succeed  the  late  T.  R.  Vye,  M.D.  Dr. 
Harris  has  served  as  Assistant  Secretary-Treasurer 
of  this  Association  from  September,  1957,  until  the 
death  of  Dr.  Vye,  when  he  became  Acting  Secre- 
tary-Treasurer. 

Jess  T.  Schwidde,  M.D.,  1231  North  29th  Street, 
Billings,  Montana,  was  elected  Assistant  Secretary- 
Treasurer  to  succeed  Dr.  Harris.  Dr.  Schwidde, 
as  well  as  Dr.  Harris,  will  hold  office  until  the 
next  regular  election  which  will  be  held  during 
the  Annual  Meeting  of  this  Association  in  Sep- 
tember, 1959. 

Obituaries 

W.  L.  DuBOIS 

Walter  Lynn  DuBois,  M.D.,  Conrad,  died  at 
his  home  in  Conrad,  March  14,  1959.  Dr.  DuBois 
was  born  on  September  4,  1880,  at  Wichita,  Kansas. 
He  received  his  B.S.  Degree  from  the  University 
of  Iowa  in  1902  and  his  M.D.  Degree  from  North- 
western University  Medical  School  in  1906.  He 
moved  to  Conrad,  Montana,  for  the  general  prac- 
tice of  medicine  in  1910  and  remained  in  that 
community  until  his  retirement  in  1951. 


C.  F.  LITTLE 

Charles  Francis  Little,  M.D.,  Great  Falls,  died 
suddenly  in  Denver  on  March  19,  1959,  while 
visiting  relatives  on  his  return  to  Great  Falls 
following  a vacation.  Dr.  Little  was  born  in 
Washington  County,  Kansas,  February  17,  1892. 
He  received  his  M.D.  Degree  from  the  Creighton 
University  School  of  Medicine  in  1921.  Following 
graduation  he  practiced  medicine  in  Omaha  and 
Denison,  Iowa.  In  1933,  Dr.  Little  was  awarded 
a Master  of  Science  Degree  in  internal  medicine 
from  the  University  of  Pennsylvania  School  of 
Medicine.  In  1935  he  moved  to  Great  Falls  where 
he  engaged  in  the  practice  of  internal  medicine 
until  his  retirement  in  May,  1958. 

continued  on  next  pa'ie 
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P.  A.  F.  e|j 

(Fortified  Triple  Strength) 

Improved  Douche  Powder 

G-11®  (Hexachloro phene  DSP),  deodorant 


FORTIFIED^ — With  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION— Increases 
penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY— Liquifies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 


ETHICALLY  PKCED,  net  wt. 

10  oz $1.25 

Mfg.  by  C.  M.  CASE  LAB., 

San  Diego  1 6,  Calif. 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


Dr.  Little  was  a very  active  member  of  this 
Association  and  participated  in  the  activities  of 
many  of  its  committees.  He  was  an  active  member 
of  the  Cascade  County  Medical  Society,  this  Asso- 
ciation and  the  American  Medical  Association  as 
well  as  a Fellow  of  the  American  College  of  Physi- 
cians. 


State  Association  dedicates  building 

The  Utah  State  Medical  Association  formally 
dedicated  its  remodeled  headquarters  on  March 
25,  1959.  The  building  is  now  open  for  inspection, 
and  you  are  urged  to  visit  your  new  headquarters 
when  in  Salt  Lake  City. 

Obituary 

JOHN  R.  LLEWELLYN 

John  Rees  Llewellyn,  M.D.,  72,  well-known 
general  practitioner,  died  February  6,  1959,  in  a 
Salt  Lake  rest  home.  Death  was  due  to  a stroke. 

Ur.  Llewellyn  graduated  from  Brigham  Young 
University,  Provo,  in  1906,  after  which  he  taught 
high  school  in  Price  for  two  years.  He  then  con- 
tinued his  studies  at  the  University  of  Utah  for 
another  two  years  before  enrolling  in  Rush  Medi- 
cal College  in  Chicago.  He  obtained  his  medical 
degree  from  that  institution  in  1914  and  began 
practicing  in  Magna  and  Garfield.  In  1920  he  came 
to  Salt  Lake  City  and  joined  the  Salt  Lake  Clinic. 
He  retired  from  practice  in  1953. 

He  was  a former  member  of  the  Board  of 
Latter-day  Saints  Hospital,  Salt  Lake  City  Board 
of  Health,  Utah  State  Hospital  Board,  Utah  State 
Medical  Association,  Salt  Lake  County  Medical 
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in  the  depressed,  unhappy  patient 


PROMPTLY  IMPROVES  MOOD 

without  excitation 


1 


• Acts  feist  to  relieve  depression  and  its  common  symptoms: 

sadness,  crying,  anorexia,  listlessness,  irritability, 
rumination,  and  insomnia. 


Restores  normal  sleep — without  hang-over  or  depressive 
aftereffects.  Usually  eliminates  need  for  sedative-hypnotics. 


EFFICACY  AND  SAFETY  CONFIRMED  IN  OVER  3,000 
DOCUMENTED  CASE  HISTORIES 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary, 
this  dose  may  be  gradually  increased  up  to  3 tablets  q.i.d. 

Composition:  Each  light -pink,  scored  tablet  contains  1 mg. 
2-diethylaminoethyl  benzilate  hydrochloride  (benactyzine  HCl) 
and  400  mg.  meprobamate. 


for  depression 


References : 

1.  Alexander.  L.:  J.A.M.A.  166:1019,  March  1,  1958. 


Deprol 


At 


2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

3.  Pennington,  V.M.:  Am.  J.  Psychiat.  115:250,  Sept.  1958. 


^®WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

't'TRAO£<MARK 


CD<90SO 


CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River.  New  York 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDAS 

STREPTOKWASE-STRtPTODORNASE  LEDERl 


Society,  and  served  on  the  draft  appeal  board 
during  World  War  II. 

He  is  survived  by  his  mother,  widow,  four  sons, 
two  daughters,  two  sisters,  nine  grandchildren  and 
a great  grandchild. 


A.M.A.  Meeting  to  feature 
Special  Session  on  Aging 

A special  session  on  new  concepts  in  aging  will 
be  held  during  the  annual  convention  of  the 
American  Medical  Association  in  Atlantic  City, 
June  8-12. 

This  one-day  session,  to  which  all  physicians 
are  invited,  will  be  held  in  Room  C of  the  conven- 
tion hall  at  9 a.m.,  Wednesday,  June  10,  under 
auspices  of  the  A.M.A.  Committee  on  Aging. 

The  meeting  is  designed  to  present  the  prac- 
ticing physician  with  a concentrated  review  of 
current  thinking  regarding  health  care  of  the 
aged,  and  to  provide  him  with  concrete  health 
recommendations  which  he  can  translate  to  his 
own  older  patients. 

Keynoting  the  session  will  be  a series  of  panels 
devoted  to  Diseases  Among  the  Aged,  Nutritional 
Counseling,  Promoting  Physical  Fitness,  and  Mo- 
tivating the  Older  Person.  Panel  members  will 
include  Drs.  David  B.  Allman,  Leland  S.  McKit- 
trick,  Edward  C.  Reifenstein,  Irving  S.  Wright, 
Walter  E.  Vest,  Jr.,  Frederick  C.  Swartz,  Frederick 
J.  Stare,  Clive  M.  McCay,  Margaret  A.  Ohlson, 
Henry  A.  Holle,  Norman  Lee  Barr,  Theodore  G. 
Klumpp,  Janet  Wessell,  Edward  H.  Williams, 
Ewald  W.  Bussee,  Howard  P.  Rome,  and  Cecil 
Wittson. 

These  nationally  recognized  authorities  in  their 
fields  will  cover  such  points  as  1)  special  treat- 
ment aspects  of  cardiovascular,  neoplastic  and 
bone  diseases  among  the  aged,  2)  effects  of  ade- 
quate nutrition  in  rehabilitation  potential  for 
older  patients,  3)  variables  in  prescribing  a physi- 
cal activity  program  for  the  older  individual,  and 
4)  the  effects  of  physical  health,  social  adjustment 
and  psychological  functioning  on  motivation  in 
the  older  person. 

Each  panel  presentation  will  be  followed  by  a 
discussion  period  in  which  the  primary  interests 
of  the  audience  will  be  explored  and  important 
ideas  summarized.  Dr.  Edward  L.  Bortz  of  Phila- 
delphia will  close  the  session  by  summarizing  the 
health  recommendations  brought  out  during  the 
day  in  a formula  for  full  living  by  the  aging 
person. 

Physicians  planning  to  attend  the  session  are 
invited  to  send  questions  or  points  they  would 
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like  to  see  discussed  to  the  Committee  on  Aging, 
A.M.A.,  535  North  Dearborn,  Chicago  10,  Illinois. 
The  areas  of  interest  so  indicated  will  be  brought 
out  as  far  as  possible  during  the  session.  Queries 
should  be  received  at  A.M.A.  headquarters  not 
later  than  Wednesday,  May  27. 

National  Hospital  Week,  May  10-16 

The  nation’s  hospitals,  through  the  American 
Hospital  Association,  have  invited  their  closest 
ally,  the  medical  profession,  to  help  them  develop 
greater  understanding  and  appreciation  of  their 
services  and  contributions  to  the  American  people. 

This  year’s  program  will  emphasize  the  theme 
of  “More  Roads  to  Recovery.”  An  explanation  of 
these  “roads” — better  care,  improved  technics  and 
skills,  greater  numbers  of  personnel  to  apply  the 
dramatic  successes  of  medical  science — will  help 
offset  a growing  myth  that  hospital  costs  are 
greater  than  the  services  received. 

Such  distorted  stories  not  only  jeopardize  pub- 
lic regard  for  the  hospital  but  for  the  entire 
medical  team,  including  the  practicing  physician. 
Consequently,  it  is  to  our  mutual  advantage  to 
work  together  toward  overcoming  these  detri- 
mental impressions  which  are  gaining  some  ac- 
ceptance. 

“More  Roads  to  Recovery”  are  the  patient’s 
reward  for  the  close  harmony  and  utilizations  of 
the  tools  and  skills  of  both  the  hospital  personnel 
and  the  medical  profession.  These  rewards  can  be 
made  more  meaningful  by  your  participation  in 
National  Hospital  Week. 

Each  physician  in  the  community  has  a role 
and  responsibility  to  win  public  support  for  the 
hospital  in  which  he  practices.  Help  your  hospital 
administrator  and  your  hospital  association  during 
National  Hospital  Week,  May  10-16,  to  create  a 
greater  appreciation  of  the  entire  medical  team’s 
efforts. 

Third  International  Congress 
of  Physical  Medicine 

The  Third  International  Congress  of  Physical 
Medicine  will  be  held  in  Washington,  D.  C.,  from 
August  21  through  August  26,  1960.  This  Congress 
will  assemble  physicians  and  other  professional 
personnel  from  all  parts  of  the  world  concerned 
with  the  furtherance  and  scientific  development 
of  physical  medicine  and  rehabilitation.  This  is  the 
first  International  Congress  of  such  character  and 
magnitude  to  meet  in  the  United  States.  Interna- 
tional Congresses  have  been  held  in  London  in 
1952,  and  in  Copenhagen  in  1956. 

Convening  this  international  session  in  the 
United  States  will  provide  to  a large  number  of 
American  physicians  and  other  professional  per- 
sonnel an  opportunity  to  exchange  with  foreign 
visitors  scientific  information  concerning  physical 
medicine  and  rehabilitation.  Such  exchange  of  sci- 


entific information  is  necessary  and  helpful  lor 
the  continued  improvement  and  expansion  of 
physical  medicine  and  rehabilitation  services  to 
the  American  public.  Equally  great  will  be  the 
educational  benefits  to  physicians  and  other  pro- 
fessional personnel  attending  the  Congress. 

It  is  objective  of  the  Congress  to  further  the 
development  of  knowledge  and  professional  and 
technical  skills  through  the  exchange  of  informa- 
tion concerning  the  advances  made  in  the  field  of 
physical  medicine  and  rehabilitation. 

Papers  will  be  presented  by  experts  in  all  fields 
of  medicine  and  surgery  together  with  other 
aspects  of  rehabilitation — social,  educational  and 
vocational.  Delegates  are  expected  from  30  coun- 
tries. These  delegates  and  participants  will  repre- 
sent their  respective  scientific  organizations.  Those 
in  attendance  from  the  United  States  will  represent 
private  and  governmental  facilities,  agencies,  and 
services  and  local,  state  and  national  medical  so- 
cieties. 

The  exchange  of  information  will  be  expedited 
through  plenary  sessions,  special  and  sectional 
meetings,  formal  papers  and  discussion  groups.  An 
exhibition  will  be  held  in  connection  with  this 
assembly  which  will  include  exhibits  from  many 
countries.  The  exhibits  will  be  both  scientific  and 
techncal  in  nature  and  it  is  expected  that-  they 
will  demonstrate  graphically  developments  in  all 
phases  of  physical  medicine  and  rehabilitation.  To 
stimulate  interest  an  award  will  be  given  for  the 
best  exhibit.  Walter  J.  Zeiter,  M.D.,  Secretary,  30 
N.  Michigan  Ave.,  Chicago.  conlinued  on  next  page 
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WOMAN’S 

AUXILIARY 


1959  Convention 

More  than  2,500  physicians’  wives  will  gather 
at  Atlantic  City’s  Hotel  Haddon  Hall  June  8-12 
for  the  36th  annual  convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 

National  committee  meetings  and  round  table 
discussions  will  be  held  June  6-8  with  formal 
opening  of  the  convention  slated  for  Tuesday  morn- 
ing, June  9. 

Business  sessions  on  Tuesday  and  Wednesday — 
presided  over  by  Auxiliary  President  Mrs.  E. 
Arthur  Underwood  of  Vancouver,  Wash. — will  be 
devoted  to  state  and  national  committee  reports 
and  discussions  on  current  projects,  including  civil 
defense,  mental  health,  allied  medical  careers, 
automobile  safety  and  community  service. 

Tuesday’s  luncheon  in  honor  of  Auxiliary  na- 
tional Past  Presidents  will  feature  guest  speaker 
Aubrey  Gates,  director  of  A.M.A.’s  Field  Service 
Division,  on  “Talking  to  Congressmen  Back  Home.” 

During  Wednesday’s  general  meetings,  Frank 
R.  Burrows,  Jr.,  field  service  director  of  Chi- 
cago’s Citizens  Traffic  Safety  Board,  will  discuss 
the  driver’s  responsibilty  in  auto  safety  in  his 
speech  entitled,  “You  Can  Get  Blood  Out  of  a 
Turnip.” 

A report  on  alcoholism  will  be  given  by  Dr. 
Marvin  A.  Block,  Chairman  of  the  A.M.A.’s  Com- 
mittee on  Alcoholism,  as  part  of  the  Auxiliary’s 
Mental  Health  Committee  program. 

Election  and  installation  of  national  officers 
will  be  held  Thursday  morning  with  adjournment 
scheduled  for  noon.  At  this  time  Mrs.  Frank  Gas- 
tineau  will  give  her  inaugural  address  as  new 
President  of  the  Woman’s  Auxiliary. 

A postconvention  workshop  for  national  of- 
ficers, directors,  committee  chairmen,  state  Presi- 
dents and  Presidents-Elect  will  be  held  Friday 
morning  to  discuss  upcoming  programs  and  proj- 


Oculist Prescription  Service  Exclusively 

Shadford'Fletcher 
Optical  Co. 

Guild 

Dispensing  Opticians 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.)  FL.  5-0202 
1801  High  Street,  FLorida  5-1815 
2465  South  Downing,  SPruce  7-2424 
DENVER,  COLORADO 
1140  Spruce  Street,  Boulder,  Colorodo 


ects.  Dr.  Ernest  B.  Howard,  A.M.A.  Assistant  Ex- 
ecutive Vice  President,  will  speak  on  new  A.M.A. 
activities. 

All  Auxiliary  members,  their  guests  and  guests 
of  physicians  attending  the  A.M.A.’s  Annual  Meet- 
ing in  Atlantic  City  at  the  same  time  may  par- 
ticipate in  all  social  functions  and  attend  the 
general  meetings  of  the  Auxiliary. 

Local  convention  arrangements  are  under  the 
direction  of  Mrs.  David  B.  Allman  of  Atlantic 
City,  General  Chairman.  One  of  the  outstanding 
social  events  of  the  convention  will  be  the  annual 
tea  in  honor  of  the  Auxiliary  President  and  Presi- 
dent-Elect on  Monday  afternoon,  sponsored  by 
Pfizer  and  Company,  a drug  firm. 


Oregon  Cancer  Conference 

An  Oregon  Cancer  Conference  is  being  held 
July  16  and  17,  1959,  in  Portland  under  the  joint 
sponsorship  of  the  Oregon  State  Medical  Society, 
the  Oregon  Division  of  the  American  Cancer  So- 
ciety, the  University  of  Oregon  Medical  School  and 
the  Oregon  Academy  of  General  Practice.  The 
Conference  is  planned  for  midsummer  as  a special 
feature  of  the  Oregon  Centennial  celebration. 

The  guest  speakers  for  the  two-day  Cancer 
Conference  will  include  Dr.  Arthur  C.  Allen, 
Professor  of  Pathology,  and  Dr.  Ralph  Jones,  Jr., 
Professor  of  Medicine,  both  from  the  faculty  of 
the  University  of  Miami  School  of  Medicine  at 
Coral  Gables,  Florida;  Dr.  Gilbert  H.  Fletcher  of 
Houston,  Texas,  Radiologist,  Tumor  Institute  of 
the  M.  D.  Anderson  Hospital;  Dr.  Leslie  M.  Smith, 
Dermatologist  of  El  Paso,  Texas;  Dr.  Bayard 
Carter,  Professor  of  Obstetrics  and  Gynecology, 
Duke  University  School  of  Medicine;  Dr.  Gilbert 
Dalldorf,  Albany,  New  York,  Director,  Medical 
and  Scientific  Research  Department  of  the  Na- 
tional Foundation,  and  Dr.  Englebert  Dunphy  of 
Portland,  Professor  of  Surgery,  University  of  Ore- 
gon Medical  School.  In  addition  to  their  individual 
presentations,  each  guest  speaker  will  participate 
in  one  or  more  panel  discussions. 

The  program  is  being  developed  under  the 
direction  of  the  Committee  on  Cancer  of  the  Ore- 
gon State  Medical  Society.  Dr.  Martin  A.  Howard 
of  Portland  is  Chairman.  All  sessions  of  the  con- 
ference will  be  held  in  the  Library  Auditorium 
at  the  University  of  Oregon  Medical  School  except 
the  banquet  on  the  evening  of  July  16  which  will 
be  held  at  the  Hotel  Multnomah  in  Portland.  The 
entire  expense  of  the  conference  is  being  under- 
written by  the  Oregon  Division  of  the  American 
Cancer  Society.  There  will  be  a charge,  however, 
for  the  banquet. 

A block  of  rooms  has  been  reserved  at  the 
Hotel  Multnomah  for  physicians  wishing  to  attend 
the  conference.  A copy  of  the  complete  program 
and  hotel  reservation  forms  may  be  obtained  by 
writing  to  Roscoe  K.  Miller,  Executive  Secretary, 
Oregon  State  Medical  Society,  1115  S.  W.  Taylor 
Street,  Portland  5,  Oregon. 
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II  the  contrary,  the  problem  here  in  Kabul  is  not 
, mgh  food ! 

'ighting  hunger  in  places  like  Kabul  is  just  one 
isk  of  the  UN’s  19  Specialized  agencies  and  inter- 
;itional  organizations.  Elsewhere,  UN  teams  com- 
1 ,t  floods,  wage  war  against  disease,  fight  illiteracy. 

: these  practical  ways,  the  UN  brings  new  hope 
ad  happiness  into  the  lives  of  peoples  less  for- 
1 nate  than  we  are— at  the  same  time  cuts  down  the 
(scontent  that  could  easily  erupt  into  another  war. 
narrowing  this  gap  in  education,  health  and 


IN 

KABUL 

VERY 

FEW 


nutrition  between  the  world’s  “haves”  and  “have 
nots” ...  as  well  as  providing  a forum  for  political 
discussion ...  the  UN  has  become  mankind’s  last 
gy'eat  instrument  of  peace. 

Be  an  ambassador  of  the  UN  in  your  community. 
The  world’s  leaders  actively  support  the  UN... but 
your  good  will,  understanding  and  support  are  the 
best  guarantees  of  its  success.  For  the  informative 
free  pamphlet  “The  UN  in  Action,”  address: 
United  States  Committee  for  the  United  Nations, 
Box  1958,  Washington  13,  D.  C. 


IJNITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D.C. 
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Neiv  hooks  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Current  Therapy— -1959:  Edited  by  Howard  F.  Conn,  M.D. 
Philadelphia,  W.  B.  Saunders  Company,  1959.  781  p.  Price; 
$12.00. 

The  Anatomy  of  the  Nervous  System:  By  Stephen  Walter 
Ransom,  M.D.,  Ph.D.,  revised  by  Sam  Lillard  Clark,  Ph.D. 
10th  edition.  Philadelphia,  W.  B.  Saunders  Company,  1959. 
622  p.  Price:  $9.50. 

Diseases  of  the  Colon  and  Anorectum:  Edited  by  Robert 
Turrell,  M.D.  Two  volumes.  Philadelphia,  W.  B.  Saunders 
Company,  1959.  Price:  $35.00. 

New  and  Nonofficial  Drugs — 1959:  By  the  Council  on  Drugs 
of  the  American  Medical  Association.  Philadelphia,  J.  B, 
Lippincott  Company,  1959.  687  p.  Price:  $3.35. 

Maternity;  A Guide  to  Prospective  Motherhood:  By  Frederick 
W.  Goodrich,  Jr.,  M.D.  Englewood  Cliffs,  N.  J.,  Prentice-Hall, 
Inc.,  1959.  130  p.  Price:  $1.75. 

The  Plasma  Proteins;  Clinical  Significance:  By  Paul  G.  Well, 
B.A.,  M.D.C.M.,  M.Sc.,  Ph.D.  (London).  Philadelphia,  J.  B. 
Lippincott  Co.,  1959.  133  p.  Price:  $3.50. 

Diseases  of  Metabolism;  Detailed  Methods  of  Diagnosis  and 
Treatment:  Edited  by  Garfield  D.  Duncan,  M.D.  4th  edition. 
Philadelphia,  W.  B.  Saunders  Company,  1959.  1,104  p.  Price: 
$18.50. 

General  Urology:  By  Donald  R.  Smith,  M.D.  2nd  edition.  Los 
Altos,  Lange  Medical  Publications,  1959.  328  p.  Price;  $4.50. 
Surgery  of  the  Prostate:  By  Henry  M.  Weyrauch.  Philadelphia, 
W.  B.  Saunders  Company,  1959.  535  p.  Price:  $15.00. 

Surgical  Pathology:  By  Lauren  V.  Ackerman,  M.D.  2nd  edi- 
tion. St.  Louis,  C.  V.  Mosby  Company,  1959.  1,096  p.  Price: 
$15.00. 

Now  or  Never;  The  Promise  of  the  Middle  Years:  By  Smiley 
Blanton,  M.D.  Englewood  Cliff,  N.  J.,  Prentice-Hall,  1959.  273 
p.  Price:  $4.95. 

Childbearing  Before  and  After  S5:  By  Adrien  Bleyer,  M.D. 
N.  Y.,  Vantage  Press,  1959.  119  p.  Price:  $2.95. 

A Doctor  Discusses  Menopause:  By  G.  Lombard  Kelly,  M.D. 
Chicago,  Budlong  Press,  1959.  90  p.  Price:  $1.50. 

Textbook  of  Surgery:  Edited  by  H.  Fred  Moseley,  M.D.  3d 
edition.  St.  Louis,  C.  V.  Mosby  Company.  1959.  1,336  p.  Price: 
$17.00. 


Book  Reviews 

The  Eye  in  Evolution:  By  Sir  Stewart  Duke-Elder.  St.  Louis, 
C.  V.  Mosby  Company,  195S.  843  pages.  Price:  $27.50, 

The  Eye  in  Evolution  is  the  first  volume  of  a 
projected  15-volume  System  of  Ophthalmology  to 
be  edited  by  Sir  Stewart  Duke-Elder.  This  volume 
has  been  written  entirely  by  Sir  Stewart.  The 
remainder  of  the  rewriting  of  the  original  Text- 
book of  Ophthalmology  is  to  be  shared  with  the 
author’s  colleagues  at  the  Institute  of  Ophthal- 
mology in  London. 

To  comment  on  the  author’s  qualifications  is 
extraneous.  He  is  the  world’s  outstanding  living 
ophthalmologist.  To  comment  on  the  author’s  ap- 
proach to  his  subject  is  also  extraneous.  The  text 
is  typical  of  Duke-Elder:  well  organized,  exhaus- 
tive, lucid,  readable  and  entirely  fascinating. 

The  textbook  is  composed  of  22  chapters.  Part  I 
deals  with  the  effect  of  light  on  living  organisms. 
Herein  is  contained  the  effect  of  light  on  metabo- 
lism, movement,  pigmentation  and  finally  the 
emergence  of  vision.  Part  II  is  concerned  with  the 
evolution  of  the  visual  apparatus.  Considered  are 
the  eyes  of  the  most  primitive  of  the  invertebrates 
up  the  phylogenetic  scale  through  cyclostomes, 
fishes,  amphibians  and  reptiles  to  birds  and  mam- 
mals. The  section  is  completed  with  a considera- 
tion of  the  central  organization  of  vision  along 
the  evolutionary  scale.  Part  III  is  a study  of  the 
function  of  the  eyes  of  animals.  Again  the  inverte- 
brates and  vertebrates  are  considered  from  the 
simplest  to  the  most  highly  developed.  Vision  of 
the  animal  kingdom  from  the  perception  of  light 
to  the  perception  of  color  and  the  most  acute  form 
vision  of  birds  and  mammals  is  examined  in  detail. 
Part  IV  deals  briefly  with  evolutionary  by-ways 
such  as  median  eyes,  rudimentary  eyes,  luminous 
organs  and  electric  organs. 

The  book  is  well  printed  and  profusely  illus- 
trated. There  is  little  that  is  applicable  to  clinical 
ophthalmology,  but  the  practitioner  will  read  with 
delight  and  absorption  about  the  navigational  sense 
in  birds  and  insects,  the  spatial  judgments  of  fish 
and  reptiles  and  a myriad  of  other  fascinating  and 
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The  book  corner  cont.  from  iis 


informative  facets  of  the  visual  world  in  which 
we  live. 

The  Eye  in  Evolution  will  be  welcomed  with 
plaudits  by  the  world  of  ophthalmology. 


Although  there  is  considerable  worthwhile  in- 
formation in  this  text  it  is  not  recommended.  The 
student  for  whom  it  was  written  does  not  have 
the  background  necessary  to  extract  the  wheat 

from  the  chaff.  „ 

Robert  L.  Weiner,  M.D. 


Robert  L.  Weiner,  M.D. 

Aids  to  Ophthalmology:  By  P.  McG.  Moffat,  M.D.,  London. 
Eleventh  edition.  London,  Bailliere,  Tindall  and  Cox,  1957. 
282  p.  Price;  $3.00.  (Williams  and  Wilkins  Co.,  Baltimore, 
exclusive  U.  S.  agents.) 

Aids  to  Ophthalmology  is  a condensed  hand- 
book of  value  primarily  to  the  medical  student  and 
general  practitioner.  An  amazing  amount  of  in- 
formation is  compressed  into  a very  small  space. 
The  attempt  to  touch  briefly  all  phases  of  ophthal- 
mology necessarily  sacrifices  some  accuracy. 

Some  of  the  therapeutic  measures  advocated  by 
the  British  author  will  tend  to  make  his  American 
ophthalmic  cousins  blush.  Thus  the  application  of 
leeches  or  blistering  the  temple  for  the  pain  of 
iritis  is  not  often  considered  in  the  United  States. 
The  use  of  reading  glasses  or  bifocals  in  myopic 
children  is  avoided  by  American  ophthalmologists. 
“Residence  at  the  seaside”  is  not  generally  con- 
sidered “singularly  effective”  in  treatment  of  tu- 
berculosis iritis.  The  fact  that  fluid  type  scleral 
contact  lenses  are  the  only  contact  lenses  men- 
tioned indicates  that  in  this  field,  too,  the  text  is 
outdated. 


Orr’s  Operations  of  General  Surgery:  By  George  A.  Higgins, 
M.D.,  and  Thomas  G.  Orr,  Jr.,  M.D.  3rd  edition.  Philadelphia, 
W.  B.  Saunders  Company,  1958.  1016  p.  Price:  $20.00. 

This  book  is  a complete  revision  of  the  late 
Dr.  Orr’s  previous  work.  It  was  accepted  as  a 
challenge  by  his  associates  after  his  sudden  death 
while  the  book  was  in  preparation.  The  text  clearly 
describes  many  of  the  technics  used  in  general 
surgery  in  a manner  which  is  completely  under- 
standable to  any  surgeon  who  has  had  training  in 
general  surgery.  The  book  is  surprisingly  broad 
in  its  scope  and  because  of  this  has  to  be  succinct 
in  most  of  the  sections.  In  fact  there  are  some 
obvious  omissions  which  probably  will  be  rectified 
in  subsequent  editions.  For  example,  in  the  section 
dealing  with  skin  grafts  no  mention  is  made  of  the 
electric  dermatome  which  is  probably  more  widely 
used  for  procuring  split-thickness  skin  grafts  than 
any  other  apparatus.  Similarly  in  the  section  deal- 
ing with  the  treatment  of  varicose  veins,  the  lesser 
saphenous  system  is  not  mentioned. 

Of  outstanding  importance  is  the  excellence  of 
the  illustrations.  Their  position  in  relation  to  the 
text  demonstrates  the  publisher’s  insight  in  the 
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need  for  that  close  association. 

This  book  will  be  particularly  helpful  to  the 
general  surgeon  of  long  experience  who  wishes  to 
refresh  himself  with  new  technics  as  well  as  to 
the  recently  graduated  surgical  resident  who  may 
want  to  compare  the  technics  he  has  just  learned 
with  those  of  the  experienced  masters. 

Bernard  T.  Daniels,  M.D. 

Drugs  of  Choice  1958-1959:  Walter  Modell,  editor.  St.  Louis, 
C.  V.  Mosby,  1958.  931  p.  Price:  $12.75. 

Drugs  of  Choice  is  a compendium  of  essays 
dealing  with  the  selection  of  drugs  for  various 
therapeutic  problems.  The  chapters  are  generally 
well-written  by  men  conversant  with  the  particu- 
lar problem.  As  in  all  works  of  this  nature  some 
chapters  are  far  better  than  others  and  some 
authors  tend  to  overemphasize  their  favorite  drugs 
and  ideas. 

The  essays  are  meant  only  as  a guide  to  the 
drugs  available  and  thus  the  choice.  To  paraphrase 
one  author:  “The  indications  and  pharmacological 
considerations  of  the  drugs  discussed  are  indeed 
important  bits  of  information.  However,  the  physi- 
ologic aspect  to  the  patient  that  these  . . . agents 
produce  when  well  administered  is  minute  in 
comparison  with  the  physiologic  upheavals  that 
develop  when  the  same  agents  are  given  by  those 
who  do  not  understand  the  changes”  in  various 
functions  that  result. 

The  essays  attempt  to  explain  the  effects  of 
the  drugs  and  the  changes  produced.  This  is  truly 
a book  to  stimulate  thinking.  There  are  no  pat 
answers,  with  a specific  drug  for  each  condition, 
but  instead,  the  advantages  and  disadvantages  of 
the  more  common  ones  are  discussed.  The  final 
decision  is  left  to  the  individual  practitioner. 

Donald  W.  Stein,  M.D. 

Ciba  Foundation  CoIIoquia  on  Endocrinology,  volume  II: 
Hormones  in  Blood.  Boston,  Little,  Brown,  1958.  416  p.  Price: 
$9.00. 

This  is  a collection  of  papers  and  discussions 
related  to  measurement  of  hormones  in  the  blood, 
given  at  an  international  conference,  in  February, 
1957.  Keynote  of  the  meeting,  sponsored  by  The 
Ciba  Foundation,  was  “Back  to  Blood,”  emphasiz- 


ing the  need  for  improved  methods  in  chemical 
analyses  or  bioassay  of  circulating  hormones. 
Thirty-five  international  authorities  and  investi- 
gators participated. 

Clinicians  are  aware  of  the  relatively  crude, 
often  inaccurate,  and  usually  indirect  methods  of 
hormone  assays  presently  available.  Protein  bound 
iodine  levels,  directly  reflecting  the  amount  of 
circulating  thyroxin,  is  the  happy  exception.  Re- 
cent advancements  are  documented  and  difficulties 
still  to  be  overcome  are  discussed. 

Those  interested  in  hormones  will  find  here  a 
wealth  of  information  and  challenging  ideas. 

J.  Philip  Clarke,  M.D. 

Water  and  Electrolyte  Metabolism  in  Relation  to  Age  and 
Sex.  Ciba  Foundation  CoIIoquia  on  Aging.  Vol.  4.  Boston, 
Little,  Brown  & Company,  1958.  327  p.  Price:  $8.50. 

Very  few  medical  workers  in  these  times  are 
unacquainted  with  the  various  series  of  publica- 
tions by  the  Ciba  Foundation.  The  CoIIoquia  on 
Aging  are  of  the  expected  high  calibre.  The  pre- 
vious volume  includes  studies  on  the  pathological 
and  mental  aspects  of  aging.  The  present  contri- 
bution concerns  a subject  of  exceptionally  wide 
interest,  and  with  much  credit  to  the  authors  and 
editors  it  proceeds  in  a pleasingly  readable  man- 
ner. 

This  is  a presentation  of  fine  points  in  physi- 
ology rather  than  of  any  broad  principles,  and 
thus  it  is  difficult  to  give  an  appreciation  of  the 
scope  of  the  conference.  Eighteen  papers  were 
presented,  many  of  which  elucidated  the  changes 
and  development  of  renal  function  in  the  newborn 
and  the  regulation  of  body  water.  A particularly 
graphic  study  was  presented  by  Kerpel-Fronius 
of  Hungary  who  showed  that  while  proportion  of 
total  body  water  in  infants  was  comparable  to 
that  in  adults  on  basis  of  body  weight,  metabolic 
indicators  such  as  cardiac  output  and  oxygen  con- 
sumption were  extremely  high;  any  loss  of  the 
limited  reserves  in  infants  would  be  rapidly  felt 
by  the  disproportionate  and  already  “strained” 
circulation.  Hormonal  relationships  to  water  and 
salt  changes  are,  of  course,  variable  with  the  func- 
tional state  of  the  glands  in  regard  to  age.  The 
decline  in  renal  function  in  the  years  beyond  20 
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was  clearly  pictured  for  otherwise  young-feeling 
adults.  N.  W.  Shock  of  Baltimore  has  shown  by 
combinations  of  clearances  that  apparently  indi- 
vidual nephrons  drop  out  as  a whole,  and  that 
there  is  in  addition  a decrease  in  tubular  blood 
flow  as  might  be  expected  with  aging  arterioles; 
these  blood  vessels  surprisingly,  however,  are  not 
irreversibly  narrowed  but  dilate  to  normal  size  in 
response  to  pyrogens.  Following  each  paper  the 
27  authorities  present  participated  in  what  might 
be  called  “brainstorming”  sessions  designed  to 
relate  usually  unallied  fields  of  study.  These  dis- 
cussions are  worth  the  price  of  admission;  some 
of  the  best  ideas  may  arise  in  the  interchange 
between  researcher  and  clinician,  further  elucida- 
tion of  statements  is  gained  through  questions  and 
comparisons,  and  international  competition  and 
criticism  can  on  occasion  be  more  than  diverting. 

William  A.  Campbell,  M.D. 

Convulsive  Disorders  of  Children;  By  Dora  Hsi-Chih  Chao, 
M.D.,  Ralph  Druckman,  M.D.,  and  Peter  Kellaway,  A.M.,  Ph.D. 
Phila.,  W.  B.  Saunders  Company,  1958.  151  p.  Price:  $6.00. 

For  ten  years,  a pediatric  seizure  unit  with  the 
unlikely  name  of  the  Blue  Bird  Circle  Children’s 
Clinic  has  operated  as  part  of  the  Baylor  Uni- 
versity College  of  Medicine  in  Houston,  Texas. 
Supervision  and  direction  of  the  affairs  of  this 
clinic  have  been  undertaken  largely  by  the  authors 
of  this  book,  namely,  a pediatrician,  a neurologist, 
and  a physiologist.  The  book  itself  is  a revised 
version  of  a manual  on  convulsive  disorders  which 
the  authors  originally  prepared  for  the  use  of 
residents  in  the  Blue  Bird  Circle  Children’s  Clinic. 
It  is  an  attempt  to  provide  a concise  and  simple 
review  of  diagnosis,  treatment,  and  management 
of  the  convulsive  disorders  and  is  based  primarily 
on  the  data  collected  and  developed  in  the  clinic 
since  its  establishment  in  1949.  The  emphasis  is 
clinical  but  sufficient  physiology  and  pathology 
are  given  to  afford  the  reader  an  understanding 
of  the  fundamental  mechanism  involved. 

An  attempt  is  made  to  drop  the  terms  “grand 
mal”  and  “petit  mal”  because  the  latter  particular- 
ly is  a term  used  with  many  different  meanings 
and  its  general  usefulness  has  become  limited. 
Consequently,  classification  of  the  convulsive  dis- 


orders is  given  as  follows:  (1)  idiopathic  (or 
genetic)  epilepsy;  (2)  symptomatic  epilepsy;  and 
(3)  conditions  related  to  or  confused  with  epilepsy 
(such  as  benign  febrile  convulsions  and  breath 
holding). 

Idiopathic  epilepsy  is  further  divided  into  (1) 
lapse  or  absence  attacks;  (2)  myoclonic  jerks; 
(3)  akinetic  attacks;  (4)  automatisms;  and  (5) 
generalized  convulsions. 

Symptomatic  seizures  are  defined  as  those  re- 
sulting from  a lesion  of  the  brain,  whereas  condi- 
tions which  are  related  to  or  which  may  be  con- 
fused with  epilepsy  are  those  disorders  in  which 
there  are  convulsive  attacks  but  in  which  there 
is  a necessary  and  invariable  extra-cerebral  ex- 
cessory  factor.  Such  conditions  include  convulsions 
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HIGHLIGHTS  FROM  THE  A.M.  A.  COUNCIL  ON  DRUGS 
REPORT  ON  TRIAMCINOLONE 


y.A.M.A.  169:257  (Januarj'  17)  1959. 

“It  [triamcinolone]  has  an  anti-inflammatory  potency  greater  than  an  equal 
amount  of  prednisolone:  i.e.,  comparable  suppressive  effects  may  usually 
be  achieved  with  lower  doses  of  triamcinolone  than  with  prednisolone.” 

“Triamcinolone  lacks  the  sodium-retaining  and  edema-producing  effects  of 
most  other  glucocorticoids.  During  the  first  several  days  of  administra- 
tion, it  may  cause  a loss  of  sodium  from  the  body;  an  initial  mild  diuretic 
action  is  frequently  observed,  whether  the  patient  is  frankly  edematous  or 
not.  This  is  in  contrast  to  the  definite  sodium-retaining  and  fluid-retaining 
properties  of  cortisone  and  hydrocortisone  and  to  a much  lesser  extent  with 
prednisone  and  prednisolone.” 

“Except  in  exceedingly  large  doses,  triamcinolone  apparently  has  no  con- 
sistent effect  on  potassium  excretion.  Hence,  neither  sodium  restriction 
nor  potassium  supplementation  is  ordinarily  required  during  therapy  with 
this  agent.” 

“As  with  other  glucocorticoids,  the  long-term  administration  of  triamcino- 
lone results  in  definite  catabolic  effects,  as  indicated  by  impairment  of 
carbohydrate  utilization  and  negative  protein  and  calcium  balance.  This 
catabolic  effect,  coupled  with  a lack  of  appetite  stimulation  which  is  appar- 
ently peculiar  to  triamcinolone,  may  produce  weight  loss  that  might  be 
undesirable  in  some  patients  treated  for  long  periods  of  time.” 

“...the  voracious  appetite,  with  weight  gain  and  euphoria,  characteristic 
of  other  steroids,  is  not  seen  with  administration  of  triamcinolone.” 

“Triamcinolone  has  been  used  for  the  management  of  a wide  variety  of 
clinical  conditions  usually  considered  amenable  to  systemic  steroid  therapy. 
These  have  included  rheumatoid  arthritis  and  other  collagen  diseases, 
allergic  and  dermatological  disorders,  certain  leukemias  and  malignant 
lymphomas,  the  nephrotic  syndrome,  pulmonary  emphysema  and  fibrosis, 
acute  bursitis,  rheumatic  fever,  and  certain  blood  dyscrasias.  Although 
clinical  experience  with  the  drug  in  some  of  the  foregoing  conditions  is 
not  extensive,  the  many  similarities  in  action  between  triamcinolone  and 
other  potent  glucocorticoids  would  indicate  a usefulness  for  triamcinolone 
akin  to  that  of  other  agents  of  this  class.” 
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“There  is  some  evidence  that  triamcinolone  is  more  effective  at  a smaller 
dosage  than  are  other  steroids  in  controlling  both  the  skin  and  joint  lesions 
in  psoriasis,  whether  or  not  complicated  by  arthropathy.” 

“Triamcinolone  appears  to  compare  favorably  with  other  steroids  for  use  in 
those  situations  in  which  edema  and  sodium  retention  have  been  compli- 
cating problems.” 

“It  [triamcinolone]  may  also  be  the  steroid  of  choice  for  patients  in  whom 
psychic  stimulation,  euphoria,  voracious  appetite,  and  weight  gain  should 
be  avoided.” 

“...the  drug  [triamcinolone]  does  produce  the  other  side  effects  and  un- 
toward reactions  common  to  the  glucocorticoids.  At  therapeutically  equiv- 
alent doses,  the  frequency  and  severity  of  clinical  manifestations  of  hyper- 
adrenalism  — rounding  of  the  face,  fat  deposition,  and  hirsutism  — - are 
essentially  the  same.  Likewise,  there  is  little  indication  that  the  relative 
incidence  of  osteoporosis  is  materially  decreased  after  the  long-term  use 
of  the  drug.” 

“Triamcinolone  apparently  does  not  cause  the  euphoria  sometimes  seen 
with  other  steroids,  and  the  occurrence  of  mental  depressions  is  uncom- 
mon.” 

“Current  evidence  suggests  that  the  drug  [triamcinolone]  may  not  produce 
as  high  an  incidence  of  peptic  ulcer  as  do  other  steroids.” 

“Cutaneous  erytheiua  seems  to  be  a side  effect  peculiar  to  triamcinolone.” 

“The  usual  contraindications  and  precautions  of  glucocorticoid  therapy 
should  be  followed  in  the  use  of  triamcinolone,  keeping  in  mind  that  pro- 
longed therapy  with  this  drug  will  suppress  the  function  of  the  patient’s 
own  adrenals  by  interfering  with  the  pituitary-adrenal  axis.” 


Supplied:  1 mg.  scored  tablets  (yellow) 
*2  mg.  scored  tablets  (pink) 

4 mg.  scored  tablets  (white) 
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The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifenstein.^  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 

Eichner,®  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  ( 1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%)  of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  (100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.^  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 

DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function;  production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 


Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 

References : 1.  Reifenstein,  E.  C.,  Jr.:  Annals  N,  T.  Acad,  Set.  71:762  (July  30)  1958.  2.  Boschann, 
H-W.:  ibid.,  p.  727.  3.  Eichner,  E.:  ibid.,  p.  787.  4.  Hodgkinson,  C.  P.;  Igna,  E.  J.,  and  Bukeavich, 
A.  P. : Am.  J.  Obst.  and  Gyn.  76 :279,  1958. 
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The  Colorado  State  Medical  Society 

Rocky  Mountain  Medical  Conference, 

September  8-11,  1959 
Denver 

President:  John  I.  Zarit  (Chairman  of  the  Board),  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1959. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  1960;  (Alternate,  Irvin  E.  Hendryson,  Denver, 
1960);  E,  H.  Munro,  Grand  Junction,  1960;  (Alaternate,  Harlan 
E.  McClure,  Lamar,  1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  Telephone  AComa  2-0547. 


Montana  Medical  Association 

Annual  Meeting,  September  17-19,  1959 
Butte 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 

Acting  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 
Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association:  Paul  J.  Gang, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 


ARTIFICIAL  EYES 

Plostic  eyes  ond  gloss 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  have.  In  busi- 
ness since  1 906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephuuo  MA.  3-S638 

330  University  Bldg.  910  Ifith  St.  Denver  2,  Cola. 


Nevada  State  Medical  Association 

Annual  Meeting,  August  19-22,  1959 
Reno 

President;  Roland  Stalir,  Reno. 

President-elect:  Ernest  W.  Mack,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno:  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno:  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretory:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188.  Reno; 
telephone  PA.  3-6788. 


New  Mexico  Medical  Society 

President:  James  C.  Sedgwick,  Las  Cruce,s. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President;  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Councilors:  Junius  A.  Evans,  Las  Vegas,  1959;  Aaron  E.  Mar- 
gulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farmington,  1960; 
George  Prothro,  Clovis,  1960;  Gerald  Slusser,  Artesia,  1960; 
W.  J.  Hossley,  Deming,  1961;  Guy  Rader,  Albuquerque,  1961. 
Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Ro.swell,  1969;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  CH  2-2102. 

The  Utah  State  Medical  Association 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County,  1960. 

A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford  Rees, 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar  City; 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E.  Jorgenson, 
Provo. 

Executive  Committee:  U.  R.  Bryner,  Salt  Lake  City,  Chair- 
man; Reed  W.  Farnsworth,  Cedar  City;  I.  Bruce  McQuarrie, 
Ogden;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dal- 
rymple, Salt  Lake  City. 

Delegate  t®  American  Medical  Associatltm,  19S7-19S9;  Kenneth 

B.  Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 

The  Wyoming  State  Medical  Society 

Annual  Session,  June  11-14,  1959 
Jackson  Lake  Lodge 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vic®  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary;  S.  J.  Giovale,  Cheyenne. 

Treasnifer;  C.  D.  Anton,  Sheridan. 

Conncilcrs:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrlngton;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Teton 
County,  Robert  Knapp,  Pinedale;  Uinta  County,  Joseph 
Whalen,  Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe, 
Newcastle:  Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
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due  to  excessive  fever,  hypoglycemia,  toxins,  and 
anoxia. 

The  authors  then  proceed  to  enlarge  on  each 
variety  of  seizure  defined  in  the  classification  and 
to  list  the  methods  of  investigation  and  the  treat- 
ment of  each  type.  There  is  a chapter  on  electro- 
encephalography and  a well  written  chapter  on 
seizure  management.  A drug  table  is  placed  at 
the  end  of  the  book,  and  the  drugs  used  are  most 
of  those  now  regarded  as  old  standbys  and  valu- 
able recent  additions  in  the  field  of  convulsion 
pharmacology. 

This  is  a valuable  book  for  pediatricians  and 
neurologists  alike,  because  of  its  effort  to  simplify 
a complex  field  and  because  of  the  reasonable 
method  of  approach.  Just  as  an  artist  becomes 
accustomed  to  a palette  of  several  well  established 
pigments,  so  the  pediatrician  who  uses  this  book 
will  learn  more  about  seizures  as  he  sees  them  in 
his  practice  than  if  he  attempted  to  correlate  the 
information  provided  by  numerous  books  in  the 
field. 

This  reviewer  found  no  disadvantages  or  er- 
roneous statements  and  regards  this  volume  as  a 
valuable  addition  to  the  standard  sections  on 
epilepsy  in  the  accepted  pediatric  texts. 

S.  E.  Wheelock,  M.D. 

Practical  Dermatology:  By  George  M.  Lewis,  M.D.,  Professor 
of  Clinical  Medicine  (Dermatology),  Cornell  University  Medi- 
cal College.  Second  Edition.  Phila.,  W.  B.  Saunders  Company, 
1959.  363  p.  Price:  $8.50. 

This  book  retains  all  the  features  of  the  first 
edition  published  seven  years  ago.  Alterations  in 
the  text  have  been  made  to  bring  it  up-to-date, 
and  numerous  new  illustrations  have  been  added. 
The  symptoms,  differential  diagnosis,  etiology, 
pathology,  and  treatment  of  each  skin  ailment  is 
presented  as  succinctly  as  possible.  A chapter  on 
basic  sciences  in  dermatology  has  been  added.  The 
black  and  white  illustrations  are  of  exceptionally 
high  standard,  and  well  selected.  The  photographs 
are  excellent.  Many  of  the  diseases  depicted  can 
be  recognized  without  the  help  of  the  identifying 
caption.  The  author  makes  it  very  clear  in  the 


preface  that  it  is  not  his  intention  to  write  a 
treatise  on  dermatology,  but  a practical  book  for 
the  medical  student  and  medical  practitioner.  He 
has  succeeded  in  this  objective. 

Egbert  J.  Henschel,  M.D. 

Review  of  Physiolog^ical  Chemistry:  By  Harold  A.  Harper, 
Ph.D.  Sixth  edition.  Los  Altos,  Calif.,  Lange  Medical  Publica- 
tions, 1957.  376  p.  Price:  $4.50. 

This  review  of  the  chemistry  of  the  bodily 
functions  is  notable  for  its  clarity  and  its  perti- 
nence to  clinical  medicine.  The  material  is  care- 
fully organized  and  the  presentation  is  concise 
yet  the  text  is  sufficient  to  present  significant 
detail.  The  emphasis  is  on  currently  accepted  non- 
speculative  concepts  of  biochemistry.  The  sections 
on  general  and  physical  chemistry  present  in  pre- 
vious editions  have  been  omitted  so  that  new 
chapters  dealing  with  the  subject  of  metabolism 
could  be  added. 

This  book  is  useful  as  a review  for  state  board 
and  other  examinations.  As  a supplementary  guide 
for  students  it  gives  an  over-all  view  of  the  sub- 
ject which  is  difficult  to  find  in  the  necessarily 
longer  and  more  detailed  standard  texts.  Finally, 
it  is  admirably  suited  for  those  clinicians  who 
wish  to  keep  up  to  date  in  this  basic  science. 

David  R.  Rice,  M.D. 

T racheotomy  cont.  from  72 
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NON-SECTARIAN— NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 
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WANT  ADS 


PRACTICE  AVAILABLE — established  Colorado  gen- 
eral practice  in  Western  Slope  city  of  12,000  popu- 
lation, 100-bed  hospital;  leaving  for  residency.  Write 
Box  5-12,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Building,  Denver  2,  Colorado.  5-12 


GENERAL  PRACTITIONER  WANTED:  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana.  34TF 


PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to;  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 


SPACE  available  in  new  air  conditioned  Medical  Build- 
ing in  Colorado  Springs,  Colorado.  Location  excel- 
lent for  Generalists,  Specialists,  or  Dentists.  Ample 
off  'street  parking.  Near  new  hospital  and  adjacent 
to  a large  shopping  center.  Will  partition  to  suit. 
E.  H.  Vincent,  M.D.,  Suite  No.  1,  Madison  Medical 
Building,  2121  North  Weber  Street,  Colorado  Springs, 
Colorado.  Phone  MElrose  2-9386.  4 TF. 


GENERAL  SURGEON,  Certified,  33,  wants  to  locate 
in  southern  half  of  Rocky  Mountain  area.  Write 
Box  4-13,  835  Republic  Building,  Denver  2,  Colorado. 


"LOCUM  TENENS.  Would  like  temporary  medical 
location  (practice)  during  month  of  July  between 
end  of  internship  and  duty  with  Medical  Corps,  U.  S. 
Army.  Have  (Colorado  medical  license.  Married. 
Please  contact  B.  R.  Withers,  M.D.,  1216  Clayton 
Street,  Denver  6,  Colorado.” 


FOR  RENT — Ear,  Nose  and  Throat  space.  Afternoons. 

Fully  equipped  offices  in  the  Republic  Building. 
Call  EAst  2-1772  evenings.  521 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


RELIABLE  DRUGGISTS 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


FOR  RENT:  Physicians’  offices  available  in  new  Medi- 
cal Center  in  busy  Northeast  Colorado  Springs. 
Possibilities  unlimited  for  Pediatrician,  Obstetrician, 
Internist  and  Endocrinologist.  Please  investigate. 
Will  install  $2,000.00  free  partitioning,  plumbing,  etc., 
to  suit.  Air  conditioned.  100  car  parking.  E.  Nirk, 
2621  Holiday  Lane,  Colorado  Springs.  ME.  4-8978.  4-3 


MEDICAL  DENTAL  ARTIST — Illustrations,  charts, 
graphs,  medical  animations,  exhibits.  Formerly  on 
staff.  University  of  Illinois  Medical-Dental  School. 
Reference:  Local  and  national  member  of  Association 
of  Medical  Illustrators.  Burr  Bush,  3150  South  Hum- 
boldt Street,  Englewood,  Colorado,  SUnset  1-3389.  5-53 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association.  P.  O.  Box  188, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


FOR  SALE:  Modern  Medical  Clinic,  fully  equipped. 

Good  location.  Modern  35  bed  hospital  three  blocks 
away.  Practice  well  established.  Asking  price  same 
as  gross  for  one  year.  Gross,  $40,000  cash  last  eight 
months.  Buyer  should  do  major  surgery.  New  ultra 
modern  brick  home  also  for  sale.  Write  Box  5-lTF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  Shown  by  appointment.  5-ltf 


WANTED:  General  Practitioner,  excellent  opportunity. 

In  new  office  building  with  three  well  established 
physicians.  Immediate  practice  assured,  located  in  the 
southwest  in  an  industrial,  tourist  and  farming  com- 
munity. Write  Box  5-22,  Rocky  Mountain  Medical 
Journal  835  Republic  Building,  Denver  2,  Colo.  5-22 


FOR  SALE — Internal  Medicine  Practice,  established 
five  years;  centrally  located  in  mid-town  Denver 
hospital  area;  well-equipped  office  with  complete  files; 
will  sell  with  or  without  equipment;  terms  arranged; 
moving  out  of  state.  Write  Box  5-31,  Rocky  Mountain 
Medical  Journal,  835  Republic  Building,  Denver  2, 
Colorado. 
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The  leading  site  of  cancer  today  is  the  colon  and  rectum.  In  1958,  58,000 
new  cases  were  diagnosed. 

The  present  5-year  survival  rate  for  these  cancers  is  less  than  30%. 
This  figure  could  be  greatly  increased  by  closing  the  very  wide  gap  between 
actual  and  possible  survival  rates. 

Earlier  diagnosis  is  an  immediate  requirement.  The  American  Cancer 
Society  constantly  stresses  the  importance  of  annual  health  checkups  for 
all  adults,  and  urges  physicians  to  employ  digital  and  proctoscopic  exam- 
ination of  the  rectum  and  colon  to  find  cancer  in  an  early  stage. 

With  your  assistance,  doctor,  in  persuading  patients  to  accept  these 
uncomfortable,  time-consuming  procedures,  the  gap  between  actual  and 
possible  survival  rates  could  be  rapidly  closed. 

AMERICAN  CANCER  SOCIETY 
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OEXAMETHASONE 


more 


a new  order  of  magnitude  in  corticosteroid  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 

A recent  evaluation  of  corticosteroids  in  ophthalmologyt  concludes  that 
DECADRON  “offers  a superior  degree  of  anti-inflammatory  effect  with  a 
minimum  of  side  effects.’’ 

Note:  Corticosteroid  therapy  is  contraindicated  in  dendritic  ulcer,  herpes  Simplex  and  fungal  keratitis. 
iGordon,  D.  M.:  North  Carolina  Mi.  J.  19:473  (November)  1958, 

Additional  literature  is  available  to  physicians  on  request. 

DECADRON  IS  a trademark  of  Merck  & Co.,  Inc. 

mAq  MERCK  SHARP  & DOHME 

Vr  DlViaiON  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


SQUIBB  ANNOUNCES 


NEW 


RAUTRAX 


RAUDIXIN 

Squibb  Standardized 

Whole  Root  Rauwolfia  Serpentina 

FLUMETHIAZIDE 


POTASSIUM  CHLORIDE 


A LOGICAL  COMBINATION  RAUDIXIN  ENHANCED 
BY  AN  ENTIRELY  NEW  DIURETIC  — FLUMETHIAZIDE 


THUS  SQUIBB  OFFERS  YOU  GREATER  LATITUDE  IN  SOLVING  THE  PROBLEM  OF 


HYPERTENSION 


WITHOUT  FEAR  OF  SIGNIFICANT  POTASSIUM  DEPLETIONi-3 


Rautrax  combines  Raudixin  with  flumethiazide  — the  new,  safe 
nonmercurial  diuretic— ior  control  of  all  degrees  of  hyperten- 
sion. Clinicians  report  it  safely  and  rapidly  eliminates  excess 
extracellular  sodium  and  water  without  potassium  depletion.i-3 
Potassium  loss  is  less  than  with  any  other  nonmercurial  diuretic.i 
Moreover,  the  inclusion  of  supplemental  potassium  chloride  in 
Rautrax  provides  added  protection  against  potassium  and  chlo- 
ride depletion  in  the  long-term  management  of  hypertension. 

Through  this  dependable  diuretic  action  of  flumethiazide,  the 
clinical  and  subclinical  edema  — so  often  associated  with  cardio- 
vascular disease  — is  rapidly  brought  under  control.2-5  And  once 
Rautrax  has  brought  the  fluid  balance  within  normal  limits, 
continued  administration  does  not  appreciably  alter  the  normal 
serum  electrolyte  pattern.  Flumethiazide  also  potentiates  the 
antihypertensive  action  of  Raudixin.  By  this  unique  dual  action, 
a lower  dosage  of  each  ingredient  effectively  maintains  safe 
antihypertensive  therapy. 


Dosage : 2 to  6 tablets  daily  in  divided  doses 
initially;  may  be  adjusted  within  range  of  1 
to  6 tablets  daily  in  divided  doses.  Note:  In 
hypertensive  patients  already  on  ganglionic 
blocking  agents,  veratrum  and/or  hydrala- 
zine, the  addition  of  Rautrax  necessitates  an 
immediate  dosage  reduction  of  these  agents 
by  at  least  50  % . A similar  reduction  is  neces- 
sary when  these  agents  are  added  to  the 
Rautrax  regimen. 

Supply:  Capsule-shaped  tablets  supplying  50 
mg.  of  Raudixin,  400  mg.  of  flumethiazide,  and 
400  mg.  of  potassium  chloride,  bottles  of  100. 
References:  1.  Moyer,  J.  H.,  and  others:  Am. 
J.  Cardiol.,  3:113  (Jan.)  1959.  • 2.  Bodi,  T., 
and  others:  To  be  published.  Am.  J.  Cardiol., 
(April)  1959.  • 3.  Fuchs,  M.,  and  others: 
Monographs  on  Therapy,  4:43  (April)  1959. 
• 4.  Montero,  A.  C.;  Rochelle,  J.  B.,  Ill,  and 
Ford,  R.  V.:  To  be  published.  • 5.  Rochelle, 
J.  B.,  Ill;  Montero,  A.  C.,  and  Ford,  R.  V.: 
To  be  published. 

LITERATURE  AVAILABLE  ON  REQUEST. 

^RAUDIXIN®*  AND  *RAUTRAX  ARE  SQUIBB  TRADEMARKS 


SqiJiBB 


Squibb  Quality  - the  Priceless  litjrediiiit 
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AS  YOU  LIKE 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “My  intelligence,  such  as  it  is,  has  been  steadily 
decaying  since  the  age  of  twenty.  When  I was 
young  I liked  mathematics.  When  this  became  too 
difficult  for  me,  I took  to  philosophy,  and  when 
philosophy  became  too  difficult,  I took  to  politics. 
Since  then  I have  concentrated  on  detective 
stories.”  Autobiographical  comment  by  Bertrand 
Russell,  “This  is  my  Philosophy,”  edited  by  W. 
Burnett,  1957. 

2.  “Finally,  a word  about  the  aging  individual.  I 
have  already  referred  to  the  effect  of  nicotinic 
acid  in  relieving  the  symptoms  of  cerebral  arteri- 
osclerosis even  when  no  skin  lesions  of  pellagra 
are  seen.  The  lonely,  inactive,  aging  individual, 
edentulous,  lacking  energy  and  often  suffering  the 
aches  and  pains  of  old  age,  presents  a special 
problem  in  nutrition  that  can  be  one  of  the  most 
difficult  to  manage.  I mention  the  problem  here 
only  to  urge  that  you  keep  the  possibility  of  B 
vitamin  malnutrition  in  mind  as  you  care  for 
them.”  Sebrell,  W.  H.,  Jr.:  Some  Clinical  Aspects 
of  Vitamin  B Deficiencies,  Am.  J.  Med.  25:678 
(November)  1958. 

3.  “Evidence  has  been  presented  which  suggests 
that  ‘rum  fits,’  the  spontaneous  convulsions  occur- 
ring during  alcohol  withdrawal  in  patients  who 
are  not  epileptics,  are  due  to  Vitamin  B defi- 
ciency.” Davidson,  Charles  S.:  Diet  in  the  Treat- 
ment of  Liver  Disease,  Am.  J.  Med.  25:692  (No- 
vember) 1958. 

4.  “Most  failures  of  the  sodium  restricted  diet  to 
halt  the  relentless  formation  of  ascites,  thus  lead- 
ing to  inevitable  paracentesis,  are  due  to  lack  of 
knowledge  of  sources  of  sodium  by  the  doctor, 
dietitian  or  patient,  or  lack  of  understanding  of 
the  necessity  of  severe  restriction.  Occasional  pa- 
tients must  have  fluid  restriction  also,  as  they  are 
avid  ‘water  savers,’  but  here  the  restriction  of 
fluids  is  seldom  to  less  than  1,500  to  2,000  cc.  a 
day  and  rarely  if  ever  to  the  point  of  thirst.”  ibid. 
25:694  (November)  1958. 

5.  “Fortunately,  most  patients  with  liver  disease, 
even  when  it  is  severe,  are  not  susceptible  to 


hepatic  coma  so  that,  for  example  diuretics  may 
be  used  and  the  protein  in  a normal  diet  or  even 
a high  protein  diet,  when  desired,  is  harmless. 
Nevertheless,  in  a few  susceptible  patients  the 
typical  manifestations  of  impending  hepatic  coma 
will  develop  which  will  progress  on  to  deep  coma 
and  even  to  a fatal  termination  when  the  protein 
in  the  diet  is  not  tolerated.”  ibid.  25:695  (Novem- 
ber) 1958. 

6.  “The  first  great  thing  is  to  find  yourself,  and  for 
that  you  need  solitude  and  contemplation,  at  least 
sometimes.  I tell  you  deliverance  will  not  come 
from  the  rushing,  noisy  centres  of  civilization.  It 
will  come  from  the  lonely  places.”  Fridtjof  Nansen 
cited  by  Pickering,  Sir  George:  Medicine’s  Chal- 
lenge to  the  Educator,  Brit.  M.  J.  2:1118  (Nov.  18) 
1958. 

7.  “The  closure  of  a proved  atrial  septal  defect  can 
now  be  regarded  in  the  same  light  as  a persistent 
ductus;  that  is,  to  prevent  the  ill  effects  of  the 
shunt  on  the  heart  and  pulmonary  bed.  It  is  quite 
wrong  to  wait  for  the  development  of  symptoms.” 
Chin,  E.  F.,  and  Ross,  D.  N.:  Surgery  of  Atrial 
Septal  Defects,  Brit.  M.  J.  2:1131  (Nov.  18)  1958. 

8.  “We  general  practitioners  have  borne  the  brunt 
of  these  attacks  for  long  enough  and  now  we  must 
unite  and  fight  these  pharmaceutical  firms  who, 
using  all  the  wiles  and  subtleties  known  to  adver- 
tisement psychologists,  try  to  degrade  our  profes- 
sion by  badgering  us  into  using  their  drugs.  They 
have  studied  us  and  worked  upon  us  as  if  we 
were  a band  of  immoral  morons,  who,  if  bribed 
with  free  gifts  and  outings  and  given  free  samples 
and  pretty  pictures  by  well-groomed  men  of  charm 
and  wit,  will  prescribe  anything  they  happen  to 
suggest  to  us.”  Rayner,  Mary  M.:  Correspondence: 
Pharmaceutical  Houses  and  the  Doctor,  Brit.  M.  J. 
2:1291  (Nov.  8)  1958. 

9.  “Experience  in  the  last  15  years  has  revealed 
that  about  40  per  cent  of  patients  with  auto- 
immune hemolytic  anemia  have  an  underlying 
disease,  most  frequently  lymphoma,  lymphocytic 
leukemia,  or  diffuse  collagen  disease.”  Young, 

continued  on  121 
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CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


How  can  the  problem  of 'postchole- 
cystectomy syndrome'  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G.:  J.  Internal.  Coll.  Surgeons  2<?:394,  1957. 


for  pre-  and  postoperative 
management  of  biliary 
tract  disorders . 


DECHOLIN 


"therapeutic  bile" 


//ydrocholeresis  with  Decholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile . . . 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

hi  functional  G.I.  distress...  DECHOLir 

with  BELLADONNA 


• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  14  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY,  INC 
Elkhart  « Indiana 
Toronto  • Conoda 


6 


Rocky  Mountain  Medical  Journal 


accelerate  convalescence  with  nutritional  therapy 


Complete  food,  Mead  Johnson 

powder 


When  you  prescribe  Sustagen  during  convalescence,  you 
help  fulfill  the  critical  needs  of  your  patients  for  increased 
amounts  of  calories,  protein  and  vitamins.  “In  some 
instances  of  acute  illnesses,  injury,  or  surgery,  intensive 
nutritional  therapy  may  be  the  deciding  factor  in  the 
outcome.”!  Sustagen,  because  it  generously  supplies 
all  known  essential  nutrients  in  convenient  concentrated 
form,  helps  speed  recovery. 


Mead  Johnson 

Symbol  of  service  in  medicine 


pern,  S.  L.;  Ann.  New  York  Acad.  Sc.  63;  147-164  (Oct.  28)  1955. 


SU  I59M 


Two  years  ago  a mafority  of  the  members 
of  the  Colorado  State  Medical  Society 
indicated  they  would  support  a new  Com- 
pany, owned  solely  by  Doctors  and 
designed  to  create  competition  and  reduce 
the  high  rates  charged  for  professional 
liability  protection. 


Empire  Casualty  Company  has  now  com- 
pleted its  first  year  in  business  and  has 
been  instrumental  in  getting  rates  reduced 
about  25%  for  the  benefit  of  all. 

A great  many  members  of  Colorado  State 
Medical  Society  are  participating  . . . 
Why  don't  you  call  or  write  for  further 
information? 


CARL  W.  OHLIN 
Insurance  Department 


201  Security  B!dg. 


Operating  Management 

Denver,  Colorado 


AComa  2-8621 
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wine . . . 

Balm  for 

the  Convalescent 
and 

^^Milk”  for  the  Aged 


Whether  nine  be  considered  as  digestive  aid,  food, 
gentle  sedative  or  tonic  medicine,  it  is  indisputedly  a 
boon  to  the  aged,  the  debilitated  and  the  convalescent. 


Appetite 

Stiniulant’  Used  as  an  aperitif,  wine,  through  its  content  of  alcohol,  its 

esters,  aroma  and  flavor,  excites  the  olfactory  sense  and 
the  gustatory  papillae— in  a word,  is  a stimulus  to  appetite. 


Digestive 

Aid... 


Wine  has  been  found  to  increase  salivary  flow  and  stimu- 
late gastric  secretion.  As  such,  it  is  a welcome  resource  for 
aged  persons  and  convalescents  whose  digestion  languishes. 


Food... 


Wine  provides  two  types  of  food  elements— those  supply- 
ing energy,  and  nutritive  elements  found  in  the  grape 
which  contribute  to  bodily  maintenance. 


Gentle 

Sedative. 


Described  as  the  safest  of  all  sedatives,  wine  can  often  dispel 
the  anxieties,  fears,  emotional  pressures  and  insomnia  of 
old  age  and  prolonged  illness. 


These  and  other  therapeutic  uses  of  wine  are  discussed  in 
"Uses  of  Wine  in  Medical  Practice.”  For  your  free  copy 
write— Wine  Advisory  Board,  717  Market  Street,  San 
Francisco  3,  California. 
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. ..x-tra  value  x-ray  supplies 


there's  no  defay  the  G.E.  way 

Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 

No  need  for  “scatter-buying”  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 

Tigress  k Our  Most  Imporfanf-  Fhduef 

GENERAL^  ELECTRIC 

DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 

DALLAS 

1616  Oak  Lawn  Ave.  • Riverside  1-1568 
DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 

SALT  LAKE  CITY 

2!5  S 4th.  E.  • EMpire  3-2701 


EXAMPLE: 

Continuous  eash  savings — with  G-E 
SUPERMIX®  film  processing  chemicals, 
today’s  lowest-priced  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer -neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 

RESIDENT  REPRESENTATIVES 
ALBUQUERQUE 

C.  C.  CARTER.  708  California  St.,  S.  E.  • Phone  3-3530 
BILLINGS 

W.  D.  SHAW,  2005  Yellowstone  • Phone  9-9660 

COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 

EL  PASO 

T.  B.  MOORE,  8303  Magnetic  Street  • SKyline  5-4474 
MISSOULA 

J.  W.  TREDIK,  429  South  5th,  E.  • Phone  9-''f'.55 


% 


£ 


New  revitalizing  tonic 
brightens 

the  second  half  of  life! 


Ritonic 


0.. 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 

gonadal  function  — ritonic  meets  all  these  problems  of  middle  age  and 

senile  let-down.  The  unique  combination  of  RITALIN,  the 

safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium, 

and  hormones  acts  to  renew  vitality,  re-establish  hormonal 

and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . .”i  “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being.’" 


PRESCRIBE  RITONIC 
for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains : 


Ritalin®  hydrochlonde 

5 mg. 

methyltestostei-one 

1.25  mg. 

ethinyl  estradiol 

5 micrograms 

thiamin  ( vitamin  Bi ) 

5 mg. 

riboflavin  ( vitamin  B2) 

1 mg. 

py^-idoxin  (vitamin  Be) 

2 mg. 

vitamin  B12  activity 

2 micrograms 

nicotinamide 

25  mg. 

dicalcium  phosphate 

250  mg. 

Dosage : 
Supplied  : 
References : 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. ; J.  Am.  Geriatrics  Soc.  6 : 534  (July)  1958. 

2.  Bachrach,  S. : To  be  published. 

hydrochloride  (methylphenidate  hydrochloride  CIBA) 


C I B A 


SUMMIT.  N.  i. 


X/2«SS«S 
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ANNOUNCING &/_ 

THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTION 
OF  ALUMINUM  HYDROXIDE  IN  1929 


Can  antacid  therapy  be 

made  more  effective? 


i 

It 

It 

t 

I 


ANTACID 

TABLETS 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short  poly- 
mer  dried  aluminum  hydroxide  gel,  stabilized  with  hexitol,  with  75  mg.  magnesium  hydroxide. 


I ! 


1.  Neutralizes  acid  faster  {quicker  relief)  ^ \ | 

2.  Neutralizes  more  acid  (greater  relief) 

S.  Neutralizes  acid  longer  ( more  lasting  relief)  ^ i 

4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


HEXITOL 


I*  a new  high  in  effectiveness 
and  palatability 


HO 

OH  \ 

OH  0 

1 H 

1 H 

1 II 

Al-O- 

->Al-0^ 

1 

->.\i-o-c-ox 

1 

I 

HO 

^OII  j 

OH 

n 

n is  at  least  I and  averages  less  than  6.  X is  a cation. 


Creamalin  neutralizes  more  acid  faster 

Quicker  Relief  • Greater  Reliel 


Tablets  were  powdered  and  suspended  in  distilled  water 
In  a constant  temperature  container  (37°  C)  equipped 
with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
acid  was  Padded  as  needed  to  maintain  pH  at  3.5.  Volume  of 


Creamalin  neutralizes  more  acid  lo)ige r 

More  Lasting  Relief 


*HinkeI,  E.  T.,  Jr,  Fisher,  M.  P.  and  Talnter,  M.  L.:  A new  highly  reactive 
aluminum  hydroxide  complex  for  gastric  hyperacidily.  To  be  published* 
♦♦ph  stayed  below  3. 


No  chalky  taste.  New  Creamalin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

. NO  ACID  REBOUND  • NO  CONSTIPATION 
. NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity:  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
STvallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORIES  • NEW  YORK  18,  NEW  YORK 


For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIH  ’. . . 


CORTISPORIN 


brand  OINTMENT 


Ointment;  Tubes  of  oz.  and  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  ; Bottles  of  5 cc.  with  sterile  dropper. 


Ointment;  Tubes  of  M and  1 oz.  and  tubes  of  oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  ; Bottles  of  10  cc.  with  sterile  dropper. 

M i Lotion  ; Plastic  squeeze  bottles  of  20  cc. 
n tif  ‘I  Powder  ; Shaker-top  bottles  of  10  Gm. 


Ointment;  Tubes  of  M oz.,  1 oz.  and  oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABCUT  ATARAX* 

I ■ (brand  of  hydroxyiln©) 


IMVESTIOATORS  ABREE  ON  OPTINIAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

- 

Syrup 

3-6  years,  one  tsp.  ti.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

m 

I Supplied!  Tablets,  bottles 

• of  100.  Syrup,  pint  bottles. 

I Parenteral  Solution,  10  cc. 

I m u Iti  pi  e-dose  vials.. 

• 

• Referencesi  1.  Smtge!,  J.  O., 

I et  al.:  J.  Am.  Ger.  Soc., 

• in  press.  2.  Freedman,  A.  M.s 

• Pediat.  Clin.  North  America 

I §:573  (Aug.)  1958.  3.  Ayd,  F.  J., 

• Jr.:  New  York  J.  Med.  S7:1742 
; (May  15)  1957.  4.  Menger, 

• H.  C.i  New  York  J.  Med. 

I 58:1684  (May  15)  1958. 

• 5.  Coirault,  M.,  et  al.:  Presse 

• m6d.  84:2239  (Dec.  26)  1956. 

I e.Bayart,  J.;  Presented  at 

• the  Internationa!  Congress  of 
I Pediatrics,  Copenhagen, 

» Denmark,  July  22-27,  1956. 

• 


;it/5r;ix 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc, 
Science  for  the  World’s  Well-Being 
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new  for  totel 

management 
of  itehii^" 
inflamed^' 
infected” 
skin  lesions 


ointment 

antipruritic/anti-infiammatory/anti  bacterial/antifungal 


Mycolog  Ointment  — containing  the  new  superior  topical  corticoid  Kenalog— re- 
duces inflammation,^"*  relieves  itching, and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.®'^  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 


“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks."® 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation*"*  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action^  — and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.®’® 


Cleared  in  5 days 


Cleared  in  20  days 


Application:  Apply  2 to  3 times  daily.  Supply;  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1.  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy  J:164  (Nov.)  1958.*  2.  Nix, T.E.,  Jr.,  and  Derbes,  V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.:  Bull.  School  of  Med.,  U.  Maryland ^:54  (July) 
1958.  • 4.  Sternberg,  T.H.:  Newcomer,  V.D.,  and  Reisner,  R.M.;  Monographs  on  Therapy _3:1 15  (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.;  Monographs  on  Therapy, J:153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.:  Monographs  on  Therapy,  3:1 1 1 (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M..  Jr.:  North  Carolina  M.J.  19:449  (Oct.)  1958.  ■ 9.  Bereston,  E.S.:  South.  M.J.  ^:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog-S  Lotion— 71^  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15  Gm. tubes.  Kenalog  Lotion, 0.1%—15cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1% — 5 Gm.  and  15  Gm.  tubes. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


‘$»»eCTAOCIN'®,  'MYCOSTATIN'®.  'PLASTIBASE'®,  'HTCOtOiS* 
ANO  'KCNALOQ'  ARC  SQUIBB  TRADEMARKS 
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BAXTER 


SIGMOL 


enema 

SODIUM  FREE 
I^ON-IRRITATINO- 


DON  BAXTER,  INC.  Research  and  Production  Laboratories,  GLENDALE,  CALIFORNIA 


for  more  effective  electrolyte  therapy 


® 

ISOLYTE,  the  balanced  electrolyte  solution, 
proven .. .widely  used... convenient  for  routine  use. 

ISOLYTE— a product  of  Baxter. ..pioneer  in 
completely  integrated  parenteral  systems. 

prescribe  ISOLYTE 


ISOLYTE  contains  in  each  100  cc; 
Sodium  Acetate  N.F.  0.64  Gm.*! 
Sodium  Chloride  U.S.P.  0.50  Gm.; 
Potassium  Chloride  U.S.P.  0.075 
Gm.;  Sodium  Citrate  U.S.P.  0.075 
Gm.*;  Calcium  Chloride  U.S.P. 
0.035  Gm.;  Magnesium  Chloride 
Hexahydrate  0.031  Gm. 

*Bfcar£}onofe  precursors. 


DON  BAXTER,  INC.  Research  and  Production  Laboratories  • GLENDALE,  CALIFORNIA 


antibiotic  control 
under 

physician  control 

A SINGLE  ANTIBIOTIC ...  permitting  flexible,  controlled  dosage  as  needed ..  .free  from  restrictions  of  fixed  combinations... 
for  optimum  tetracycline  levels . . . unsurpassed  effectiveness  covering  at  least  90  per  cent*  of  antibiotic-susceptible  infections 
seen  in  general  practice. 

Supplied:  Capsules  of  250  mg.  with  250  mg.  citric  acid  and  100  mg.  with  100  mg.  citric  acid. 

Achromycin®  V Capsules 

Tetracycline  with  Citric  Acid  Lederie  - J ■ 

®Based  on  a twelve-month  National  Physicians  Survey.  ' 

LEPERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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iimetaie  wertcs  ii 
all  sf  iiptttms  of  aitergic 
rhlnitisj  a«rf  in  urtiearit, 
atopic  ani  eontaot 
deriiatltis.  fie  sunwiiarf 
eonclHSloi  ©f  ixtensiie  ^ 
clinical  stuiics  to  &tis; 
iiinttani  prowiies 
oneicelled  antlhisttniinic 
potencf  with  minimai 
side  effects. 

Forms  a¥aiiable:  Oral: 
Extentabs*  (12  wg.),. , , 
Tablets  (4  mg.),  ^ 

Elixir  <2  mg./®  C6.>r 
l^renteral;  iimetane'Ten 
Injectable  (10  mg./cc.) 
or  Dlmetaiie-lOO 
Injectable  (100  mg./cc.), 
A.  H.  Robins  6o.,  inc.. 
Richmond  20,  Virginia 
Ethical  Pharmaceuticals 
of  Merit  Since  1878. 


AiletoicTea 


the  means  (second  to  none) 


to  end  nausea  and  vomiting 

Irilafon" 

■ perphenazine 

INJECTION  • SUPPOSITORIES  • REPETABS  • TABLETS 

• leads  all  phenothiazines  in  effective 
antinauseant  action 

• frees  patients  from  daytime  drowsiness 

• avoids  hypotension 

• proved  and  published  effectiveness  in 
practically  all  types  of  nausea  or  emesis 

FOR  RAPID  CONTROL  OF  SEVERE  VOMITING 

TRILAFON  INJECTION 

5 mg.  ampul  of  1 cc. 

Relief  usually  in  10  minutes^ ...  nausea  and 
vomiting  controlled  in  up  to  97%  of  patients^..* 
virtually  no  injection  pain. 

ALSO  NEW  TRILAFON  SUPPOSITORIES 

4 mg.  and  8 mg. 


AND  FOR  ORAL  THERAPY 

TRILAFON  REPETABS®  TRILAFON  TABLETS 

8 mg.— 4 mg.  in  outer  layer  for  prompt  effect,  2 mg.  and  4 mg. 

4 mg.  in  inner  core  for  prolonged  action 

(1)  Emst,  E.  M.,  and  Snyder,  A.  M.:  Pennsylvania  M.  T, 

61:355,  1958. 

(2)  Preisig,  R.,  and  Landman,  M.  E.:  Am.  Pract.  & Digest  Treat. 

9:740,  1958. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


TR^.429 


Effective  relief  in  rheumatic  disorders 


Slerazolidin..... 

prednisone-phenylbutazone  Geigy 


with  less  risk  of  disturbing  hormonal  balance 


In  the  treatment  of  the  rheumatic  disorders 
new  Sterazoiidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy ...  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.’-^Sterazolidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazoiidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzeli,  W.  C.,  and  others.:  Arch.  !nt.  Med, 
92:646, 1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  54:323,1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W.  D.,  Jr., 
and  Steinberg,  1.  H.:  New  England  d.  Med. 
256:823  (May  2)  1957. 

Geigy,  Ardsley,  New  York  s 
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It’s  a beauty— and  you  hooked  it  . . . 


Good  for  you! 


CONGRATULATIONS!  What  a moment. 
What  a day.  Now  relax.  You’ve  earned  it. 
Reward  yourself  with  a good  glass  of  beer. 
Doesn’t  it  taste  wonderful?  Nothin,g,  but 
nothing  takes  care  of  that  great  big  thirst  of 
yours  like  a long,  cold  glass  of  beer. 

And— it  really  picks  you  up  too. 


I United  States  Brewers  Foundation 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 


CHARTERED  1862 
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^ifs  as  easy  as  1,  2,  3 to  use 


(HYDROCHLOROTHIAZIDE) 


■ 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 

tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required;  hydroDIURH  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  nydralazine,  veratiurrC  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


■ Adjust  dosage  of  all  medication:  the  patient  must  be  frequently 

observed  and  careful  adjustment  of  all  agents  should  be  made  tc.  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg.  and  50  mg  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  & Co.,  Inc.  Trademarks  outside  the  U S • DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK 


SHARP 


& 


D 0 H M E , Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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Each  Nebralin  timed-release 
tablet  contains: 

Dorsitai*  ■ 90  mg. 

: Warning:  May  be  habit  forming 

Mephenesin  425  mg. 

»Dorsey  brand  of  pentobarbital 

CAUTiON:  Federal  law  prohibits 
; : dispensing  without  prescription ' 

Dosage;  One  or  two  tablets  Va  hour 
before  retiring. 


mmed->release  tablet 


■ ■:■:■ 
:«}^'VVV’  ■ 

'^M%iv.:- 


timed-release  action  for  a full  nighfs  sleep 

• NEBRALIN  is  designed  to  duplicate  the  norma!  sleep  pattern, 
it  encourages  muscular  relaxation  and  induces  sustained, 
relaxed  sleep  by  the  release  of  Dorsital  and  mephenesin 
in  a timed-release  tablet  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension” 
and  conditions  the  body  for  sleep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  steep.  The  initial  and 
'^sustaining  dosages  are  designed  to  keep  the  amount  of 
::  barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
' tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep, ^ and  when  combined  with  a 
barbiturate  enhances  barbiturate  action."  ® Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,-*  assuring  your  patients  refreshed  awakenings 
without  ‘^morning  hangover.” 

1 S'chlesfnger,  E.  B.:  Tr.  New  York  Acad.  Sc.  2:6,  (Nov.)  1948. 

2 Richards,  R.  K.,  and  Tayior,  J.  D.:  Anesthesiology  17:414,  1956. 

3 Shideman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  F.:  Pharmacol.  Rev.  1:243,  1949. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


Trfva's  ‘‘Chelating  Agent”  Intensifies 
Organism  Disintegration  Comparative  new- 
comers to  the  field  of  therapeutics. . .are  the  Chelating  Agents. 
Though  effective  in  minute  quantities  and  non-toxic,  these 
agents  combine  with  calcium,  phosphorus  and  other  metallic 
ions  to  form  stable,  extractable  compounds.  / T riva’s  Chelating 
Agent*  attacks  the  metallic  ions  in  the  cel!  walls  of  vaginitis 
organisms. ..rendering  them  more  susceptible  to  the  germi- 
cidal activity  of  T riva's  surface  active  agents.  / Within  seconds 
after  her  first  douche,  your  vaginitis  patient  gets  relief  from 
intense  itching,  burning  and  other  symptoms.  Within  12  days, 
most  cases  of  trichomonal  and  non-specific  vaginitis  are 
rendered  organism-free  (Monilia  genus  may  require  longer 
treatment).  / Administration:  Douche,  b.i.d.,  for  12  days. 
Supplied:  Package  of  24  individual  3 Gm.  packets.  Composition:  35% 
Alkyl  Aryl  sulfonate  (wetting  agent  and  detergent);  5%  Di-sodium 
ethylene  bis-iminodiacetate  (chelating  agent);  53%  Sodium  sulfate; 
2%  Oxyquinoiine  sulfate;  9.5%  dispersant.  / *Di-sodium  ethylene 


bis-iminodiacetate. 


& Company  / Los  Angeles  54,  Calif. 


fiAYARlT  fieuWNE/ CIRCA  400  A.D.  TO  8o6  A.D./  NAYARIT/MEXICO/ COURTESY  OF  PRIMUS  GALLERIES 
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JT  Cl  U U Udl  1 Tablets 

Salts  of  Dihydrohydroxycpcteinorte  and  Homairoplne,  plus  APC 

FOId  RAIN 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  longer  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke  ...  it  gave  me 
a terrible  kink  ( 
in  my  back. 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 

a shoehorn. 


The  pain  went  away 
fast— in  Just  15  minutes 
— and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  whole  day! 


patient's  specific  needs.  Percodan-Demj  provides  the 
Percodan  formula  with  one'-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine, 
terephthaiate,  224  mg.  acetylsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


WENT  AWAY 


Literature  f Write 

ENDO  LABORATORIES 

Richmond  HiM1 8,  New  York 


in  surgical  and  obstetrical  procedures 

where  apprehension  increases  tension,,, 
patients  respond  well  to 


VISTARIL 


hydroxyzine  pamoate 


EPPECTiVENESS  AND  SAFETY  Vistaril  establishes  relaxed  indifference  to  pre- 
operative preparation  without  serious  hypotensive  effects. 

PSYCHOTHERAPEUTIC  POTENCY  Vistaril  makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced  doses  of  narcotics. 

Vistaril  relieves  tension  and  controls  emesis  in  both  postoperative  and  postpartum 
patients. 

Recommended  Oral  Dosage : up  to  400  mg.  daily  in  divided  doses. 

Recommended  Parenteral  Dosage : 25-50  mg.  (1-2  cc.)  I.  M.,  q.  4 h.,  p.r.n. 

Vistaril  is  supplied  in  25  mg.,  50  mg.,  and  100  mg.  capsules.  The  parenteral 
solution  is  available  in  10-cc.  vials  and  2-cc.  Steraject®  cartridges;  each  CC. 
contains  25  mg.  hydroxyzine  (as  the  HCl). 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 
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DoTv^t  p^Qt,T)o<:ij(yb- 

Ho  tahb  ^om  of  (ioWl  oton.  yY\Jl(kcmj^ ! 


On  vacation  — at  the  beach  — on  the  golf  course  — or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 

A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you’ve  seen 
to  your  patients’  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

Just  write  “Xylocaine  Ointment”  on  your  Rx  blank  or  letter- 
head, and  we  will  send  a supply  for  you  and  your  family. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


XYLOCAINE^  OINTMENT 

(brand  of  lidocaine*) 

2.5%  Sc  5% 


SURFACE  ANESTHETIC 

*U.  S.  Pat.  No.  2,441,498  Made  in  U.  S.  A. 
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I the  complaint:  “nervous  indigestion” 


5 the  diagnosis:  any  one  of  several  nonspecific  gastrointestinal  disorders  requiring  relief  of 
j s3?mptoms  by  sedative-antispasmodic  action  with  concomitant  digestive  enzyme  therapy. 
I the  prescription:  a new  formulation,  incorporating  m a single  tablet  the  actions  of  Dormatal 
i and  Entozyme.  the  dosage:  two  tablets  three  times  a day,  or  as  indicated. 


the  formula : in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate 0.0518  mg. 

Atropine  sulfate  0.0097  mg. 

Hyoscine  hydrobromide 0.0033  mg. 

Phenobarbital  (%  gr.)  8.1  mg. 

Pepsin,  N.H 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.E 300  mg. 

Bile  salts 150  mg. 


DONNAZYME 

A.  H.  ROBINS  COMPANY,  INCORPORATED  . RICHMOND  20,  VIRGINIA 
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Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains; 
Cryptenamine  (tannates)  40  C.S.R.*  Units 


Sodium  nitrite 1 gr. 

Phenobarbital gr. 


*Carotid  Sinus  Reflex 


IRWIN,  NEISLER  & CO.  • DECATUR,  ILLINOIS 
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in  the  depressed,  unhappy  patient 

PROMPTLY  IMPROVES  MOOD 

without  excitation 


• Acts  fast  to  relieve  depression  and  its  common  symptoms: 

sadness,  crying,  anorexia,  listlessness,  irritability, 
rumination,  and  insomnia. 

• Restores  normal  sleep — without  hang-over  or  depressive 
aftereffects.  Usually  eliminates  need  for  sedative-hypnotics. 

EFFICACY  AND  SAFETY  CONFIRMED  IN  OVER  3,000 
DOCUMENTED  CASE  HISTORIES 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary, 
this  dose  may  be  gradually  increased  up  to  3 tablets  q.i.d. 

Composition:  Each  light -pink,  scored  tablet  contains  1 mg. 
2-diethylaminoethyl  benzilate  hydrochloride  (benactyzine  HCl) 
and  400  mg.  meprobamate. 

References : 

1.  Alexander.  L.;  J.A.M.A.  1J6:1019,  March  1.  1958. 

2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

3.  Pennington,  V.M.:  Am.  J.  Psychiat.  115:250.  Sept.  1958. 


for  depression 

‘Deprol 


At 


^®WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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TRADE-MARK 


MICRONITE 

FILTER: 


key  to  Kent’s  popularity 


During  the  past  year,  Kent  sales  increased 
by  20-bilIion  cigarettes — the  greatest  gain 
in  popularity  ever  recorded  by  any  filter 
cigarette  in  any  year. 

Undoubtedly  much  of  the  credit  for  this 
important  rise  in  sales  must  go  to  Kent’s 
exclusive  “MICRONITE”  Filter.This  extra- 
ordinary new  filter  was  constructed  to  take 
into  account  new  principles  of  filtration 
which  were  dictated  by  the  basic  discoveries 
of  a major  research  foun- 
dation, working  under 
Lorillard  sponsorship. 

The  foundation  deter- 
mined that  the  average 
puff  of  cigarette  smoke 
contained  over  12  billion 
semi-solid  particles.  Addi- 
tional research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to  1 
micron  in  diameter,  aver- 
age 0.6  micron. 

Ordinary  filter  fibers 
are  so  large  that  they 
create  spaces  through 


which  the  small  semi-solid  smoke  particle 
can  easily  pass.  However,  in  the  exclusive 
Kent  filter,  the  fibers  are  mechanically 
manipulated  in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 
smoke.  In  this  maze-like  network  of  super- 
fine fibers  the  smoke  particle  has  much  less 
chance  to  slip  through  the  filter. 

Thus,  Lorillard  research  created  a filter 
which  reduced  tars  and  nicotine  in  the 
“inhaled”  smoke  to  the 
lowest  level  among  the 
largest  selling  brands.  As 
smokers  learned  about  the 
“MICRONITE”  Filter, 
they  changed  to  Kent. 
During  the  past  year,  for 
instance,  more  smokers 
changed  to  Kent  than  to 
any  other  cigarette  in 
America. 


If  you  would  like  for  your 
own  use  the  booklet,  “The 
Story  of  Kent,”  write  to: 

P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.Y. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 
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•♦Itch  completely  gone  dramatic  relief  I » 


Ctrronic  bronohisLl  asthma  (male,  6,2) 


♦♦tais  patient,  on  his  own  and  his  wife’s  admission, 
is  better,  has  had  more  relief  than  he  has  had  in 
35  years,,,* 


Mcd»i/L(yijuuipt 

~KiX4*^  oWe.  ot^  ^jttovuJL 


Urticaria  (one  week  after  tetanus  antitoxin) 
--(female,  26) 


i "After  4 tablets  stat,  reqmred  no  further  treatment. 
I Good  results,  sense  of  well-being." 


p rEfti6  '«^\ 
iQMAM 


''•‘if  59 


♦Actual  quotations  from 
cians’  reports  in  the  files  of  the 
Schering  Department  of  Profes- 
sional Information. 

Dekonil  — t.m.  — brand  of  dexametha- 
sone. 


NIL 

»<l«  MOORS  WMlWt  TO 

I§ISe02Ste£  (-©stale,  55) 

decreased 

/ j ""  first  three  doses.  Zoster  dried  in 
4 days,w  t Dosage?  one  tablet  t.i.d  ’I 


Rheumatoid  arthritis  (male,  63) 

♦•Full  relief,  resumption  of  work.^*  (Dosage:  one 
tablet  t.i.d,  to  one  tablet  daily) 


BLOOMFIELD,  N,  J. 


PMmIjsz  - 

in>4>w  a^vJkSlSiC'  jLO^KJL-HiL 


DARVON*^  COMPOUND  potent  • safe  • well  tolerated 

The  clinical  usefulness  of  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) , alone 
and  in  combination,  has  been  substantiated  by  more  than  100  investigators  in  the 
treatment  of  over  6,300  patients  in  pain.  A consohdation  of  these  reports  shows  that 
5,663  (89.8  percent)  experienced  "effective  analgesia.” 

Darvon  Compound  combines  in  a single  Pulvule®  the  analgesic  action  of  Darvon 
with  the  antipyretic  and  anti-inflammatory  benefits  of  A.S.A.®  Compound  (acetyl- 
salicylic  acid  and  acetophenetidin  compound,  Lilly).  When  inflammation  is  present, 
Darvon  Compound  reduces  discomfort  to  a greater  extent  than  does  either  analgesic 
given  alone. 

Usual  dosage:  1 or  2 Pulvules  three  or  four  times  daily. 

Also  available:  Darvon,  in  32  and  65-mg.  Pulvules. 

Usual  dosage:  32  mg.  (approximately  1/2  grain)  every  four  hours  or  65  mg.  (1  grain) 
every  six  hours. 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  S,  INDIANA,  U.S.A. 
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Lines  of  demarcation  are  indistinct  be- 
tween extremes  of  the  physiologic  states  of 
human  minds  and  bodies — sick,  well;  happy, 
unhappy;  rest,  unrest;  real,  unreal;  tolerable, 
intolerable;  curable,  incurable.  And,  sane  or 
insane! 

r.  Unfortunately,  medicine 

bane  or  . ^ ^ , 

IS  not  an  exact  science,  and 

Insane?  opinions  of  physicians  vary 

with  training,  age  and  ex- 
perience. People  are  aware  of  this;  hence 
they  often  “shop”  for  opinions,  sometimes 
until  they  hear  what  they  hope  to  hear,  be 
it  for  their  best  interests  or  not.  Patients’ 
response  to  treatment  varies  with  personal 
feelings  toward  the  doctor  and,  above  all, 
confidence  in  his  ability  to  cure  disease  or 
conduct  the  patient  safely  through  a crisis. 
Here  is  the  reason  for  apparent  success,  usu- 
ally transitory,  of  “systems”  of  healing,  nos- 
trums and  quackery;  treatment  of  any  sort 
may  be  accorded  credit  which  it,  as  such, 
does  not  deserve!  Furthermore,  personal  con- 
fidence is  the  key  to  our  philosophy  and 
ideals  concerning  free  choice  of  physician. 

The  confidence  of  people  in  medicine  is 
disturbed  when  doctors  publicly  disagree. 
Glaring  disagreements  conspicuously  and  ad- 
versely color  medical  testimony  in  prelimi- 
nary studies  of  criminals  and  crimes,  the 
trials,  verdicts  and  sentences.  Some  who 
seriously  debate  these  problems  fail  to  under- 
stand why  the  death  penalty  is  not  as  appro- 
priate, if  not  more  so,  if  the  criminal  is 
insane.  They  ask:  “Is  he  not  more  dangerous, 
and  less  worthy  to  survive  and  perhaps  re- 
turn to  society,  than  one  who  is  legally  sane?” 
It  is  true  that  his  victims  are  just  as  dead, 
the  survivors  just  as  bereaved,  and  his  pos- 
sible future  victims  more  insecure,  than  if 
he  were  sane.  Who  is  more  deserving  of 
probation  and  salvation:  the  sane  criminal 
or  one  afflicted  by  insanity  of  any  degree  or 
duration?  Those  who  cannot  decide  whether 
a prisoner  is  sane  or  insane  too  often  go  even 
further  afield  in  trying  to  predict  whether  a 
psychopathic  state  is  temporary  or  perma- 


nent! One  might  defend  the  premise  that  any 
unconventional  act  which  willfully  robs  an- 
other human  being  of  his  life  is  outside  the 
limits  of  so-called  sanity! 

In  view  of  the  public  disagreements  of 
our  psychiatric  colleagues,  why  not  call  on 
enough  of  them  to  procure  an  equal  number 
of  verdicts  for  sane  and  insane  — perhaps 
three  yea  and  three  nay?  Then,  and  there- 
fore, throw  out  the  evidence  thus  found 
wanting.  The  attestors  could  get  in  a private 
huddle  and  study  it  out  among  themselves. 
Some  interesting  and  revealing  diagnoses 
might  be  forthcoming! 

INSULTED,  One  may  be  torn  between 
desires  to  fight  back  or  to  ignore  the  whole 
thing.  That’s  what  happened  when  the  maga- 
zine recently  took  after  us  and  our  hospitals 
in  a glaring  article  damning  some  five  thou- 
sand hospitals,  plus  an  implied 
blanket  condemnation  of  a 
Look!  hundred  thousand  or  more 

physicians.  The  “report”  was 
obviously  an  unofficial  and 
prejudiced  pot-muddler  based  upon  alleged 
inspection  of  a small  handful  of  non-repre- 
sentative institutions.  Unfortunately,  tens  of 
thousands  of  readers  believe  what  they  see  in 
print  and  “go  for”  the  sensational.  This  is 
particularly  unfortunate  when  confidence  in 
physicians  and  hospitals  is  damaged. 

The  following  letter  was  sent  to  the  pub- 
lishers of  Look,  with  a copy  to  one  of  our 
colleagues,  by  a patient: 

I have  just  finished  reading  your  story  entitled, 
“Report  on  Hospitals.”  I am  a newspaperman,  of 
many  years’  experience,  and  am  thoroughly  aston- 
ished at  your  magazine  publishing  that  kind  of 
a story,  so  poorly  written  and  documented.  The 
story  seems  to  indicate  that  your  investigators 
started  out  knowing  NOTHING  about  hospitals, 
found  out  NOTHING  of  importance  about  them, 
and  ended  up  knowing  less  than  when  they 
started. 

I am  not  a doctor  or  a nurse,  merely  a patient 
on  four  occasions,  all  for  major  operations.  First, 
for  an  inflamed  appendix;  second,  for  a mashed 
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hand;  third,  for  kidney  and  bladder;  and  fourth, 
for  kidney  stone.  I was  in  three  different  hospitals, 
miles  apart.  In  each  instance  my  case  was  intelli- 
gently diagnosed  and  treated  by  the  physicians 
and  surgeons,  and  I was  well  cared  for  by  the 
nursing  staff.  There  was  never  a moment  in  which 
I was  neglected  or  badly  treated.  Everyone  did 
his  best  to  make  me  as  comfortable  as  possible 
and  aid  me  in  “pulling  through.” 

Your  statement  (among  others)  that  clothes, 
money,  and  jewelry  are  taken  away  from  a patient 
while  being  treated,  is  so  asinine  that  it  deserves 
no  mention.  That  is  the  only  sensible  way  to  take 
care  of  patients’  property!  Your  “Patient’s  Bill  of 
Rights”  is  perfectly  silly.  The  guy  that  wrote  that 
must  have  been  in  a mental  ward. 

Not  only  are  the  facts  about  my  case  true,  but 
I had  the  chance  to  observe  many  other  patients 
and  they  were  all  treated  well  by  the  entire  per- 
sonnel of  the  hospital.  There  was  always  the 
deepest  interest  in  each  individual  case  by  the 
medical  staff  and  nurses.  But  for  their  watchful 
care,  I and  many  others  would  not  be  alive  today. 
In  my  judgment  your  article  is  a libel  on  the 
finest  institutions  and  professional  men  on  this 
earth.  I most  respectfully  ask  you  to  publish  this 
letter,  in  the  interest  of  the  TRUTH  about  hospitals 
and  their  problems. 

Perhaps  this  answers  Look  better  than 
could  any  one  of  us.  The  sole  reason  for  our 
existence  as  physicians  is  to  serve,  to  cure 
when  possible,  but  always  to  give  hope  and 
comfort.  We  feel  that  the  above  letter  ex- 
presses the  feelings  of  the  majority  of  people 
and  that  the  vicious  article  in  Look  is  nothing 
but  the  type  of  prattle  we  may  expect  occa- 
sionally from  a disgruntled  few. 


A, 


Staff  ylocide 


.S  LONG  AS  WE  ARE  ABOUT  TO  PARAPHRASE 

a monumental  poem  of  World  War  I,  let’s 
start  off  with  a comparable  desecration  of  a 
perfectly  good  medical  word.  The  medical 
dictionary  defines  staphylocide  as  “destruc- 
tive to  staphylococci.”  Now, 
glance  again  at  the  title  of 
this  editorial  — and  take 
over  from  there! 

For  many  months  the 
staphylococcus  has  been  enemy  number  one 
in  our  hospitals.  He  (like  an  enemy,  during 
the  war,  referred  to  as  “he”)  has  been  ma- 
ligned and  upbraided,  and  deserves  it.  As 
flies  and  other  insects  developed  immunity 
to  DDT  in  the  late  forties,  perhaps  the  Staph, 
has  done  as  much  toward  the  biocidal  sub- 
stances of  today.  Could  it  be  that  bacteria 


have  mobilized  their  forces,  joined  the  com- 
mies, and  decided  to  show  mankind  who’s 
boss? 

There  is  an  as  yet  unidentified  genius  at 
large  and  in  our  midst.  It  must  be  a colleague,  , 
for  the  following  gem  was  found  posted  on 
the  bulletin  board  near  the  entrance  to  a 
place  where  nurses  cannot  go  (at  least  during 
working  hours) : 

IN  ST.  LUKE’S  FIELDS 
In  St.  Luke’s  fields  the  cocci  grow 
Between  the  bedpans  row  on  row 
That  grace  the  shelves.  While  on  the  floors 
The  nurses  spawn  them  in  their  drawers 
Where  laboratories  cannot  go. 

Benighted  staff!  Scarce  months  ago 
You  laughed  and  sang,  saw  sunset’s  glow, 

But  now  you  cry. 

Take  up  the  struggle  with  the  foe, 

With  courage  and  alertness  throw 
The  torch.  Hear  now  the  clarion  cry 
All  pathogenic  germs  must  die. 

You  shall  not  sleep,  while  cocci  grow 
In  St.  Luke’s  fields.  , 

— With  apologies  to 

Lt.  Col.  McRae.  ^ 

Thank  you,  our  sonneteer!  Please  come  ? 

again  to  bolster  our  morale  and  augment  our  ii 

courage  as  we  wage  the  present  war.  When  t.| 
at  last  the  battle  is  won,  here  is  a suggested  Ij 
title  for  the  song  of  victory;  “Staff  Conquers  i; 
Staph.” 

There  are  many  serious  notes  in  the 
staphylococcic  threat,  as  in  any  challenge  i 
concerning  life  and  health.  Some  physicians  '■ 
have  asked  how  great  is  the  problem;  a few  f 
state  they  haven’t  seen  a serious  Staph,  in- 
fection for  years.  Maybe  they  haven’t  really 
looked;  perhaps  they  have  ordered  antibiotics  . 
as  shots  in  the  dark  without  antibiotic  sensi- 
tivity tests;  and  perchance  they  haven’t  seen  ; 
a good  job  of  surgery  undone  or  a patient 
succumb  to  staphylococcic  bacteremia.  One  ' 
thing  is  certain,  that  the  problem  has  ridden 
into  the  international  spotlight,  and  first-rate  S 
hospitals  everywhere  have  appointed  com-  • 
mittees  on  infection  and  cross-infection.  And  I 
at  least  one  tangible  reward  has  come  into  i 
being — better  housekeeping  in  our  workshops,  j 
the  hospitals.  Furthermore,  lax  aseptic  con-  - 
sciences  have  been  goaded  and  importance  1 
of  personal  hygiene  among  ourselves  and  , 
ancillary  workers  has  been  re-awakened. 
Any  committee  which  hasn’t  accomplished 
this  has  not  done  its  job. 


40 


Rocky  Mountain  Medical  Journal 


Medicine  at  the  crossroads 

T.  K.  Callister,  M.D..  Oceanside,  Calif. 


Timely  comment  upon  recent 
socio-economic  A.M.A,  activities. 
Attention  is  called  to  the  fact 
ive  are  participating  in  a changing 
national  and  international  philosophy 
of  life  and  its  social  and  political 
economy — whether  we  like  it  or  not — - 
and  must  individualize  our  oivn 
problems  as  individuals  and  as  a 
business  enterprise. 


Three  highly  significant  steps  were  recently 
taken  by  the  American  Medical  Association. 
The  House  of  Delegates,  meeting  in  Minne- 
apolis, approved:  (a)  creation  of  a Division 
of  Socio-economic  Activities;  (b)  a recom- 
mendation re-wording  objectives  of  the 
A.M.A.  to  incorporate  recognition  of  socio- 
economics as  a basic  step  in  the  promotion 
of  better  medicine;  and  (c)  an  urging  of 
the  Board  of  Trustees  to  open  the  publica- 
tions of  the  association  to  discussions  of  eco- 
nomic problems  of  medicine. 

No  greater  need  exists  and  no  greater 
unifying  force  can  emerge  than  this  recogni- 
tion that  all  doctors  have  one  thing  in  com- 
mon— one  common  rallying  point — the  need 
to  protect  the  economic  and  social  status 
of  medicine  in  the  decade  ahead. 

Many  definitions  exist  of  what  constitutes 
socialized  medicine.  If  socialization  simply 
means  restricted  choice  of  doctor,  then  the 
above  steps  were  in  great  part  needless.  If, 
however,  socialized  medicine  means  the  regu- 


lation of  fees,  procedures  and  clientele,  and 
third-party  initiation,  payment  and  adminis- 
tration, then  we  not  only  now  have  a large 
share  of  socialism  but  a frightening  poten- 
tial ahead. 

It  is  the  purpose  of  this  article  not  to 
appraise  what  has  been  lost  but  to  explore 
where  next  the  pressures  will  occur,  and  to 
suggest  a means  to  bend  the  influences  at 
work  in  a fashion  to  permit  a future  for  inde- 
pendent medicine. 

It  is  an  accepted  fact  that  since  World 
War  II  the  United  States  has  been  following 
a course  of  socialism  within  the  capitalistic 
structure.  The  entire  concept  of  security 
from  cradle  to  grave  has  had  its  general  ac- 
ceptance during  this  period.  The  impact  of 
taxes  and  inflation  has  been  to  redistribute 
wealth.  The  size,  cost,  and  controls  of  govern- 
ment are  those  associated  with  socialism. 

Domestic  needs 

If  there  be  any  question  of  the  economic 
leveling  process  of  this  social  evolution  and 
its  possible  significance  to  the  future  eco- 
nomic status  of  doctors,  review  these  figures. 
In  1929  corporate  profits  were  6.1  per  cent  of 
sales,  but  by  1956  had  fallen  to  2.7  per  cent! 
The  most  significant  fact  in  this  transition 
from  the  capitalistic  to  the  socialistic  econ- 
omy is  that  in  greater  part  it  has  not  been 
deliberately  planned.  The  evolution  has  been 
natural,  demanded  by  the  majority  of  people 
and  accelerated  by  the  world’s  unrest  and 
the  domestic  needs  of  the  times.  It  is  essen- 
tial to  see  this  trend  of  government  in  order 
to  appraise  the  future  position  of  medicine 
in  the  social  structure.  Medicine  is  integrally 
tied  with  the  political  wishes  of  the  people. 
It  exists  as  an  independent  profession  only 
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by  choice  or  sufferance  of  the  body  politic, 
and  whatever  be  the  trend  of  socio-politics, 
the  socio-economics  of  medicine  will  run  a 
parallel  course. 

How  then,  within  the  fabric  of  social 
change,  can  we  maintain  a position  of  inde- 
pendence for  medicine?  As  has  been  said, 
“We  cannot  stay  the  social  revolution,  but 
we  can  enter  the  fight  to  shape  it  in  the 
image  of  our  concepts.”  And  so  we  must,  with 
foresight  as  to  where  the  attacks  will  rise 
and  with  plans  to  envelop  them  within  our 
concept  of  right. 

The  next  attacks  will  occur  from  three 
groups  of  our  society:  (a)  employees  in  gov- 
ernment; (b)  those  65  years  of  age  and  older; 
and  (c)  unionized  employees.  These  are  not 
new  pressures,  but  their  combined  force  is 
only  now  in  the  pre-cyclonic  phase. 

Government  major  employer 

Ten  years  ago  there  were  50  per  cent  less 
people  on  government  pay  rolls.  Today  one 
of  every  six  employed  adults  receives  his 
chief  remuneration  from  government.  The 
trend  will  continue  because  the  demands 
upon  city  and  state  government  are  in  a dra- 
matic growth-phase.  Five  years  hence,  one 
in  five  of  all  wage-earners  will  be  hired  by 
government.  It  is  significant  that  this  propor- 
tion is  higher  than  that  of  registered  com- 
munists in  socialistic  Russia! 

The  significance  of  this  to  medicine  is 
that  government  workers  are  by  definition 
socialized  employees  and  have  already  by 
law  socialized  their  tenure,  their  pensions, 
seniority  and  similar  benefits.  The  history  of 
socialism  abroad  confirms  that  government 
workers  tend  to  be  pioneers  in  seeking  and 
obtaining  socialistic  change.  This  vast  army 
of  government  employees  will  be  a factor  of 
great  significance  in  all  fields  of  socialistic 
legislation  in  this  coming  decade. 

Storm  centers  of  current  medical  discus- 
sion are  the  Forand,  Morse  and  similar  legis- 
lative bills.  By  1965,  approximately  one-sixth 
of  the  adult  population  of  the  United  States 
will  be  over  65  years  of  age.  In  recognition 
of  the  effect  of  inflation  upon  medical  costs 
and  inversely  upon  the  value  of  accumulated 
savings,  herein  exists  a veritable  army  of 
voters  likely  to  demand  medical  care  as  an 
aspect  of  “cradle  to  grave”  security.  It  is  a 


cruelty  of  inflation  that  their  demands  be- 
come more  urgent  as  their  capacities  become 
less,  and  the  humanitarian  need  more  cer- 
tain to  require  nation-wide  action.  Medicine 
gropes  for  a constructive  policy  to  shape  the  i. 
need  within  the  framework  of  independent 
practice,  yet  it  hesitates  to  recognize  it  must 
take  the  initiative  in  finding  an  answer  lest 
it  be  swept  aside  in  all-enveloping  legisla- 
tion! 

Third-party  medicine 

A perennial  problem  of  private  practice 
is  the  growth  of  third-party  medicine  arising 
from  labor-union  initiative.  With  persuasive 
forces  of  public  opinion  recognizing  wage 
demands  to  be  a cause  of  inflation,  labor 
unions  will  now  emphasize  efforts  on  less 
repugnant  benefits,  among  which  will  be 
those  in  the  field  of  medical  care.  The  pres- 
sure here  will  be  intensified.  The  solution 
will  not  be  easy,  for  both  labor  and  manage-  , 
ment,  each  with  cost  factors  at  stake,  will  " 
join  forces  against  a less  experienced,  less  '• 
organized  medical  body. 

How  then,  within  the  fabric  of  coming 
social  change,  can  there  be  established  a 
satisfactory  position  for  independent  medi- 
cine? Part  must  come  from  realistic  com- 
promise, part  from  bold,  progressive  initia- 
tive, and  part  from  astute  public  relations 
to  identify  private  medicine  with  the  tradi- 
tional factors  that  made  America  great.  It  is 
better  to  recognize  the  need  for  federal  in- 
tervention in  meeting  the  financial  needs 
of  old-age  assistance  and  help  to  shape  the 
program  than  to  oppose  and  be  swept  aside 
by  all-engulfing  legislation. 

Medicine  in  social  field 

A radical  departure  from  the  past  con- 
cept of  public  relations  may  be  needed.  It 
would  seem  an  effort  must  be  made  to  dis- 
associate medicine  in  the  public  mind  from 
its  current  placement  in  the  field  of  social 
welfare.  Medicine,  as  now  defined  by  the 
public,  is  a social  field,  inextricably  tied  in 
thought  to  concepts  of  public  welfare.  As 
long  as  it  is  so  defined  in  the  public  mind  it 
will  be  swept  along  the  fast-flowing  tide  of 
welfare  and  security  socialization.  It  will  be 
much  better  for  all  engaged  in  medicine  to 
be  disassociated  from  this  social  concept  of 
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medicine  as  a humanitarian  art,  and  be  iden- 
tified with  the  field  of  small  business  and 
private  enterprise.  It  is  simply  a matter  of 
shifting  emphasis  in  public  relations.  The 
latter  is  a safer  and  more  sophisticated  ap- 
proach and  has  done  much  to  assure  the  in- 
tegrity of  private  enterprise  in  insurance, 
banking  and  public  utilities.  It  must  be  re- 
membered that  control  of  the  individual  is 
anathema  to  the  American  way  of  life,  but 
the  Law  of  Eminent  Domain  holds  when  the 
public  welfare  is  at  stake. 

Keep  government  small 

The  public  respects  the  tradition  of  small 
private  business  for  it  is  familiar  with  its 
problems  and  has  confidence  in  its  operation. 
“Rights  of  the  small  business  man,”  “Ameri- 
can tradition  of  private  enterprise,”  “cost 
efficiency  of  competition,”  “need  to  keep  gov- 
ernment small,”  etc.,  are  not  just  hackneyed 
phrases — they  are  building  blocks  of  good 
public  relations. 

Does  all  this  mean  the  A.M.A.  must  go 
underground?  No,  but  it  must  operate  with 
less  public  fanfare  and  stop  identifying 
American  Medicine  as  a unit.  Let  its  public 
relations  define  the  doctor  as  an  individual 
business  man  confronted  with  all  the  human 
problems  of  making  a living,  and  worrying, 
like  all  business  men,  about  his  own  lack  of 
security.  It  needs  to  identify  itself  with  and 
publicly  proclaim  his  economic  problems.  It 
needs  to  individualize  medicine  as  a small 
business  enterprise  and  not  as  a giant  mo- 
nopolistic oligarchy.  By  all  means  the  A.M.A. 
should  keep  a close  eye  on  legislation  at 
both  national  and  state  level  and  wisely  have 
prepared  constructive  direction.  But  let  it 
operate  in  opposing  or  favoring  legislation, 
or  better  yet  in  initiating  legislation,  not  as 
the  A.M.A.,  but  through  its  very  grass-roots, 
the  county  medical  societies. 

Doctor  activity 

The  point  cannot  be  too  strongly  stressed 
that  while  the  organizational  framework 
exists  for  “grass-roots”  effort,  the  adminis- 
tration of  it  has  seldom  been  effective.  The 
fault  lies  at  every  level.  The  national  offices 
of  the  A.M.A.  have  not  yet  well  identified 
themselves  with  the  individual  doctor.  This 
lack  of  rapport  is  now  being  realized  and 


the  proposed  recommendations  set  out  at 
the  beginning  of  this  article  are  in  recogni- 
tion of  it.  A strengthening  of  the  lines  of 
communication  to  the  individual  doctor  is  a 
healthy  innovation.  In  its  essence,  however, 
it  is  the  county  society  that  represents  the 
“political  ward.”  Here  it  is  that  the  political 
“feel”  of  the  socio-medical  climate  must  be 
gauged  and  work  done  to  assure  individual 
doctor-member  activity  in  affecting  legisla- 
tion and  public  relations. 

The  efforts  of  national  body  and  county 
society  can  be  well  coordinated.  As  an  in- 
stance, the  Keogh  Bill  hangs  in  the  delicate 
balance  of  rejection  or  acceptance.  Yet  on  all 
sides  is  heard  doctor  comment  tinged  with 
indifference  or  defeatism.  Aside  from  the 
monetary  benefits  badly  needed  and  prop- 
erly deserved,  the  bill  hastens  to  identify 
medicine  with  small  business  and  private 
enterprise  and  hence  increases  the  complex- 
ity of  later  socializing  medicine.  The  A.M.A. 
fails  when  it  does  not  bring  home  the  signifi- 
cance of  this  measure  to  the  doctors  of  Amer- 
ica, but  the  doctors  also  fail  where  they 
could  succeed  by  not  acting  as  individual 
and  vocal  champions  of  this  bill’s  provisions. 
In  a similar  vein,  it  seems  poor  politics  for 
medicine  to  preserve  its  “individualism”  and 
its  unit  target  appearance,  by  remaining  out 
of  social  security.  It  is  bad  economics,  too, 
for  every  item,  every  service  purchased  by 
the  doctor  is  tagged  with  the  cost  of  someone 
else’s  social  security  tax. 

Economic  and  social  status 

This  article  has  with  purpose  spoken  of 
medicine  in  materialistic  terms.  There  are 
many  honorable  obligations  of  a medical 
career.  One,  to  be  sure,  is  to  further  the  ex- 
cellence of  medical  practice.  But  there  are 
others:  to  assure  for  ourselves  a proper  eco- 
nomic and  social  status  for  the  coming  years, 
and  for  the  future  generation  of  doctors  a 
similar  status.  In  the  long  run,  one  cannot 
be  had  without  the  other,  for  as  surely  as 
medical  economics  deteriorate  so  will  medi- 
cal excellence.  It  now  remains  to  be  seen 
how  effective  in  practice  will  be  the  recom- 
mendations of  the  House  of  Delegates  relat- 
ing to  recognition  of  the  socio-economics  of 
medicine.  It  is  a good  start  in  a field  long 
needing  of  recognition.  • 


for  June,  1959 


43 


is  still  a problem* 


Leroy  Elrick,  M.D.,  Denver 


T.  B.  or  not  T.  B.  The  question  is  a 
frightening  one  when  you  read  this  grim 
account  of  a recent  one-man  silent 
epidemic.  Moral:  Don’t  lower  your  guard 
against  the  tubercle  bacillus! 


In  1956  a boy  one  year  and  nine  months  old 
became  ill  with  cough  and  fever  and  was 
hospitalized.  Active  primary  tuberculosis  of 
the  lungs  was  found.  In  searching  for  the 
source  of  this  child’s  infection,  a distant  rela- 
tive, a young  man  23  years  old,  was  found  to 
have  far  advanced  active  pulmonary  tuber- 
culosis with  cavitation  and  positive  sputum. 
His  mother  had  died  of  tuberculosis  in  1946. 
He  had  served  as  a baby-sitter  to  the  baby 
while  the  child’s  mother  was  in  a hospital. 
He  had  had  some  cough  for  about  a year  and 
during  this  time  had  lost  10  pounds  in  weight, 
but  had  not  sought  any  medical  care  and 
was  not  aware  of  having  tuberculosis.  On  dis- 
covery of  the  disease  he  was  hospitalized  for 
treatment.  This  patient,  an  unemployed  con- 
struction worker,  had  an  unusually  large 
number  of  contacts,  consisting  of  relatives 
and  neighbors. 

Contacts 

Twenty-nine  of  these  contacts  were  exam- 
ined in  the  Tuberculosis  Clinic  of  the  Disease 
Control  and  Adult  Health  Service,  Denver 
Department  of  Health  and  Hospitals.  Twenty- 
three  of  them  were  children  under  the  age 
of  14  years,  and  most  of  these  were  under 
the  age  of  5 years. 

•From  the  Tuberculosis  Clinic  of  the  Disease  Control  and 
Adult  Health  Service,  Department  of  Health  and  Hospitals, 
Denver.  The  writer  wishes  to  acknowledge  the  assistance  of 
Mrs.  Mildred  Coder,  R.N.,  in  compiling  data  contained  in  this 
report. 


Tuberculin  tests,  using  intradermal  old 
tuberculin,  were  done  on  all  of  the  23  chil- 
dren, and  positive  tests  were  found  in  14,  or 
60  per  cent  of  them.  In  the  general  popula- 
tion, a group  of  children  of  similar  age  would 
probably  show  less  than  5 per  cent  of  positive 
reactors. 

Six  adult  contacts  were  examined.  These 
were  all  young  adults,  ranging  in  age  from 
23  to  31  years.  Five  of  them  were  tested  with 
tuberculin  and  all  were  positive. 

Active  cases 

All  of  the  contacts  also  were  given  chest 
x-rays.  One  of  the  adults,  a woman  31  years 
old,  showed  x-ray  evidence  of  moderately 
advanced  active  tuberculosis,  but  refused  to 
accept  the  diagnosis  until  sputum  cultures 
became  positive  several  months  later.  She 
was  then  hospitalized.  Seven  of  the  children, 
in  addition  to  the  index  case,  have  received 
a diagnosis  of  active  primary  tuberculosis 
and  have  been  placed  under  treatment  by  the 
pediatricians  connected  with  the  tuberculosis 
clinic.  These  cases  of  active  primary  tubercu- 
losis showed  some  abnormal  x-ray  findings 
in  addition  to  the  positive  tuberculin  test.  It 
is,  of  course,  unknown  at  this  time  how  many 
of  these  children  who  reacted  positively  to 
the  tuberculin  test  will  develop  progressive 
primary  disease  or  active  reinfection  type  of 
tuberculosis  at  some  future  time,  but  this 
can  happen  at  any  time  during  their  lives. 
In  addition,  an  unknown  number  of  unlocated 
persons  who  were  in  contact  with  the  young 
man  have  been  similarly  placed  in  danger. 

Moral 

This  case  is  reported  as  an  illustration  of 
the  number  of  people  who  can  be  infected 
from  one  active  case  of  tuberculosis,  and  to 
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emphasize  the  fact  that  tuberculosis  is  a 
continuing  problem.  It  is  unfortunate  that 
public  and  professional  opinion  seems  to  have 
come  to  a position  where  tuberculosis  is  no 
longer  considered  a serious  problem.  This 
cluster  of  cases  is  a reminder  that  one  in- 
fected individual  may  start  a chain  of  infec- 
tion resulting  in  major  damage  to  many 
others.  Assuming,  as  seems  probable,  that  the 
infected  children  all  received  their  infection 
from  the  original  case,  it  is  apparent  that  one 
undiscovered  and  untreated  case  spread  his 


infection  to  at  least  15  children  (including 
the  index  case)  and  several  adults.  As  a 
result  of  this,  the  lives  of  these  children  and 
adults  have  been  placed  in  jeopardy;  they 
will  have  to  remain  under  observation  for 
many  years  and  the  end  results  may  be  of 
serious  consequence  to  the  individuals  and 
to  the  community. 

Again  we  are  reminded  of  the  importance 
of  early  detection  of  tuberculosis  and  prompt 
investigation  of  persons  in  contact  with  the 
discovered  cases.  • 


Aggravation  of  epilepsy  by  reserpine 

associated  with  possible  bleeding  and  clotting  disturbances 


An  increase  in  the  number  of  seizures 
may  occur  in  certain  epileptics  when  on 
reserpine  therapy.  Potentially  dangerous 
changes  in  the  blood  clotting  mechanism 
may  also  occur. 


The  use  of  reserpine  in  treating  behavior 
problems  is  widely  prevalent  in  mental  in- 
stitutions and  schools  for  the  mentally  de- 
fective. In  our  institution  reserpine  (Serpa- 
sil)  has  been  used  in  small  doses  of  0.1  mgm. 
three  times  a day  for  behavior  control  with 
some  success.  Although  we  are  no  longer 
using  this  drug  in  great  quantities,  we  are 
prescribing  it  throughout  the  institution,  par- 
ticularly in  the  lower  grade  agitated  patients. 

Several  authors,  namely,  Lambros\  Zim- 
merman and  Burgemeister^  and  Carter®  have 
reported  some  improvement  in  control  of 
epileptic  seizures  when  reserpine  was  added 
to  the  previous  anti-convulsant  medications. 
In  particular,  Lambros  reported  no  change 

•'Clinical  Director,  Montana  State  Training  School,  Boulder, 
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in  seizure  patterns  in  67  of  100  patients.  In 
my  own  experience,  while  testing  the  use  of 
reserpine  in  behavior  problems  and  dealing 
with  a limited  number  of  epileptic  patients, 
no  seizures  occurred  in  six  epileptic  patients 
who  were  on  medication  for  one  year.  They 
had  had  a total  of  eight  grand  mal  seizures 
in  the  prior  year^.  On  the  other  hand,  Barsa 
and  Kline  felt  that  reserpine  might  cause  an 
increased  number  of  seizures  in  epileptics®. 
Because  our  series  and  experience  was  in  a 
limited  number  of  epileptics  and  because  the 
reports  in  the  literature  in  most  cases  did  not 
include  large  numbers  in  the  study  of  this 
problem,  we  embarked  two  years  ago  upon 
a study  of  the  use  of  reserpine  in  epileptics 
with  grand  mal  seizures. 

Mode  of  action 

The  historic  background  of  Rauwolfia 
serpentina  and  its  use  in  the  crude  form  in 
India  for  a number  of  centuries  for  a sedative 
effect,  for  the  relief  of  snakebite  and  for 
various  anxiety  and  gastrointestinal  condi- 
tions are  well  known.  There  have  been  a 
large  number  of  alkaloids  isolated  from  Rau- 
wolfia serpentina  and  attention  has  centered 
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upon  the  use  of  reserpine  since  it  has  far 
greater  central  depressant  action  than  the 
other  fractions,  but  less  demonstrable  im- 
mediate peripheral  reaction.  It  is  generally 
agreed  that  the  central  actions  of  reserpine 
are  of  greater  importance  than  the  vaso- 
dilator action.  These  central  actions  are  simi- 
lar to  the  known  actions  of  the  hypothalamus. 
The  drug  apparently  acts  by  suppressing  the 
posterior  hypothalamus  and  its  effect  extends 
anteriorly  as  far  as  the  ventromedial  nucleus 
causing  increase  in  body  weight,  and  posteri- 
orly to  the  reticular  formation  causing  drow- 
siness and  diminished  alertness'*.  These  ac- 
tions of  reserpine  in  the  hypothalamic  areas 
may  possibly  be  related  to  the  release  of 
serotonin  from  the  hypothalamic  cells.  Sero- 
tonin has  an  indol  nucleus  as  do  reserpine 
and  enteramine  (contained  in  the  argentaffin 
cells  of  the  stomach)  and  it  disappears  from 
the  cells  of  smooth  muscles,  thrombocytes 
and  the  hypothalamus  when  reserpine  is  ad- 
ministered. Waste  products  of  serotonin  then 
appear  subsequently  in  the  urine"’  It  has 
been  reported  to  be  anti-diuretic,  possibly  by 
action  on  the  posterior  pituitary  gland^".  In 
addition  to  the  effects  mediated  through  the 
sympathetic  nervous  system,  there  is  also  a 
direct  peripheral  vasodilating  effect”  and  a 
peripheral  diuretic  effect  brought  about  by 
hyperfunction  of  the  glomeruli,  hypofunction 
of  the  tubules  and  increased  plasma  and  blood 
flow  through  the  kidney”. 

Clinical  effects 

It  is  agreed  that  reserpine  affects  most 
patients  in  direct  proportion  to  the  amount 
of  drug  administered  and  that  it  produces 
hypotension,  reduction  of  the  vascular  resist- 
ance, bradycardia,  lowered  body  temperature, 
increase  in  body  weight,  lethargy  and  tran- 
quillity (sedative  effect) . Colombati  has  dem- 
onstrated that  during  electroencephalograph 
studies,  reserpine  may  cause  insomnia  as 
well  as  prolonged  sleep.  He  reported  a de- 
pression of  the  bio-electric  rhythms  occur- 
ring during  the  clinical  torpor  produced  by 
intravenous  administration  of  the  drug”. 
However,  Dennison  and  his  co-workers  re- 
ported that  there  was  no  change  in  the  EEG 
patterns”.  Various  other  clinical  effects  have 
been  reported.  Of  considerable  interest  is  the 
report  that  prothrombin  time  is  prolonged  as 


well  as  clotting  time  in  the  presence  of  a 
normal  platelet  count  and  bleeding  time^®. 
Increased  volume  and  amount  of  free  acid 
in  gastric  secretion  has  also  been  reported  by 
a number  of  authors.  Reserpine’s  effect  upon 
behavior  has  been  well  documented,  as  well 
as  its  use  in  the  mentally  ill  and  psychotics. 
However,  Barsa  and  Kline’s  report  stated  that 
it  was  more  effective  in  psychotics  without 
convulsions  than  in  those  with  convulsions,  as 
mentioned  previously. 

Toxic  or  side  effects  of  the  drug 

The  most  common  side  effects  reported 
are  nasal  stuffiness  and  headache,  decreased 
initiative  and  fatigue,  weight  gain,  drowsi- 
ness, insomnia,  nightmares,  nausea,  vomiting,  ■ 
diarrhea,  dizziness  and  irritability.  Paralysis 
agitans  has  been  reported  a number  of  times.  • 
Edema  secondary  to  sodium  retention  has 
been  reported,  but  this  side  effect  has  been 
adequately  controlled  by  diuretics.  Ventricu- 
lar premature  contractions,  hypotensive  ! 
shock  reactions,  angina  pectoris  in  persons  ) 
with  cardiac  disease,  depression  anxiety 
states  and  suicidal  tendencies  and  miosis  have  i 

I 

all  been  reported.  More  recently  reports  of  '] 
hemorrhage  from  duodenal  ulcer  have  been  i 
creeping  into  the  literature.  Helena  associ- 
ated with  hyperchlorhydria  induced  by  reser- 
pine has  been  reported.  Hyperchlorhydria  ; 
may  result  from  peripheral  action  on  gastric 
secretions  or  action  on  the  parasympathetic 
ganglions  or  possibly  from  a humoral  mech- 
anism. It  has  been  pointed  out  that  this 
effect  of  the  drug  is  not  counteracted  by  the 
anti-cholinergic  drugs.  Hollister,  in  February, 
1957,  reported  in  the  Archives  of  Internal 
Medicine  hematemesis  associated  with  me- 
lena  in  four  patients,  three  of  these  mentally 
ill  and  one  hypertensive.  Only  one  of  the 
four  had  an  ulcer  and  it  apparently  was  not 
activated  at  the  time  of  the  hemorrhage.  He 
discussed  the  increased  volume  and  acidity 
of  gastric  secretion,  increased  motility  of  the 
lower  gastrointestinal  tract  and  an  emetic 
effect  of  reserpine.  It  has  been  theorized  that 
this  cholinergic-like  action  might  exacerbate 
a duodenal  ulcer  causing  hemorrhage.  How- 
ever, since  reserpine  increases  the  excretion 
of  the  serotonin  metabolite,  a possibility  must 
be  considered  that  some  qualitative  changes 
in  blood  platelets  or  capillary  integrity  may 
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occur  due  to  serotonin  depletion  and  result 
in  hemorrhage-. 

It  may  also  be  suggested  that  loss  in  sero- 
tonin from  smooth  muscle  cells  might  cause 
disturbances  of  vascular  smooth  muscle  ac- 
tion leading  to  loss  of  capillary  integrity  and 
pooling  of  blood.  Hollister  tested  a large 
number  of  patients  receiving  reserpine  and 
felt  that  there  was  no  change  in  the  blood 
clotting,  clot  retraction  or  prothrombin  time. 
However,  in  two  patients  out  of  68  tested,  a 
positive  capillary  fragility  test  was  obtained. 
An  increase  in  capillary  fragility  was  equivo- 
cal in  10  additional  patients.  Bleeding  and 
clotting  times  were  normal  in  all  12  patients. 
Hollister  felt  that  the  hematemesis  and  me- 
lena  were  due  to  local  changes  in  the  gastro- 
intestinal mucosa  rather  than  a disorder  of 
blood  coagulation.  He  felt  that  there  was  no 
evidence  that  this  drug  caused  a disorder  of 
blood  clotting.  Two  cases  of  gastrointestinal 
hemorrhage  as  a complication  of  reserpine 
administration  have  been  reported  by  Dillon 
and  Swain  in  the  November,  1956,  issue  of 
the  American  Journal  of  Psychiatry,  and 
reports  of  similar  hemorrhages  may  be  found 
in  the  literature. 

This  hemorrhagic  effect  becomes  most  in- 
teresting since  a failure  of  the  blood  to  clot 
and  a lengthened  prothrombin  time  in  a pa- 
tient receiving  the  drug  has  been  reported, 
as  well  as  inhibition  of  in  vitro  clotting  by 
the  addition  of  reserpine^®.  Furthermore,  re- 
cent reports  of  thrombopenia  associated  with 
reserpine  therapy  have  been  published. 

Method  of  study 

On  April  1,  1956,  74  epileptics  with  grand 
mal  seizure  patterns  were  started  on  Serpasil 
which  in  one  month  was  raised  by  small  in- 
crements to  1.0  mgm  three  times  daily  of 
Elixir  of  Serpasil*.  All  grand  mal  seizures 
are  routinely  recorded  in  our  institution; 
therefore,  the  number  of  grand  mal  seizures 
for  the  12  months  prior  to  drug  therapy  were 
easily  tabulated.  Seizures  were  also,  of  course, 
tabulated  during  the  study  and  for  the  subse- 
quent 12  months.  The  number  of  seizures 
during  the  year  before  and  the  year  after 
drug  therapy  were  used  to  establish  the  usual 
frequency  of  seizures.  During  the  entire  three 

‘Furnished  in  large  part  for  this  study  by  Ciba  Pharmaceutical 
Company. 
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years  of  the  study,  there  were  no  changes  in 
anti-convulsant  medication  in  this  group  of 
74  patients.  As  usual,  patients  with  seizures 
out  of  control  were  admitted  to  the  hospital 
for  sodium  phenobarbital  or  pentothal  anes- 
thesia. Four  patients  with  epileptic  seizures 
died  while  receiving  reserpine.  Four  patients 
were  transferred  to  the  state  hospital  at 
Warm  Springs  for  mental  reactions  during 
reserpine  therapy.  Accordingly,  a total  of  66 
patients  with  grand  mal  seizures  were  studied 
for  three  years  for  frequency  of  seizures. 
Personnel  routinely  administered  the  drug  to 
each  of  the  epileptics  with  his  usual  anti- 
convulsant medication.  Three  mgm.  daily  was 
decided  upon  since  this  is  the  average  dosage 
of  Elixir  of  Serpasil  which  has  been  used  in 
many  institutions. 

Results 

These  66  patients  had  1,319  seizures  the 
year  prior  to  the  study.  During  the  year  on 
reserpine  they  had  1,852  grand  mal  seizures 
which  is  an  increase  of  40  per  cent.  In  the 
following  year  they  had  1,605  grand  mal 
seizures,  still  a slight  increase  over  the  year 
prior  to  the  study.  The  group  was  classified 
by  seizure  types  to  ascertain  if  any  type  was 
affected  more  than  another  by  the  use  of 
reserpine  (Table  1). 


TABLE  1 


No.  of  Grand  Mal  Seizures 

Patients  Type  of  Seizures  1955-56  1956-57  1957-58 


49 

Grand  Mal  

..  678 

685 

630 

17 

Grand  & Petit  Mal.. 

..  641 

1167 

975 

66 

Total  

.1,319 

1,852 

1,605 

There  were  49  patients  who  had  only 
grand  mal  seizures  as  evidenced  by  clinical 
findings  and  the  electroencephalogram.  These 
49  patients  had  678  seizures  prior  to  the  year 
of  the  study,  685  grand  mal  seizures  during 
the  study  and  630  after  the  study,  or  no  signif- 
icant change.  The  17  patients  who  had  both 
grand  mal  and  petit  mal  seizures  had  641 
major  convulsions  in  the  first  year,  but  1,167 
seizures  during  the  year  on  reserpine,  an 
increase  of  82  per  cent.  The  year  after  Serpa- 
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sil  was  used  there  were  975  major  seizures  in 
this  group,  still  a considerable  increase  over 
that  of  the  year  prior  to  the  study.  The  66 
epileptics  were  then  classified  by  etiology 
(Table  2). 


TABLE  2 

No.  of 

Patients  Etiology  of  Epilepsy 

1955-56 

1956-57 

1957-58 

19 

Trauma  

..  201 

247 

208 

12 

Infection  

--  158 

330 

147 

13 

Familial-Congenital 

..  206 

253 

143 

8 

Multiple  (two 

or  more)  

..  184 

468 

492 

14 

Unknown  

..  570 

554 

615 

66 

Total  

.1,319 

1,852 

1,605 

There  were  19  patients  whose  epilepsy 
was  post-traumatic.  These  patients  had  201 
seizures  the  year  prior  to  the  study,  247  while 
reserpine  was  being  used,  and  208  after  the 
use  of  reserpine.  This  is  an  increase  of  23 
per  cent  and  is  perhaps  not  significant. 

Twelve  patients  whose  epilepsy  was  post- 
infectious,  had  158  seizures  the  first  year  of 
the  study,  330  while  reserpine  was  being 
used,  and  147  the  following  year,  or  an  in- 
crease of  109  per  cent  while  on  reserpine. 

Thirteen  patients,  whose  epilepsy  resulted 
from  familial,  hereditary,  or  congenital 
causes,  had  206  seizures  the  first  year,  253 
while  reserpine  was  being  used,  and  143  seiz- 
ures during  the  last  year.  The  increase  of  22 
per  cent  while  on  reserpine  may  not  be  sig- 
nificant. 

Eight  patients  had  two  or  more  of  the 
above  causes  for  their  epilepsy.  These  pa- 
tients had  184  seizures  the  first  year,  468 
during  the  year  of  the  study,  and  492  the 
following  year.  This  is  an  increase  of  154  per 
cent  while  on  reserpine.  However,  one  of 
these  patients  had  an  increase  from  148  seiz- 
ures to  416  seizures,  and  during  the  past  year 
he  had  413.  His  condition  is  rapidly  deteri- 
orating and  I am  unable  to  state  what  actual 
effect  the  reserpine  had  upon  this  patient’s 
seizure  record.  The  cause  of  the  epilepsy  in 
14  of  the  patients  has  not  been  determined. 
They  had  570  seizures  the  year  prior  to  the 


study,  554  during  the  study,  and  615  during 
the  last  year,  or  no  apparent  disturbance  in 
seizure  frequency.  The  66  patients  were  then 
classified  by  the  seizure  patterns  present  on 
the  electroencephalogram  (Table  3). 


TABLE  3 


No.  of  Grand  Mai  Seizures 

Patients  EEG  Pattern  1955-56  1956-57  1957-53 


30 

Grand  Mal  Spikes  ... 

. 481 

516 

452 

15-Severe  changes  ... 

. 198 

198 

172 

5-Mild  changes 

0 

20 

0 

10-Focal  Spikes  

. 283 

298 

280 

15 

Grand  and  Petit  Mal. 
4-Grand  and  Petit 

. 601 

1,147 

954 

Mal — general  

8-Grand  and  Focal 

. 80 

86 

75 

P.M 

3-Grand  and  Focal 

. 424 

851 

774 

P.M.V 

. 97 

210 

105 

2 

Petit  Mal  only 

- 40 

20 

21 

14 

Suppressed  Cortex  ... 
8-General 

. 192 

166 

160 

Suppression  

6-Unilateral 

..  71 

39 

69 

Suppression  

..  121 

127 

91 

5 

Normal  EEG  

5 

3 

18 

66 

Total  

1,319 

1,852 

1,605 

Thirty  patients  had  only  grand  mal  type 
spikes  on  the  electroencephalogram.  These 
patients  had  481  seizures  the  year  prior  to 
the  study,  516  during  the  study,  and  452  after 
the  study,  or  no  significant  change  in  seizure 
pattern.  These  30  were  subdivided  into  severe 
electrical  disturbances,  mild  electrical  dis- 
turbances, and  focal  disturbances.  No  signifi- 
cant change  was  noticed.  Fifteen  patients 
who  had  both  grand  mal  and  petit  mal  type 
seizure  patterns  had  601  seizures  before  the 
study,  1,147  seizures  during  the  study,  and 
954  after  the  study.  These  were  broken  down 
into  three  different  groups.  Four  patients 
who  had  grand  mal  and  rhythmic  petit  mal 
disturbances  in  all  areas  had  no  significant 
increase  in  seizures.  However,  the  two  sub- 
groups (11  patients)  with  grand  mal  spikes 
as  well  as  focal  petit  mal  and  focal  petit  mal 
variant  disturbances  in  the  temporal  lobes 
had  increase  in  seizures  from  521  to  1,061 
and  then  down  to  879. 

Two  patients  who  had  grand  mal  seizures 
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clinically,  demonstrated  only  petit  mal  pat- 
terns in  the  electroencephalogram.  These  pa- 
tients had  40  seizures  before  the  study,  20 
during  the  study,  and  21  the  last  year.  Four- 
teen patients  who  had  suppressed  cortical 
electrical  activity  had  192  seizures  the  first 
year,  166  seizures  while  on  reserpine  and  160 
during  the  last  year.  Six  of  these  patients  had 
a suppressed  unilateral  hemisphere,  the  re- 
maining had  general  suppression  and  there 
was  no  significant  difference.  Five  of  the 
patients  had  normal  electroencephalographic 
patterns.  These  patients  had  five  seizures  the 
first  year,  three  the  following  year  and  18 
the  last  year. 

Comments 

When  these  patients  are  considered  it  ap- 
pears significant  that  those  patients  who  had 
both  grand  and  petit  mal  (clinically  and 
electroencephalographically)  had  a marked 
increase  in  the  number  of  grand  mal  seizures 
while  they  received  reserpine;  while  those 
with  grand  mal  only  had  no  significant 
change  in  seizure  frequency.  It  seems  appar- 
ent that  reserpine  frequently  triggered  seiz- 
ures in  those  patients  with  both  grand  and 
petit  mal. 

It  is  perhaps  true  that  reserpine  may  be 
used  safely  in  those  patients  demonstrating 
only  grand  mal  seizures.  Some  of  these  pa- 
tients do  have  hypertension  and  behavior 
problems  which  can  be  controlled  by  reser- 
pine. 

Of  interest  during  this  study  were  the 
four  deaths  that  occurred.  During  the  year 
that  we  used  reserpine  to  study  its  effect  in 
small  doses  on  behavior  and  intelligence  there 
were  no  deaths  in  the  group  receiving  the 
drug;  however,  the  dosage  used  at  that  time 
was  0.1  mgm.  three  times  daily. 

CASE  REPORTS 

One  of  these  patients,  W.  R.,  a white  male, 
was  admitted  to  our  institution  on  October  17,  1954, 
at  the  age  of  16  years.  His  epilepsy  was  caused  by 
birth  injury.  During  the  year  prior  to  the  study, 
W.  H.  had  76  major  convulsions.  He  was  started 
on  reserpine  on  April  1,  1956,  and  during  the 
succeeding  three  months  he  had  29  major  convul- 
sions. He  was  then  released  from  the  institution 
for  a summer  vacation  with  his  relatives  and 
reserpine  was  continued  at  home.  Two  months 
after  this,  W.  R.  had  a series  of  grand  mal  seizures 
for  12  days  and  died  in  status  epilepticus.  Post- 
mortem examination  revealed  that  this  patient 


died  with  a ruptured  appendix. 

The  second  death  was  a 16-year-old  white  male, 
J.  Y.  This  patient  had  17  major  convulsions  the 
year  before  the  study  and  five  during  the  first 
five  months  while  on  Serpasil.  He  was  born  with 
an  imperforate  anus,  a megacolon  and  an  enlarged 
liver.  His  epilepsy  was  probably  congenital  in 
nature.  On  the  morning  of  his  death  he  had  a 
major  convulsion  which  appeared  to  be  of  average 
intensity  for  this  patient.  As  usual,  attendants  in 
the  cottage  placed  him  upon  the  floor  so  he  would 
not  be  injured  by  recurrent  seizures.  Checking 
him  a short  time  after  a second  seizure  in  the 
afternoon  they  discovered  that  he  was  dead.  On 
postmortem  examination  both  lungs  showed  de- 
creased crepitation  throughout  and  the  left  lower 
lobe  was  completely  consolidated.  Most  of  the 
right  lower  lobe  was  consolidated.  Surfaces  of 
both  lungs  showed  irregular  reddish-purple  blotch- 
ings  varying  in  diameter  from  5 to  20  mm.  Bronchi 
contained  a small  amount  of  mucoid  material. 
Grossly  this  appeared  to  be  a bilateral  broncho- 
pneumonia. However,  microscopic  examination 
demonstrated  that  the  alveoli  of  the  lungs  were 
filled  with  blood  and  coagulated  serum.  Little 
inflammatory  reaction  was  found  and  “on  micro- 
scopic section  this  bronchopneumonia  was  found 
to  be  hemorrhage  and  hemorrhagic  congestion 
the  cause  of  which  is  not  clear  from  organic,  patho- 
logic findings.” 

The  third  death  occurred  in  a white  male,  aged 
35.  This  patient  was  in  the  hospital  for  a period 
of  15  days.  He  had  been  treated  during  this  time 
for  findings  suggestive  of  pneumonia  and  pul- 
monary embolus.  During  this  period  he  had  one 
major  convulsion  just  before  death.  The  cause  of 
his  epilepsy  was  hydrocephalus,  external  in  nature, 
thought  to  be  from  hemorrhage  in  infancy.  During 
the  year  prior  to  the  study  this  patient  had  70 
major  convulsions  and  18  in  the  five  months  while 
on  Serpasil  prior  to  his  death.  Postmortem  find- 
ings were  confined  to  lungs,  vascular  system, 
brain  and  skull.  The  cause  of  hydrocephalus  was 
an  old  fracture  on  the  left  side  of  the  skull  evi- 
denced by  callous  formation,  with  a contre  coup 
injury  to  the  right  side  of  the  cranial  cavity. 
There  was  a phlebothrombosis  of  the  right  iliac 
vein,  pulmonary  emboli  bilaterally,  mural  throm- 
bosis of  the  right  ventricle,  gynecomastia  and  a 
cavernous  hemangioma  of  the  liver. 

The  fourth  patient,  D.  A.,  died  at  the  age  of 
17  years.  This  white  male  had  six  seizures  the 
year  prior  to  the  study  and  no  seizures  in  four 
months  while  on  Serpasil.  He  had  a moderate 
hydrocephalus  believed  to  be  due  to  birth  injury. 
The  patient  had  been  hospitalized  from  January 
21  to  January  23,  1957,  for  mild  fever  with  slight 
swelling  of  the  left  leg  which  was  apparent  on 
the  second  day  of  his  hospitalization.  On  January 
28,  he  arose,  walked  to  the  bathroom,  collapsed  and 
died.  Postmortem  examination  verified  the  mod- 
erate hydrocephalus.  Chronic  fibrous  arachnoiditis 
of  the  anterior  portion  of  the  brain  was  also 
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present.  The  most  interesting  findings  were  in  the 
lung  and  vascular  system.  In  the  left  pulmonary 
artery  there  was  a large  embolus  and  pulmonary 
infarct.  The  origin  of  this  embolus  was  probably 
phlebothrombosis  of  the  left  leg. 

In  both  of  the  patients  who  died  with 
pulmonary  embolism  and  infarction  there 
was  no  evidence  or  history  of  injury  to  or 
infection  in  the  legs;  the  etiology  of  the 
thrombosis  is  therefore  not  known.  The  eti- 
ology of  the  pulmonary  hemorrhage  which 
occurred  in  the  other  patient  is  also  unknown. 

An  interesting  speculation  is  that  reser- 
pine  in  some  way  disturbs  the  clotting  and 
bleeding  mechanisms  of  the  body.  It  has  been 
suggested  at  times  by  other  authors  that 
there  is  a quantitative  and  qualitative  change 
in  the  platelets  themselves.  A disturbance  of 
clotting  time  and  increased  prothrombin  time 
by  the  use  of  reserpine  in  blood  in  vitro  has 
been  claimed.  There  is  evidence  that  capillary 
fragility  is  increased.  Evidence  has  also  ac- 
cumulated that  gastric  hemorrhage,  not  nec- 
essarily related  to  ulcers,  may  result  from 
use  of  reserpine  and  it  has  been  postulated 
that  this  is  either  a direct  or  humoral  effect 
upon  the  gastric  mucosa.  I have  found  no 
reports  that  clot  formation  is  increased  by  the 
use  of  reserpine. 

The  circumscribed  and  localized  areas  of 
free  pulmonary  hemorrhages  in  one  of  our 
patients  have  been  related  to  the  use  of 
reserpine,  possibly  as  the  result  of  a disturb- 
ance in  the  bleeding  and  clotting  mechanism 
or  from  a disturbance  of  capillary  integrity. 
It  is  probable  that  the  phlebothrombosis, 
mural  thrombosis,  pulmonary  emboli  and  in- 
farctions which  occurred  in  the  other  two 
deaths  were  not  related  to  reserpine.  How- 
ever, any  possible  disturbance  of  the  bleed- 
ing and  clotting  mechanism  by  reserpine 
should  be  carefully  investigated,  since  pe- 
ripheral vasodilation  and  capillary  fragility 
are  reported  and  pooling  and  stagnation  of 
the  blood  and  small  localized  capillary  hem- 
orrhages resulting  therefrom  might  lead  to 
thrombus  formation. 

Although  four  patients  were  transferred 
to  the  State  Hospital  at  Warm  Springs  during 
the  year  when  reserpine  was  being  admin- 
istered, it  does  not  appear  that  reserpine  was 


the  etiologic  factor  in  the  mental  reactions 
which  occurred. 

Summary 

It  has  been  demonstrated  that  1.0  mgm. 
of  Elixir  of  Serpasil  three  times  daily  does 
not  apparently  affect  grand  mal  seizures  in 
those  persons  who  have  grand  mal  only. 
However,  if  either  trauma  or  infection  has 
caused  the  epilepsy,  or  if  there  were  multiple 
causes  of  the  epilepsy,  or  if  the  patient  is 
afflicted  by  grand  mal  and  petit  mal  both, 
it  appears  that  there  is  a significant  increase 
in  the  number  of  grand  mal  seizures.  The 
mechanism  of  this  effect  is  not  known  and 
apparently  should  be  studied  at  greater 
length.  It  has  been  postulated  that  reserpine 
in  one  instance  in  this  series  has  caused  pul- 
monary hemorrhage  resulting  in  death.  It 
has  also  been  suggested  that  two  fatally  ter- 
minating cases  of  embolic  thrombosis  might 
be  related  to  the  use  of  reserpine.  • 
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Emergencies 


in  the  newborn* 


R.  V.  Platou,  M.D.,  Gloria  Stewart,  M.D.,  and  John  Lipsey,  M.D.,  New  Orleans,  Louisiana 


These  cases  represent  neonatal 
emergencies  as  actually  observed  in  a 
medical  teaching  program.  Read  the  first 
portion  of  the  paper,  jotting  down  your 
presumptive  diagnosis  for  each  case. 
Afterward,  turn  to  the  discussion  of  how 
these  cases  tvere  handled  by  clinicians 
of  the  Tulane  Medical  School. 


Recognition  of  the  nature  and  causes  for  a 
variety  of  disturbances  in  young  infants  may 
tax,  vex,  or  escape  even  the  most  experienced 
and  astute  diagnostician.  Despite  remarkable 
technical  advances  that  have  been  made  to 
help  clarify  diagnoses  or  expedite  therapy, 
the  major  burden  for  recognizing  when  and 
how  to  employ  these  aids  remains  with  the 
clinician  at  the  cribside. 

Our  purpose  here  is  to  review  and  em- 
phasize a number  of  purely  clinical  features 
by  which  a variety  of  neonatal  emergencies 
were  suspected,  then  to  append  later  the 
results  of  pertinent  supportive  diagnostic  or 
therapeutic  efforts.  The  protocols  chosen 
have  been  admittedly  abbreviated  in  order 
to  emphasize  the  essence  of  provocative  diag- 
nostic “leads”,  but  all  are  factual  reports  and 
include  those  clues  available  and  necessary 
for  strong  presumptive  diagnoses.  We  hope 
the  dignity  of  practicing  physicians  will  per- 
mit the  same  study  and  speculation  we  ex- 
pect from  medical  students  or  house  officers 
when  confronted  by  these  same  problems! 

The  variety  of  these  factual  examples  falls 
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far  short  of  illustrating  the  total  spectrum  of 
disease  patterns  one  encounters  among  new- 
borns, but  emphasizes  the  importance  of 
prompt  and  proper  recognition  if  we  are  to 
reduce  further  the  prevailing  neonatal  mor- 
bidity and  mortality  rates.  Some  of  our  illus- 
trations are  admittedly  rare  in  any  single 
physician’s  experience,  but  each  was  ex- 
traordinarily common  — to  the  infants  and 
physicians  concerned.  Once  a correct  diagno- 
sis is  suspected,  practically  any  good  standard 
text  will  guide  the  student  or  clinician  to 
proper,  confirmatory  diagnostic  procedures 
or  definitive  therapy. 

First,  the  problems 

1.  This  infant  was  delivered  by  breech 
four  weeks  before  expected  date.  He  weighed 
2,170  grams,  cried  lustily,  and  seemed  normal 
in  all  respects.  Within  an  hour  after  admis- 
sion to  the  nursery,  he  was  found  to  be  pale, 
and  had  a pitifully  weak  cry;  the  abdomen 
was  tightly  distended  and  dull  to  percussion. 
He  appeared  in  extremis. 

2.  Delivered  spontaneously  at  term,  after 
an  uneventful  pregnancy,  this  infant  seemed 
to  require  considerable  stimulation  before 
she  took  her  first  breath  after  about  five 
minutes.  Thereafter,  respirations  were  rapid, 
apparently  difficult,  with  conspicuous  retrac- 
tions, an  open  mouth,  increasingly  frequent 
bouts  of  cyanosis  unchanged  in  oxygen,  pro- 
gressive lethargy — until  the  diagnosis  was 
made  at  20  hours. 

3.  Everything  concerning  the  pregnancy 
and  delivery  of  this  infant  seemed  orderly 
and  the  infant  appeared  entirely  normal  both 
in  the  Delivery  Unit  and  after  routine  exam- 
ination in  the  Nursery.  Less  than  two  hours 
later,  an  alert  nurse  called  the  intern’s  at- 
tention to  the  presence  of  some  frothy  mucus 
about  the  baby’s  mouth  and  nose — he  found 
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nothing  else  unusual  in  the  infant’s  general 
appearance  or  behavior. 

4.  About  eight  hours  after  delivery,  this 
infant  vomited  a small  amount  of  greenish 
mucoid  material  when  the  first  attempt  at 
offering  water  by  nipple  was  made.  Called 
promptly  to  the  attention  of  the  house  officer, 
his  examination  disclosed  that  the  infant  had 
suggestive  mongoloid  features  and  that  the 
upper  abdomen  seemed  distended;  on  a smear 
made  from  the  center  of  a meconium  mass 
which  followed  a rectal  examination,  he 
could  find  no  lanugo  hairs  or  epithelial  cells. 

5.  The  resident  was  called  to  see  this  in- 
fant at  the  age  of  four  hours  because  the 
nurse  had  noted  that  her  respirations  were 
grunting  in  character  and  her  abdomen 
seemed  big.  He  found  just  that — obvious  res- 
piratory distress,  apparently  related  to  a dis- 
tended, tympanitic  abdomen.  Gastric  lavage 
yielded  only  a little  mucus  and  air,  accom- 
plished no  relief.  Provided  with  the  further 
information  that  an  older  sibling  had  died 
after  “progressive  pneumonia”  at  the  age  of 
four  months,  he  made  a presumptive  diag- 
nosis— which  he  promptly  confirmed. 

6.  Born  by  Caesarean  Section  because  of  a 
persistent  transverse  lie  and  a trial  of  labor, 
this  infant  did  not  breathe,  though  the  heart 
tones  seemed  good.  Aspiration  of  a few  cc. 
of  gastric  contents  accomplished  no  apparent 
benefit.  The  anesthesiologist  in  attendance 
then  passed  a tracheal  catheter  and  gave 
positive-pressure  oxygen  with  a bag  for  45 
minutes — when  the  heart  stopped. 

7.  This  mother  had  pre-eclampsia  but  de- 

livered her  male  infant  spontaneously  from 
the  L.O.A.  position  near  term  after  a labor 
lasting  11  hours;  early  bleeding  during  labor 
was  attributed  to  a marginal  placenta  praevia. 
In  the  delivery  room,  the  infant  was  judged 
to  be  normal  in  all  respects.  At  32  hours,  the 
baby  suddenly  developed  shallow  irregular 
respirations,  the  anterior  fontanel  was  notice- 
ably prominent,  and  the  color  was  poor. 
Peripheral  blood  contained  9 grams  of  hemo- 
globin, and  prompt  subdural  taps  were  nega- 
tive. Then,  careful  lumbar  tap  yielded  grossly 
bloody  fluid,  at  an  opening  pressure  of  200 
mm.;  about  half  the  red  blood  cells  in  this 
fluid,  examined  immediately,  were  crenated 
— and  the  supernatant  was  deeply  xantho- 
chromic. s. 


8.  This  OVz-pound  term  infant  was  re- 
ferred to  us  from  a rural  hospital  at  11  hours, 
after  all  efforts  to  stop  a continuous  bloody 
ooze  from  the  umbilical  cord  had  failed.  The 
pregnancy  had  been  uneventful  and  the  de- 
livery spontaneous  at  term.  Oozing  started 
probably  during  the  first  two  hours,  and  it 
was  estimated  that  the  baby  had  lost  more 
than  100  cc.  of  blood. 

On  arrival,  the  infant  was  in  profound 
hypotensive  shock,  cold  and  cyanotic;  umbili- 
cal dressings  were  saturated  with  fresh,  un- 
clotted blood  and  the  hemoglobin  level  was 
7 grams.  There  was  also  blood  oozing  from 
a number  of  earlier  venapunctures.  The  blood 
did  not  clot  and  the  platelets  appeared  nor- 
mal. Despite  prompt  administration  of  com- 
patible blood,  dextrans,  fibrinogen,  and  pro- 
tamine sulfate,  bleeding  continued  and  the 
infant  expired  three  hours  later. 

9.  Two  Negro  infants,  successive  term 
products  of  apparently  normal  seventh  and 
eighth  pregnancies,  followed  essentially  simi- 
lar neonatal  courses- — in  both,  obvious  jaun- 
dice and  splenomegaly  were  first  noted  at 
about  12  hours  of  age. 

Adequate  studies  reasonably  excluded 
blood  group  incompatibilities,  regular  and  ir- 
regular blocking  antibodies,  sickling,  syphilis, 
and  sepsis.  At  the  time  symptoms  were  first 
noted,  hemoglobins  were  about  13  gms.,  bili- 
rubins 20-25  mgm.  (mostly  indirect).  The 
babies  had  responded  only  transiently  to  ade- 
quate exchange  transfusions.  These  were 
then  followed  in  both  cases  by  repeated  small 
direct  transfusions,  and  by  the  age  of  4-5 
weeks,  the  initial  features  were  still  con- 
spicuous-splenomegaly and  anemia;  by  10 
weeks  the  hemoglobins  were  around  4 gms., 
reticulocytes  around  7 per  cent. 

10.  Immediately  after  delivery,  obvious 
stridor,  sternal  retractions  and  slight  cyanosis 
were  noted  in  this  eight-pound  male  infant; 
pregnancy  and  delivery  had  been  “routine.” 
The  nares  were  patent.  Stridor  became  worse, 
though  cyanosis  was  relieved  with  oxygen. 
In  oxygen,  retractions  were  not  effected,  but 
actually  seemed  more  conspicuous.  The  lungs 
were  hyper-resonant,  with  inspiratory  and 
expiratory  wheezing,  and  an  x-ray  of  the 
chest  showed  nothing  unusual,  A catheter 
was  passed  easily  through  the  esophagus,  and 
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gastric  lavage  yielded  only  a small  amount 
of  mucus. 

11.  This  male  breast-fed  infant  had  been 
judged  normal  in  all  respects  and  was  dis- 
charged with  his  mother  on  the  third  day 
after  delivery.  At  home,  on  the  fifth  day,  he 
seemed  lethargic,  was  noticeably  jaundiced, 
refused  feedings,  vomited  small  amounts 
of  clear  mucus  several  times,  and  had  three 
small  liquid  greenish  stools  — so  he  was 
brought  back  to  the  hospital. 

Jaundice  was  obvious  and  the  abdomen 
was  distended  and  tympanitic.  The  infant  was 
seriously  sick  and  had  several  brief  apneic 
periods  during  a hasty  preliminary  examina- 
tion. An  upright  film  of  the  chest  and  ab- 
domen was  made  en  route  to  the  ward. 

12.  This  seven-pound  male  infant  was 
normal  at  birth.  At  18  hours,  he  vomited  bile- 
stained  fluid,  retched  a great  deal,  and  the 
abdomen  was  found  to  be  distended  and  dull 
to  percussion.  Two  small  meconium  stools 
had  been  passed;  lanugo  hairs  and  epithelial 
cells  were  present.  An  upright  film  of  the 
abdomen  showed  only  scattered  small  bowel 
gas  patterns,  with  fluid  levels.  Abdominal 
paracentesis  yielded  a small  amount  of  viscid, 
dark,  bloody  fluid.  A single  gentle  attempt 
at  barium  enema  was  technically  unsatis- 
factory. 

13.  The  mother  of  this  infant  had  had  an 
acute  upper  respiratory  infection  with  fever 
for  three  days;  then — following  a labor  of 
57  hours,  and  22  hours  after  rupture  of  the 
membranes  — she  delivered  an  eight-pound 
female  infant  by  Caesarian  Section,  indicated 
because  of  cephalopelvic  disproportion.  In  the 
delivery  room,  the  infant  was  judged  to  be 
normal,  robust  and  active.  Within  an  hour, 
respiratory  and  cardiac  distress  was  noted. 
The  pulse  was  fast  and  irregular,  heart  tones 
were  poor,  retractions  increased  and  tachyp- 
nea progressed;  a few  scattered  rales  were 
heard. 

14.  Born  at  another  hospital,  details  of  the 
delivery  were  unknown,  but  reported  as  en- 
tirely normal  by  the  parents.  The  infant  had 
done  well  for  10  days,  when  he  developed 
anorexia,  vomiting,  and  pallor  with  increas- 
ingly severe  bouts  of  cyanosis  at  any  dis- 
turbance. He  was  brought  to  us  at  14  days, 
when  he  appeared  seriously  ill,  temperature 
105°.  Respiratory  distress  was  conspicuous, 


with  coarse  rales  over  both  lung  fields, 
hepatosplenomegaly,  gallop  rhythm,  and  a 
harsh  systolic  murmur  heard  over  the  entire 
precordium.  The  PMI  could  not  be  defined. 
A few  petechiae  were  soon  found  in  the 
skin  and  conjunctivae.  The  chest  film  showed 
features  compatible  with  pulmonary  conges- 
tion or  pneumonitis,  ECG  showed  large  com- 
plexes with  a left  axis  deviation,  and  the 
hemoglobin  was  12  gm.  The  leucocyte  count 
was  36,000,  with  a shift  to  the  left. 

15.  The  pregnancy  which  yielded  this  in- 
fant had  been  considered  uneventful,  except 
that  the  mother  had  had  a few  scattered 
pustular  skin  lesions  which  were  not  called 
to  medical  attention,  and  which  had  cleared 
completely  several  weeks  before  delivery. 
The  infant  seemed  normal  until  the  ninth 
day.  At  that  time,  jaundice  was  noted  along 
with  a small  red  pimple  near  the  tip  of  the 
nose.  On  the  eleventh  day,  the  baby’s  urine 
was  red.  The  family  physician  saw  the  infant 
for  the  first  time  and  referred  him  directly 
for  study.  On  admission,  the  baby  appeared 
moribund,  deeply  icteric  and  dehydrated; 
the  liver  and  spleen  were  both  enlarged, 
respirations  were  shallow  and  irregular,  and 
the  right  kidney  was  easily  felt  to  be  large 
and  firm.  Hemoglobin — 14  gms.,  WBC  53,000; 
urinalysis:  albumin  4 plus,  RBC  15-20/hpf, 
WBC  15-20/hpf,  Sp.gr.  1.014;  CO,  4.5mMol/L, 
Cl  133  mEq/L;  cultures  from  the  blood  and 
urine  were  made. 

16.  Jimmy,  a first-born  male,  weighed 
nine  pounds  at  birth  and  did  well  on  a stand- 
ard formula  until  the  age  of  2V2  weeks.  Then, 
for  no  apparent  reason,  he  began  to  retch  and 
vomit,  had  several  loose  stools,  and  rapidly 
became  listless  and  dehydrated.  He  was  hos- 
pitalized elsewhere  for  two  days,  given  anti- 
biotics and  fluids.  He  recovered  rapidly.  Four 
days  later,  at  home,  there  was  recurrence  of 
all  symptoms,  and  this  time  it  was  noted  that 
he  seemed  to  urinate  more  frequently  than 
before.  He  was  then  referred  to  us,  weighing 
one  pound  under  birth  weight.  He  was  shocky, 
pale  and  dehydrated.  Temperature  99°,  pulse 
weak  at  about  160,  respirations  22/min.  Blood 
pressure  40/?  The  urine  contained  a trace  of 
sugar;  pH  7.5 — otherwise  normal  by  routine 
examination.  Hemoglobin  9.0  gms.,  WBC  18,- 
500,  blood  sugar  122  mg.,  BUN  27  mg.,  CO,  15, 
chlorides  86.4,  sodium  121,  potassium  6.7 
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mEq/liter.  X-rays  of  the  skull,  long  bones, 
chest  and  abdomen  were  not  remarkable. 
Chromosomal  sex  was  male. 

17.  This  baby  girl  was  born  at  term  of  a 
multiparous  mother;  delivery  was  unevent- 
ful, with  low  forceps  and  episiotomy,  from 
the  L.O.A.  position.  Demerol  and  scopolomine 
had  been  given  for  analgesia,  and  ethylene 
and  ether  had  been  employed  briefly.  When 
there  was  some  difficulty  with  respirations 
following  delivery,  Nalline®  and  incubator 
care  were  given.  The  color  was  mottled,  res- 
pirations were  4-6  per  minute  and  irregular, 
heart  sounds  were  distant  over  the  left  pre- 
cordium  but  loud  and  regular  at  a rate  of 
155  over  the  right  nipple.  No  breath  sounds 
were  heard  over  the  left  chest  and  only  faint 
and  irregular  ones  in  the  right  axilla.  There 
were  no  abdominal  masses  and  the  liver  and 
spleen  could  not  be  palpated.  The  infant  ex- 
pired at  one  hour,  as  an  x-ray  was  being 
made  to  confirm  the  presumptive  clinical 
diagnosis. 

18.  Under  cyclopropane  and  ether  anes- 
thesia, the  second  of  twins  was  delivered  by 
version  and  extraction  32  minutes  after  her 
normal  sibling;  the  mother  had  had  mild 
pre-eclampsia.  The  infant  weighed  four 
pounds,  and  was  apneic.  With  tracheal  suc- 
tion, respirations  were  initiated  and  main- 
tained for  about  one  minute.  The  heart  was 
regular  at  160.  Irregular  but  frequent  bouts 
of  apnea  led  to  repeated  efforts  at  positive 
pressure  respiration  with  oxygen  through  a 
tracheal  catheter.  Apnea  increased  in  fre- 
quency and  duration,  cyanosis  progressed, 
heart  sounds  weakened,  and  when  an  attempt 
was  made  to  give  intracardiac  adrenalin,  the 
barrel  of  the  syringe  was  forced  out  by  air. 

19.  The  mother  of  this  first-born  infant 
had  mild  pre-eclampsia,  for  which  she  had 
received  phenobarbital  and  Reserpine.  A 
norm^al  delivery  occurred  two  weeks  before 
expected  date,  and  the  infant  seemed  normal. 
About  five  hours  after  delivery,  the  nursery 
supervisor  noted  that  the  baby  was  extremely 
lethargic,  responded  only  sluggishly  to  stim- 
uli, had  shallow,  slow  and  irregular  respira- 
tions, and  slight  cyanosis.  The  nose  seemed 
stuffy,  but  there  was  no  obstruction  to  the 
passage  of  a nasal  catheter. 

20.  Jaundice  was  first  noted  in  this  infant 
about  six  hours  after  an  uneventful  delivery. 

54 


Examination  disclosed  conspicuous  hepato- 
splenomegaly,  a few  scattered  petechiae,  tem- 
perature 99,  pulse  160,  respirations  48/min., 
hemoglobin  17,  bilirubin  6.4 — mostly  indirect. 
Prompt  study  failed  to  establish  any  blood 
group  incompatibility,  blood  cultures  were  •'< 
drawn,  and  sediment  in  a catheterized  urine  i 
specimen  showed  only  a few  normal  epi-  i 
thelial  cells.  As  the  hemoglobin  fell  and  the  > 
bilirubin  rose,  the  infant’s  condition  progres-  4 
sively  worsened  while  antibiotics  were  being  k 
administered.  The  downhill  course  was  not 
appreciably  affected  by  exchange  transfusion. 
X-rays  of  the  skull  showed  bilateral  hazy 
but  suggestive  calcific  shadows  correspond- 
ing roughly  to  the  contour  of  the  lateral 
ventricles. 

And  now  the  answers 

So  much  for  the  preliminary  clues.  After 
speculating  over  these,  it  might  be  aca- 
demically healthy  to  venture  the  “most 
likely”  presumptive  diagnoses  together  with 
the  appropriate  confirmatory  observation  or 
procedure  which  might  lead  to  adequate 
therapy.  Obviously,  not  all  these  babies  could 
be  saved,  though  for  some,  results  were  most 
gratifying.  We  all  make  mistakes,  but  hope 
to  learn  something  from  them!  Now,  continue 
with  the  “follow-ups”;  what  was  done,  what 
happened,  what  was  found — the  reader  might 
wish  to  compare  these  with  his  own  specula- 
tions! The  number  of  each  case  corresponds 
to  the  number  of  the  “answer”  and  to  a 
pertinent  reference  at  the  end. 

1.  Most  suhcapsular  hematomas  of  the 
liver  occur  in  infants  born  by  the  breech. 
This,  together  with  extreme  pallor,  but  no 
evidence  of  hemolysis  or  external  blood  loss, 
should  suggest  that  the  cause  for  the  dis- 
tended dull  abdomen  was  rupture  of  such  a 
hematoma.  The  diagnosis  was  supported  by 
prompt  paracentesis  yielding  fresh  blood,  and 
therapy  consisted  of  rapid  replacement  of 
blood,  with  suture  of  the  torn  liver b 

2.  Catheterization  of  the  nares  confirmed 
the  clinical  suspicion  of  choanal  atresia.  Un- 
der endotracheal  anesthesia,  the  bony  cho- 
anae  were  punctured  through  the  nose  and 
the  airway  was  maintained  with  polyethylene 
catheters.  An  additional  diagnostic  maneuver 
consisted  in  the  introduction  of  lipiodol  into 
the  nares  and  a lateral  roentgenogramb 
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3.  Frothy  mucus  alone  should  immediately 
suggest  esophageal  atresia  with  tracheoesoph- 
ageal fistula.  This  was  promptly  confirmed 
by  encountering  obstruction  to  passage  of  an 
esophageal  catheter,  then  introduction  of  a 
few  drops  of  lipiodol  to  establish  clearly  the 
level  of  atresia  preliminary  to  a successful 
end-to-end  anastomosis  and  obliteration  of 
the  fistula®. 

4.  Mongolism  is  often  associated  with  high 
intestinal  atresia.  Upright  film  showed  a dis- 
tended stomach  and  a second  “bubble”  due 
to  the  distension  of  the  first  and  second  por- 
tions of  the  duodenum.  Potts  has  adequately 
emphasized  the  diagnostic  importance  of 
“vomiting  green”  and  a “double  bubble.” 
Duodenojejunostomy  was  successful^. 

5.  Meconium  peritonitis — free  air  in  the 
peritoneal  cavity,  with  linear  calcific  shad- 
ows. Often  a neonatal  feature  of  fibrocystic 
disease  of  the  pancreas.  While  this  infant  sur- 
vived surgery,  she  succumbed  four  years 
later  with  cor  pulmonale  and  severe  pul- 
monary fibrosis®. 

6.  Anoxia  had  probably  caused  the  con- 
gestion and  hemorrhages  noted  at  autopsy — 
including  considerable  intraventricular  hem- 
orrhage— but  this  infant  also  presented  a 
mediastinal  air  block,  multiple  emphysem- 
atous blebs  throughout  both  lungs,  several  of 
which  had  apparently  ruptured  to  cause 
pneumothorax.  Important  as  positive  pres- 
sure efforts  at  resuscitation  may  be  in  select- 
ed cases,  the  operator  should  know  his  own 
strength,  should  avoid  any  conspicuous  dis- 
tension of  the  thorax,  and  should  limit  the 
positive  pressure  to  short  “jet-like  bursts”  to 
avoid  this  most  unfortunate  complication  of 
a well-meant  maneuver®. 

7.  Prolonged  bleeding  time,  a normal  clot- 
ting time,  and  a normal  number  of  platelets 
together  with  a prothrombin  time  of  49  sec- 
onds (contrasted  with  a control  of  13  seconds) 
made  a diagnosis  of  hemorrhagic  disease  of 
the  newborn,  for  which  prompt  fresh  trans- 
fusion is  the  only  practical  effective  therapy; 
one  cannot  depend  on  conversion  of  Vitamin 
K in  this  situation,  though  its  administration 
may  be  considered  as  a potentially  useful 
supportive  measured 

8.  Such  progressive  uncontrollable  bleed- 
ing suggests  severe  hypofibrinoginemia.  The 
mother  had  no  recognized  placental  disorder. 


no  bleeding  tendency  or  clotting  defect  that 
could  be  demonstrated.  In  this  case,  therapy 
came  too  late.  There  was  no  clot  formation 
in  a tube  held  for  five  days  or  in  serum  held 
at  56°  for  60  minutes;  electrophoresis  showed 
a low  level  of  fibrinogen®. 

9.  As  the  transfused  cells  were  used  up, 
spherocytosis  became  conspicuous  and  in- 
creased fragility  was  demonstrated  to  estab- 
lish the  diagnosis  of  familial  hemolytic  ane- 
mia in  Negro  newborns!  Other  members  of 
the  family  had  spherocytosis  and  increased 
fragility,  but  were  not  so  severely  affected. 
Remarkable  improvement  followed  splenec- 
tomy at  two  months,  but  one  of  the  siblings 
died  of  pneumonia  15  months  later®. 

10.  Fluoroscopic  examination  with  a 
barium  swallow  showed  indentation  of  the 
esophagus  characteristic  of  a double  aortic 
arch.  On  the  fourth  day,  a patent  ductus  ar- 
teriosus, which  contributed  to  a complicated 
complete  aortic  ring,  was  divided  and  the 
subsequent  course  was  satisfactory^®. 

11.  The  upright  film  showed  air  under  the 
diaphragms,  and  a decubitus  film  showed 
this  to  be  free  in  the  peritoneal  cavity.  At 
surgery,  there  was  a large  posterior  gastric 
perforation  requiring  subtotal  gastrectomy. 
The  perforation  was  apparently  related  to 
congenital  absence  of  any  external  muscle 
layer  on  the  posterior  stomach  walPh 

12.  The  variations  in  clinical  picture  which 
may  be  explained  by  malrotation  of  the  em- 
bryonic midgut  loop  seemed  to  justify  the 
attempt  to  demonstrate  such  a cause  by  estab- 
lishing the  position  of  the  cecum.  When  this 
failed,  prompt  surgery  disclosed  volvulus 
with  gangrene  of  the  entire  midgut  loop,  re- 
quiring resection.  Not  enough  gastrointestinal 
tract  remained  to  support  nutrition,  though 
the  infant  did  survive  for  23  days  with  dili- 
gent parenteral  feedings^®. 

13.  Though  congenital  pneumonias  may 
occur  without  such  suggestive  antecedent 
circumstances  as  in  this  case,  either  febrile 
disease  in  the  mother,  or  premature  rupture 
of  the  membranes  are  commonly  associated. 
Despite  diligent  treatment,  this  infant  ex- 
pired at  the  age  of  nine  hours  and  before  cul- 
tures had  been  returned.  Autopsy  demon- 
strated extensive  confluent  bronchopneu- 
monia, cultures  yielded  staphylococci^®. 

14.  There  were  many  features  here  to 
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suggest  congenital  cyanotic  heart  disease,  in- 
fection, and  congestive  failure.  The  left  axis 
deviation  in  the  ECG  permitted  speculation 
as  to  tricuspid  stenosis  with  compensatory 
higher  defects.  The  infant  expired  shortly 
after  admission  and  an  autopsy  disclosed 
acute  bacterial  endocarditis  of  a stenosed  tri- 
cuspid valve,  large  auricular  and  ventricular 
septal  defects,  extensive  bronchopneumonia 
and  chronic  passive  congestion  of  the  vis- 
cera^'*. 

15.  Infection,  dehydration,  and  electrolyte 
disturbances  combine  commonly  to  “set  the 
stage”  for  a number  of  thrombotic  manifesta- 
tions. Here,  there  was  an  infarcted  right  kid- 
ney with  a perinephric  abscess,  apparently 
due  to  thrombophlebitis  involving  the  in- 
ferior vena  cava  and  right  venal  vein^". 

16.  The  sequence  here  suggested  salt  and 
water  hormone  deficiency  associated  with 
congenital  adrenal  hyperplasia;  the  blood 
chemical  findings  are  not  always  so  confirma- 
tory and  may  at  times  be  confusing.  The  ex- 
cretion of  17-ketosteroids  in  the  urine 
amounted  to  15  mg.  in  the  first  24  hours,  later 
fell  to  4 mg.  Therapy  by  close  individualized 
adjustment  of  hydrocortisone,  desoxycorti- 
costerone,  salt,  glucose  and  fluid  yielded  a 
satisfactory  early  result’ 

17.  This  infant  unfortunately  expired  dur- 
ing the  first  hour,  before  the  clinical  sus- 
picion of  diaphragmatic  hernia  and  congeni- 
tal heart  disease  could  be  confirmed  or 
treated  effectively.  There  was  complete  ab- 
sence of  the  left  leaf  of  the  diaphragm;  the 
left  lobe  of  the  liver,  spleen,  and  upper  in- 
testinal tract  occupied  the  left  thorax,  dis- 
placing the  heart  and  mediastinum  to  the 
right.  The  lungs,  of  course,  were  hypoplastic 
and  atelectatic,  and  as  often  happens  with 
diaphragmatic  hernia,  malrotation  was  also 
present.  An  incidental  and  unexplained  find- 
ing was  a large  tentorial  tear  with  extensive 
hemorrhage  into  the  posterior  fossa”'. 

18.  As  in  case  6,  mediastinal  air  block  with 
emphysematous  blebs  and  pneumothorax  ap- 
parently resulted  from  prolonged  efforts  at 
resuscitation  through  positive  intratracheal 
pressure;  in  this  baby,  the  pathologic  mani- 
festations of  asphyxia  related  either  to  the 
delivery  or  to  the  events  afterwards,  were 
not  so  striking — there  was  no  gross  intra- 
cranial hemorrhage  but  only  scattered  pete- 


chiae,  a few  subarachnoid  hemorrhages,  and 
a moderate  degree  of  visceral  congestion. 
Most  of  the  lung  not  occupied  by  blebs  was 
unexpanded  (“fetal  atelectasis”) . 

19.  Cause-and-effect  relationships  here  are 
not  yet  entirely  clear,  but  we  have  the  con- 
viction that  some  babies  born  of  mothers  who 
have  received  reserpine  exhibit  this  very 
characteristic  set  of  symptoms— -apathy,  shal- 
low and  inadequate  respirations,  with  slight 
cyanosis  and  a conspicuously  “stuffy  nose.” 
So  far  as  we  know  at  present,  therapy  is 
symptomatic  and  supportive — with  a gener- 
ally good  prognosis  in  otherwise  normal  in- 
fants. 

20.  For  a number  of  years,  all  cases  of 
cytomegalic  inclusion  disease  in  newborns 
were  recognized  only  at  autopsy;  inclusions 
are  found  in  most  tissues  examined.  Later, 
these  were  demonstrated  in  epithelial  cells 
in  urinary  sediments.  This,  together  with  the 
occasional  appearance  of  suggestive  hazy 
choroidal  calcification  may  permit  a clinical 
diagnosis.  So  far  as  we  know,  at  present, 
there  is  no  specifically  helpful  therapy.  The 
clinical  manifestations  and  course  are  those 
of  fulminating  sepsis  with  hemolysis  and 
often  hemorrhagic  manifestations. 

Summary 

Again,  it  should  be  re-emphasized  that  the 
protocols  chosen  for  illustration  here  have 
been  abbreviated  to  include  directly  pertinent 
diagnostic  information;  many  or  most  of  the 
“red  herrings”  which  plague  the  clinician 
have  been  omitted.  Our  purposes  have  been 
purely  provocative!  We  are  fully  aware  that 
attitudes  and  convictions  as  to  diagnosis  and 
management  of  the  types  of  problems  we 
have  selected  for  illustration  will  vary  from 
physician  to  physician  and  from  time  to  time. 
Backgrounds  or  experiences,  always  influ- 
encing or  affecting  attitudes  and  progress  in 
medical  thinking,  will  vary  greatly.  It  is  not 
our  contention  that  the  things  we  thought 
about  or  did  were  necessarily  completely 
correct  — we  may  do  differently  in  some 
similar  situations  when  next  we  encounter 

them!*  * references  on  70 
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Anterior  excision  of 
ruptured  cervical  intervertebral  disc 

and  interbody  fusion  {Cloward)* 

Ralph  M.  Stuck,  M.D.,  Denver;  Robert  F.  Hall,  M.D.,  Grand  Junction;  and 

Robert  R.  Oden,  M.D.,  Aspen,  Colorado 


A new  and  strongly  defensible  technic 
for  treatment  of  a major  and  increasing 
injury  problem. 


The  increasing  speed  of  modern  transporta- 
tion has  resulted  in  great  increase  in  acci- 
dents which  shock  and  damage  the  human 
body.  Collision  at  these  increased  speeds 
results  in  damage  to  the  bodily  structures 
that  are  most  vulnerable  either  by  their  in- 
herent nature  or  by  the  situation  in  which 
they  are  placed.  Most  parts  of  the  body  if 
protected  by  crash  pad,  safety  belt,  head 
rest  or  other  proper  means  of  deceleration 
may  escape  serious  damage.  But  very  few 
means  of  transportation  provide  such  pro- 
tection for  the  neck.  As  a result,  neck  injury 
(whip-lash)  is  rapidly  becoming  a major  in- 
jury problem. 

The  neck  may  be  damaged  in  other  ways 
than  by  whip-lash.  For  instance,  a person 
may  slip  and  fall  striking  his  head  in  such 
a fashion  as  to  wrench  his  neck,  he  may  re- 
ceive a blow  to  the  head  that  compresses  his 
neck,  or  he  may  sustain  a direct  blow  to  the 
neck.  Injury  may  also  occur  to  the  cervical 
structures  from  repeated  attritions,  as  in  box- 
ing or  jolting. 

As  a result  of  such  injury,  soft  tissues  of 
the  neck,  the  cervical  spine  and  cervical  in- 
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tervertebral  discs  may  be  contused,  lacerated, 
fractured  or  ruptured.  Stress,  often  applied 
in  a whip-cracker  or  shearing-tearing  fashion, 
may  result  in  stretching  and  tearing  of  liga- 
ments, muscles  and  other  soft  tissue  struc- 
tures, stretching,  tearing  or  crushing  of  nerve 
structures,  fracture  and  dislocation  of  bony 
structures,  and  crushing,  fracturing  and  dis- 
location of  disc  structures.  Location  and  ex- 
tent of  damage  to  neck  structures  can  be 
determined  in  part  by  clinical  symptoms  and 
objective  physical  findings.  Headache  and 
shoulder  pain,  though  usually  indicating  a 
general  effect  upon  these  structures,  may 
assist  in  identifying  the  exact  neck  structures 
injured  and  the  extent  of  their  injury. 

Pain  areas 

Pain  may  be  in  the  neck  and  back  of  the 
head  and  may  extend  forward  behind  the 
eyes;  it  may  be  in  the  region  of  the  scapula, 
pectoral  region,  or  in  the  shoulder,  arm,  fore- 
arm or  hand.  Numbness  and  tingling  may  be 
experienced  in  the  arm,  forearm,  hand  or 
fingers.  Weakness  may  be  in  muscles  of  the 
shoulder  girdle,  arm,  forearm  or  intrinsic 
muscles  of  the  hand. 

Tenderness  may  be  found  along  the  cervi- 
cal spine  and  in  muscles  which  are  painful. 
Weakness  and  wasting  may  be  seen  in 
muscles  of  the  shoulder  girdle,  arm,  forearm 
and  hand.  Sensory  changes  may  be  difficult 
to  elicit;  however,  they  may  be  indicative  of 
nerve  root  injury  and  should  be  searched  for 
diligently.  Reflex  changes,  too,  may  indicate 
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nerve  root  involvement.  In  this  survey 
Keegan’s’^  plan  of  distribution  of  cervical 
nerve  roots  should  be  followed  as  it  has 
proved  to  be  the  most  accurate. 

In  addition  to  physical  signs,  x-rays  may 
be  of  extreme  value  in  establishing  a diag- 
nosis in  neck  injury. 

Our  experience  with  cases  of  neck  injury 
has  led  us  to  conclude  that  the  cervical  inter- 
vertebral disc  is  damaged  much  more  often 
than  has  been  believed  in  the  past  and  that 
many  patients  with  neck  injury  and  a diag- 
nosis of  neck  sprain  actually  have  one  or 
more  symptomatic  degenerated  cervical  in- 
tervertebral discs  requiring  excision  and 
spinal  fusion. 

Use  of  disco  gram 

By  the  use  of  the  discogram-,  a relatively 
new  x-ray  procedure  in  the  cervical  region, 
we  have  demonstrated  damaged  discs  in  most 
neck  injured  patients  whose  symptoms  have 
not  subsided  under  conservative  treatment 
in  a period  of  three  months.  Moreover  we 
have  found  that  anterior  disc  excision  with 
nerve  root  decompression  and  interbody 
fusion  brings  relief  of  these  symptoms.  Our 
experience  has  led  us  to  conclude  that  the 
complete  neurological  and  clinical  pattern  of 
symptoms  commonly  attributed  to  injured 
cervical  disc  and  called  by  some  physicians 
the  “cervical  syndrome”  is  not  necessary  to 
establish  the  diagnosis  of  ruptured  cervical 
intervertebral  disc.  Routinely  we  examine 
and  record  the  complaints  and  physical  find- 
ings in  these  patients.  We  also  endeavor  to 
obtain  x-rays  of  the  cervical  spine  which  in- 
clude A-P,  lateral,  oblique,  and  flexion  and 
extension  views.  (We  no  longer  find  myel- 
ography essential  unless  a spinal  cord  tumor 
is  suspected.) 

Cervical  discography  in  our  hands  has 
proved  to  be  the  most  significant  test  in  de- 
termining disc  injury.  Through  its  use,  the 
disc  or  discs  involved  can  be  determined 
accurately,  the  extent  of  the  damage  can  be 
estimated,  and  the  clinical  symptoms  can  be 
reproduced  during  the  test,  a fact  that  further 
accurately  localizes  the  lesion.  A patient  with 
an  injured  neck  should  be  treated  conserva- 
tively for  a period  of  three  months.  At  the 
end  of  this  time  if  his  symptoms  are  still  dis- 
abling, we  believe  a discogram  should  be  per- 


formed. If  the  discogram  reveals  disc  injury 
and  if  during  this  test  his  symptoms  are 
aggravated,  he  should  be  operated  upon. 

Until  recently  almost  all  cervical  disc 
surgery  was  performed  by  posterior  laminec- 
tomy. Often  cases  were  classified  as  to 
whether  or  not  bony  reaction  occurred  and 
whether  the  disc  was  soft  or  hard,  laterally 
or  medially  displaced.  Various  modifications 
of  posterior  laminectomy  were  used  depend- 
ing on  the  location  and  character  of  the  disc. 
Some  medical  writers  have  reported  a rela- 
tively large  series  of  cases.  These  procedures 
in  themselves  are  technically  difficult  and  in 
many  instances  hazardous.  They  involve  deep 
muscle  splitting  and  partial  or  complete  ex- 
cision of  laminal  arches.  They  are  often  ac- 
companied by  excessive  epidural  venous 
bleeding.  In  most  instances  the  spinal  cord 
must  be  handled,  and  additional  neurologic 
injury  may  result  from  this  handling.  The 
convalescence  in  these  cases  is  long  and  per- 
manent partial  disability  is  conspicuous.  A 
few  cases  have  been  permanently  totally  dis- 
abled. 

Posterior  cervical  laminectomy  for  rup- 
tured cervical  disc  is  now  considered  a pro- 
cedure to  avoid  wherever  possible.  Cleve- 
land® states  that  “.  . . surgical  treatment  for 
the  cervical  syndrome  is  generally  a last  re- 
sort and  should  be  used  only  after  non- 
surgical  treatment  fails.”  Consequently  most 
surgeons'  who  have  done  posterior  laminec- 
tomies have  searched  for  a better  method. 

About  ten  years  ago  interest  was  shown 
in  an  anterior  surgical  approach  to  the  cervi- 
cal disc  problem,  but  no  definite  procedural 
plan  was  devised.  Then  in  1955  Robinson  and 
Smith*  reported  an  anterior  approach,  pri- 
marily for  the  purpose  of  removing  the  af- 
fected disc  and  doing  an  interbody  fusion, 
which  had  quite  favorable  results. 

Ralph  B.  Cloward®,  of  Honolulu,  Hawaii, 
after  surveying  the  problem  of  ruptured  cer- 
vical disc  and  studying  the  anterior  surgical 
approach  to  the  cervical  vertebrae,  developed 
the  method  on  which  he  has  recently  re- 
ported. The  incision  is  made  anteriorly  in  the 
neck  and  dissection  is  carried  downward 
lateral  to  the  trachea  and  esophagus  and 
medial  to  the  sternomastoid  muscle  and  the 
structures  contained  in  the  carotid  sheath. 
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The  intervertebral  disc  to  be  operated  upon 
is  again  identified  by  x-ray  and  is  excised  by 
sharp  dissection  and  by  means  of  a coring 
drill.  The  nerve  roots  in  the  nerve  foraminae 
are  decompressed  by  removing  the  medial 
wall  of  the  bony  foraminae  along  with  the 
encroaching  osteophytes.  Finally  a plug  of 
bone  is  cut  from  the  ilium  and  inserted  be- 
tween the  vertebra,  thus  resulting  in  an  inter- 
body fusion. 

Cloward  states,  “Technically  it  is  possible 
to  remove  completely  both  soft-tissue  and 
bony  elements  encroaching  upon  the  nerve 
roots  or  the  spinal  cord  a great  deal  more  sat- 
isfactorily than  has  ever  been  possible  by 
the  posterior  approach.  The  dangers  of  injury 
to  the  spinal  cord  and  nerve  roots  in  the 
posterior  operation,  usually  by  hemorrhage 
and/or  retraction,  are  almost  entirely  elim- 
inated. Finally,  the  most  important  contribu- 


tion to  this  treatment  of  degenerated  cervical 
disk  (cervical  spondylosis)  by  this  new  pro- 
cedure is  the  fact  that  the  vertebral  bodies 
are  firmly  fused  together  in  a very  short 
period  of  time.  This  arrests  the  degenerative 
process  at  the  joint  which,  if  permitted  to 
continue,  may  accumulate  large  osteophytes 
on  the  margin  of  the  vertebra  with  encroach- 
ment upon  the  spinal  canal  and  possibly 
result  in  chronic  irreparable  damage  to  the 
spinal  canal  and/or  nerve  root.” 

In  the  cases  we  are  reporting,  we  have 
used  exclusively  the  technic  Cloward  de- 
scribed and  demonstrated  to  us.  We  are  con- 
vinced that  the  operative  procedure  of  choice 
for  disabled  cases  of  ruptured  cervical  inter- 
vertebral disc  identified  by  discography  is  an- 
terior excision  of  cervical  disc,  decompres- 
sion of  the  nerve  roots,  and  interbody  fu- 
sion. * references  on  70 


Management  of 
lymphomas  and  leukemias* 

Matthew  Block,  M.D.,  Denver 


Treat  the  patient  ivhen  symptoms 
are  sufficient  to  cause  interference 
in  comfortable  living.  Do  not  treat 
the  elevated  WBC.  Control,  not 
cure,  is  the  aim  of  therapy. 


Hematopoiesis  is  an  orderly  process  involv- 
ing maturation  and  proliferation  of  imma- 
ture cells  to  replace  circulating  blood  cells 
which  have  died  off  as  a result  of  senescence 
or  of  leakage  from  vessels.  Under  normal 
circumstances  blood  formation  is  homo- 
plastic in  that  the  precursors  of  a lineage 


•Presented  before  the  Annual  Session  of  the  New  Mexico 
Medical  Society,  May  14,  1958.  From  the  University  of  Colo- 
rado Medical  Center. 

for  June,  1959 


give  rise  to  cells  of  that  lineage  (erythro- 
blasts  to  red  cells  and  metamyelocytes  to 
granulocytes) . Under  conditions  of  stress 
reticular  cells  may  give  rise  to  any  and  all 
the  blood  cells  by  differentiation  through 
the  various  lineages,  a process  known  as 
heteroplastic  blood  formation.  For  obscure 
reasons  in  postnatal  life,  myeloid  cells  are 
formed  in  the  marrow  and  lymphoid  cells 
in  the  thymus,  spleen,  lymph  node  and 
lymphatic  aggregations  in  various  organs. 
However,  embryologically  and  phylogeneti- 
cally  there  is  no  separation  of  lymphatic  and 
myeloid  tissues. 

Basic  histogenetic  concepts 

Hematopoiesis  may  then  be  most  simply 
considered  to  depend  on  a reserve  of  iso- 
morphous  reticular  cells  which  form  the  sup- 
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Normal  hematopoiesis 


Hematopoiesis  in  chronic  lymphatic  leukemui 


plasma  cells 

/ 
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Fig.  1 Fig.  2 

Fig.  1 and  Fig.  2.  P.B.  peripheral  blood;  M.T.  Marrow  or  myeloid  tissue:  L.T.  Imyphatic  tissue.  Arrow 
indicates  cells  susceptible  to  irradiation  and  chemotherapeutic  drugs.  Steroids  affect  only  lymphoid 
cells  in  hematopoietic  tissues. 


porting  framework  of  all  the  hematopoietic 
tissues.  These  reticular  cells  mature  through 
a free  stem  cell  into  the  various  cell  lineages, 
terminating  in  the  production  of  mature  cells 
for  the  peripheral  blood  (Fig.  1).  In  the 
leukemias  and  lymphomas  this  orderly  proc- 
ess of  maturation  and  proliferation  is  de- 
stroyed (Fig.  2).  However,  the  reticular  cell 
still  remains  as  the  ultimate  source  of  all 
cells. 

These  considerations  have  certain  im- 
portant implications.  First,  the  malignancies 
of  the  hematopoietic  tissues  are  multicentric 
in  origin  since  the  reticular  cell  which  is  the 
source  of  hematopoiesis  is  present  in  all 
hematopoietic  and  connective  tissues.  The 
mere  fact  that  on  physical  examination  nodes 
in  a lymphoma  are  found  only  in  one  area 
is  not  proof  that  microscopically  evident  dis- 
ease is  not  already  present  some  other  place. 
Surgical  removal  of  a “primary”  focus  is 
therefore  illogical.  Clinical  experience  sub- 
stantiates this  concept  in  the  overwhelming 
majority  of  patients. 

Second,  leukemia  and  lymphoma  are  not 
diseases  of  the  blood  but  of  the  blood  forming 
tissues.  The  peripheral  blood  changes  are  a 
result  of  spillover  from  the  diseased  hema- 
topoietic tissues.  In  the  past  our  attention 
has  been  diverted  to  secondary  and  tertiary 
manifestations  of  the  primary  defect  in  the 
hematopoietic  tissues,  especially  the  height 
of  the  white  count. 

Three,  certain  cells  are  sensitive  to  radia- 
tion and  radiomimetic  drugs.  These  cells  are 


lymphocytes,  erythroblasts,  myelocytes  and 
megakaryocytes.  Reticular  cells  are  compara- 
tively insensitive.  Sensitivity  is  dependent 
upon  the  type  of  cell  and  its  location  and 
not  upon  whether  it  is  mature  or  immature, 
rapidly  dividing  or  intermitotic,  or  malignant 
or  nonmalignant.  As  a result  treatment  can 
only  be  suppressive  as  long  as  any  reticular 
cells  remain  as  a source  of  regeneration  of 
the  other  cells  and  because  malignant  and 
nonmalignant  cells  are  equally  sensitive  to 
therapy. 

Diagnosis 

The  first  step  in  treatment  is  an  accurate 
diagnosis.  The  leukemias  and  lymphomas 
may  be  diagnosed  only  by  microscopic  exam- 
ination. Since  the  disease  resides  in  the  he- 
matopoietic tissues  it  is  only  logical  that 
our  efforts  should  be  directed  in  that  direc- 
tion. When  reliance  is  placed  upon  the  pe- 
ripheral blood  one  must  always  realize  that 
the  latter  represents  at  most  a spill-over  of 
the  disease  and  not  the  disease  itself.  Conse- 
quently a diagnosis  may  be  based  upon  the 
peripheral  blood  findings  only  when  the 
latter  are  pathognomonic.  In  this  way  we 
will  avoid  the  all  too  frequent  confusion  of 
lymphatic  leukemia  with  infectious  mono- 
nucleosis, of  aleukemic  leukemia  with  aplas- 
tic anemia,  and  of  chronic  myelogenous  leu- 
kemia with  leukemoid  reactions  especially 
infections,  polycythemia  vera  and  myeloid 
metaplasia. 
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Therapy 

A.  Indications  for  Specific  Therapy 

Our  efforts  should  be  directed  at  main- 
taining the  patient  in  the  best  possible  con- 
dition for  as  long  and  as  useful  a life  as 
possible.  We  must  discard  such  will-o-the- 
wisps  as  burning  out  the  disease,  emptying 
the  marrow  of  malignant  cells,  cutting  out 
supposed  localized  disease,  or  judging  re- 
missions by  the  level  of  the  white  count. 
The  sole  indication  for  treatment  should  he 
activity  or  imminent  activity  of  the  disease 
process  of  such  a nature  as  to  interfere  with 
the  patient's  ability  to  live  a normal  life. 
Activity  may  most  logically  be  evaluated  by 
consideration  of  three  aspects,  systemic,  local 
and  hematopoietic. 

Examples  of  systemic  manifestations  are 
weight  loss,  malaise,  anorexia,  chills  and 
fever,  and  loss  of  ambition  for  performance 
of  ordinary  duties.  They  may  best  be  de- 
scribed as  being  influenzal  in  type.  These 
symptoms  are  just  as  real  to  the  patient  as 
an  anemia  is  to  the  physician.  They  probably 
are  the  most  important  indications  for  treat- 
ment. The  only  two  which  may  be  measured 
objectively  are  weight  loss  and  fever.  Conse- 
quently each  patient  should  have  tempera- 
ture and  weight  recorded  on  each  hospital 
and  office  visit. 

Hematopoietic  manifestations  of  activity 
are  attributable  to  a lack  of  normal  cells  in 
normal  number  in  the  peripheral  blood.  An 
example  is  the  lack  of  platelets  or  increase 
in  number  of  platelets  leading  to  a hemor- 
rhagic diathesis  and/or  thrombosis.  There  is 
still  no  evidence  that  an  increased  number 
of  white  cells  in  the  peripheral  blood  per  se 
is  harmful  or  a cause  of  disability. 

Local  manifestations  are  related  to  the 
presence  of  a local  tumor  interfering  with 
normal  function  or  causing  pain  or  disability 
in  a specific  area.  A collapsed  vertebrae  in 
multiple  myeloma  with  pain  and  transverse 
myelitis,  a mediastinal  mass  in  Hodgkin’s 
with  dyspnea  and  cough,  or  a lymphosarcoma 
causing  bowel  obstruction  are  all  examples. 

B.  General  Considerations 

Therapy  may  be  classified  into  specific 
and  non-specific.  The  latter  include  measures 
directed  at  secondary  or  tertiary  manifesta- 
tion such  as  transfusions  for  fatigue  and 


weakness  secondary  to  anemia.  The  former 
include  treatment  directed  at  inhibiting  the 
activity  of  the  disease  process  itself,  such  as 
x-ray,  mustards,  and  steroids.  Specific  ther- 
apy may  in  turn  be  classified  into  local 
(x-ray)  and  systemic  therapy  (spray  irradi- 
ation, isotopes,  chemotherapy  and  steroids). 
X-ray  therapy  has  the  logical  and  practical 
disadvantage  of  treating  a systemic  disease 
by  local  means.  However,  fairly  frequently 
symptoms  arising  from  a local  lesion  may  be 
serious  enough  to  warrant  such  therapy. 
Local  x-ray  therapy  has  a major  advantage 
of  directing  an  extremely  intense  effect  upon 
a small  area,  much  more  intense  than  pos- 
sible with  agents  that  act  systemically. 

None  of  the  agents  in  use  has  any  direct 
effect  upon  the  cells  in  the  peripheral  blood. 
Consequently  peripheral  blood  changes  rep- 
resent an  indirect  effect  due  to  the  fact  that 
the  production  and  release  of  cells  by  the 
hematopoietic  tissues  is  inhibited  while  the 
rate  of  destruction  or  senescence  of  periph- 
eral blood  cells  proceeds  unchanged.  As  a 
result  one  has  to  contend  with  one  of  the 
most  insidious  aspects  of  treatment,  the  fact 
that  changes  in  the  peripheral  blood  reflect 
damage  to  the  hematopoietic  tissues  due  to 
treatment  given  eight  to  ten  days  earlier. 
Conversely  put,  the  effect  of  any  single  dose 
of  therapy  may  not  be  apparent  in  the  pe- 
ripheral blood  until  a lapse  of  eight  to  ten 
days. 

Another  unappreciated  aspect  is  that  the 
same  changes  may  be  produced  in  the  tissues 
by  a given  agent  regardless  of  whether  or 
not  a remission  is  induced.  Because  of  these 
inhibitory  or  destructive  changes  the  pe- 
ripheral blood  count  of  all  elements  may  be 
lowered  without  necessarily  inducing  a re- 
mission. 

Therapy  may  be  given  intravenously,  in- 
tramuscularly, subcutaneously  or  orally.  Any 
drug,  especially  an  insoluble  one  such  as 
penicillin  or  ACTH  in  oil  when  given  intra- 
muscularly or  subcutaneously  will  cause  a 
local  hemorrhage  in  patients  with  a hemor- 
rhagic diathesis,  an  all  too  frequent  problem 
in  these  diseases.  At  best  such  treatment  will 
cause  a painful  hematoma  in  a patient  al- 
ready seriously  ill.  At  worst,  subcutaneous 
or  intramuscular  treatment  will  cause  a 
major  hemorrhage  followed  by  a necrotic 
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slough.  Consequently,  oral  or  intravenous 
therapy  should  be  given  wherever  feasible. 

As  yet  there  is  no  evidence  that  specific 
therapy  increases  the  duration  of  life  in  the 
chronic  leukemias  or  lymphomas.  All  forms 
of  specific  therapy  damage  normal  hemato- 
poietic tissues  as  well  as  malignant  tissues. 
Consequently  one  must  avoid  overtreating  a 
comparatively  benign  chronic  lymphoma  or 
leukemia  and  producing  an  aplastic  anemia. 
Since  the  course  of  these  chronic  diseases 
may  be  benign  one  must  always  maintain  a 
sense  of  proportion  concerning  whether  the 
patient  is  doing  well  because  of  or  in  spite  of 
therapy. 

C.  Therapy  of  specific  diseases 

Chronic  lymphatic  leukemia  frequently 
is  a benign  disease  and  often  exists  in  an 
asymptomatic  state  for  as  long  as  10  years. 
It  is  the  prime  example  of  a leukemia  which 
is  often  overtreated  or  treated  when  the 
patient  is  best  left  alone.  X-ray  therapy  is 
still  the  treatment  of  choice  for  symptoms 
due  to  local  lesions  while  TEM,  HN,  or 
may  best  be  used  for  the  systemic  manifesta- 
tions. In  long  standing  burnt-out  cases  ste- 
roids may  be  useful.  In  this  connection,  there 
is  no  evidence  that  ACTH  offers  any  ad- 
vantage over  cortisone  or  related  compounds 
which  may  be  taken  orally  or  intravenously. 

Chronic  myelogenous  leukemia  has  classi- 
cally been  treated  by  irradiation  of  the 
spleen.  The  much  quoted  statement  that 
splenic  x-ray  has  an  inhibitory  effect  on  the 
marrow  has  no  basis.  Frequently  a thrombo- 
cythemia  is  found  leading  to  a combined 
hemorrhagic  and  thrombotic  tendency.  This 
abnormality  must  be  treated  by  systemic 
agents  myeleran)  rather  than  by  local 
x-ray  therapy.  When  a transformation  to  an 
acute  myelogenous  leukemia  has  occurred 
6-mercaptopurine  will  induce  a remission  in 
about  a third  of  the  patients. 

The  acute  leukemias  are  all  too  frequently 
unaffected  by  treatment,  particularly  in 
adults.  A major  obstacle  to  progress  is  the 
disagreement  even  amongst  hematologists  re- 
garding the  classification  of  the  acute  leu- 
kemias. In  adults  a remission  lasting  up  to  a 
year  may  be  induced  in  about  a third  of 
patients  with  acute  myelogenous  leukemia 
by  means  of  6-mercaptopurine.  The  remis- 


sion rate  is  about  twice  as  high  for  children 
with  the  same  disease. 

Steroids  are  the  most  effective  and  least 
dangerous  agents  in  acute  lymphatic  leu- 
kemia; however,  remission  rates  are  much 
higher  in  children  than  adults.  Aminopterin 
has  the  advantage  of  inducing  the  longest 
remissions  in  acute  lymphatic  leukemia  in 
children.  In  my  own  experience  it  has  been 
useless  over  the  age  of  15.  Monocytic  leu- 
kemia will  not  be  discussed  since  many 
hematologists  doubt  its  existence. 

Hodgkins  disease  may  best  be  managed 
by  a combination  of  x-ray  and  mustard  (HN^„ 
TEM,  chlorambucil) . Mustards,  of  course,  are 
better  for  systemic  manifestations  than  is 
x-ray  therapy.  HNj  has  the  advantage  over 
triethylene  melamine  (TEM)  and  over  chlo- 
rambucil in  that  there  is  a known  dose  level 
(0.4  mgs/kg) . If  this  dose  does  not  produce  a 
remission,  higher  doses  are  useless.  When 
using  TEM  or  chlorambucil  it  is  often  diffi- 
cult to  determine  whether  a therapeutic  dose 
has  been  given  or  whether  the  patient  is 
refractory  to  treatment.  All  forms  of  mustard 
when  given  in  therapeutic  dose  are  equally 
effective. 

Lymphosarcoma  may  be  treated  in  a simi- 
lar manner  to  Hodgkins.  In  addition  P’" 
may  be  used  for  systemic  therapy. 

Reticulum  sarcoma  or  Hodgkins  sarcoma 
is  usually  a highly  malignant  disease.  Treat- 
ment may  be  attempted  by  x-ray  or  HN, 
but  usually  is  not  effective.  Resistance  to 
therapy  is  probably  related  to  the  predomi- 
nance of  reticular  cells. 

Multiple  myeloma  may  vary  from  a tem- 
porarily localized  lesion  to  a widespread 
highly  malignant  systemic  disease.  It  is 
doubtful  that  any  systemic  therapy  including 
urethane  has  any  beneficial  effect  upon  mul- 
tiple myeloma.  However,  local  lesions  may 
be  treated  at  least  temporarily  by  intense 
x-ray  therapy. 

Giant  follicular  lymphoma  is,  with  chronic 
lymphatic  leukemia,  the  most  benign  of  the 
lymphomas.  It  may  be  treated  similarly  to 
lymphosarcoma  but  results  are  much  more 
gratifying.  Over  a variable  number  of  years 
both  diseases  tend  to  transform  into  acute 
or  subacute  lymphatic  leukemia.  They  are 
then  highly  resistant  to  all  specific  therapy 
except  possibly  steroids. 
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D.  Nonspecific  therapy 

Anemia  is  one  of  the  more  common  com- 
plications. The  major  consideration  is  not 
the  level  of  the  hemoglobin  but  the  patient’s 
adaptation  to  the  level.  As  long  as  the  patient 
is  capable  of  a fairly  normal  life  the  anemia 
of  itself  needs  no  treatment.  In  general  the 
best  approach  is  treating  the  primary  disease. 
Transfusions  should  be  used  as  sparingly  as 
possible.  Blood  transfusions  will  not  signifi- 
cantly elevate  the  white  or  platelet  count 
unless  specifically  processed  to  preserve 
these  cells. 

Since  the  total  blood  volume  is  usually 
normal,  red  cells  alone  are  preferred,  lessen- 
ing the  incidence  of  untoward  reactions.  An 
easy,  inexpensive  way  to  do  this  is  to  store 
all  blood  upside  down  so  obtaining  a partial 
to  sometimes  complete  layering  of  the  plasma 
over  the  red  cells.  There  is  no  place  for  iron, 
liver,  Bi2,  folic  acid  or  any  of  the  all  too 
numerous  shotgun  remedies. 

Fever,  malaise  and  other  influenzal  symp- 
toms frequently  respond  to  aspirin.  It  is 
amazing  how  control  of  these  symptoms  may 
return  an  otherwise  ill  patient  to  a fairly 
active  life.  Aspirin  has  the  disadvantage  of 
causing  severe  diaphoresis.  Codeine  is  occa- 
sionally effective. 

Surgery  is  useful  almost  exclusively  as 
a diagnostic  tool.  Rarely  a local  gastrointes- 
tinal or  orbital  lesion  may  be  removed  in 
lymphosarcoma  or  multiple  myeloma.  How- 
ever, there  is  no  proof  that  local  therapy 
would  not  have  been  just  as  effective.  With 
steroids  now  readily  available,  splenectomy 
for  hypersplenism  is  becoming  unnecessary. 

Steroids  play  an  important  and  somewhat 
unpredictable  role.  They  have  a nonspecific 


euphoric  and  antianorexic  effect.  These  bene- 
fits are  practically  nullified  by  the  side  ef- 
fects, induction  of  diabetes,  fluid  retention, 
osteoporosis  and  flaring  up  of  infections, 
especially  the  systemic  granulomas  such  as 
tuberculosis  and  fungus  infections.  Where 
hypersplenism  plays  a role  they  may  be  used 
to  advantage  but  their  action  is  somewhat 
inconsistent. 

Anorexia  with  malnutrition  is  quite  fre- 
quent. Outside  of  treatment  of  the  primary 
disease  there  is  little  to  offer.  Tonics,  seda- 
tives and  dietary  supplements  are  useless.  Of 
importance  is  the  realization  that  the  more 
medication  a patient  gets  the  less  likely  he 
is  to  eat.  The  most  nutritious  food  is  the 
ordinary  American  diet.  There  is  no  more 
certain  way  to  ruin  a good  appetite  or  worsen 
an  already  finicky  appetite  than  by  unneces- 
sary oral  or,  even  worse,  unnecessary  and 
often  painful  parenteral  medication. 

The  patient’s  psyche  is  all  important. 
Every  patient  should  live  as  normal  a life  as 
possible.  Psychiatric  help  is  usually  of  no 
benefit.  The  best  psychiatrist  is  the  physi- 
cian who  has  a sympathetic  ear  and  who  is 
able  to  impart  the  proper  amount  of  infor- 
mation needed  to  rationally  help  the  patient 
understand  his  disease  but  not  so  much  as 
to  awaken  needless  fears. 

Summary 

The  most  rational  approach  to  the  therapy 
of  the  leukemias  and  lymphomas  is  to  remain 
cognizant  of  the  fact  that  the  purpose  of 
therapy  is  not  to  cure  but  to  prolong  useful 
life.  Accordingly,  the  most  logical  indication 
for  treatment  is  activity  of  the  disease  in  a 
manner  that  interferes  with  the  patient’s 
sense  of  well  being.  • 
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. for  extended  office  practice  use 
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Positive,  rapid  calminff  effect  in  mild  and  moderate  cases. 

Striking  freedom  from  organic  toxicity,  intolerance,  or  sen- 
itivity  reaction— particularly  at  low  dosage.  Greater  freedom’ 

rom  induced  depression  or  drug  habituation.  May  be  use- 

ul,  as  with  other  tranquilizers,  to  potentiate  action  of  analgesics,  ® 
edatives,  narcotics,  Facilitates  management  of  surgical, 

bstetric,  and  other  hospitalized  patients.  Indicated  when 
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Pneumatosis  cystoides  intestinalis* 

David  E.  Dines,  M.D.,  Marshall  G.  Nims,  M.D.,  and  Lorenz  R.  Wurtzebach,  M.D.,  Denver 


Pneumatosis  cystoides  intestinalis  is  a rare 
disease  manifested  by  gas  filled  cysts  involv- 
ing different  portions  of  the  gastrointestinal 
tract.  In  view  of  the  fact  that  the  lesion  was 
first  discovered  by  rectal  digital  examination 
in  this  patient,  and  because  of  the  rarity  of 
the  disease,  and  possible  confusion  with  car- 
cinoma of  the  rectum,  a case  report  was  felt 
to  be  warranted. 

CASE  REPORT 

A 55-year-old  white  male  was  seen  by  one  of 
us  at  his  home  early  in  June,  1958.  The  patient 
stated  that  for  the  past  several  months  he  had 
been  suffering  from  resistant  constipation  and 
cramp-like  pains  in  the  lower  abdomen.  There  had 
been  no  diarrhea,  melena,  weight  loss,  nausea  or 
vomiting.  On  examination  the  abdomen  was  mod- 
erately distended,  no  masses  could  be  found  and 
peristalsis  was  active.  On  rectal  examination  the 
entire  area  as  far  as  the  finger  could  reach  was 
partially  filled  with  rather  discrete  soft  cyst-like 
masses.  Because  of  this  finding  the  patient  was 
referred  to  a proctologist.  The  examination  was 
restricted  by  the  presence  of  many  rather  thin 
walled  cyst-like  structures  which  seemed  to  occur 
in  groups  and  were  covered  by  rather  normal 
appearing  mucosa.  See  Fig.  1.  Only  slight  bleeding 
was  induced.  It  was  concluded  that  a foreign  body 
reaction  was  present  and  that  a neoplasm  could 
not  be  excluded.  The  patient  was  hospitalized  for 
further  study. 

Past  history  revealed  a rather  complicated  pic- 
ture. In  September  of  1953  the  patient  had  under- 
gone a transurethral  prostatectomy.  There  were 
no  immediate  complications.  The  patient  was  sent 
home  in  seemingly  good  condition.  During  the 
next  six  weeks  he  noted  gradual  onset  of  general 
body  aching,  occasional  chilly  sensations  and  a 
general  feeling  of  malaise.  Because  of  the  increas- 
ing severity  of  these  symptoms,  consultation  was 
requested  by  his  family  physician.  A soft  diastolic 
and  presystolic  murmur  was  heard  and  a diagnosis 
of  a subacute  bacterial  endocarditis  was  enter- 
tained. After  prolonged  hospitalization  and  very 
aggressive  therapy,  improvement  was  noted  and 
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the  patient  was  discharged  with  evidence  of  rather 
marked  aortic  insufficiency.  Nothing  remarkable 
occurred  until  the  onset  of  the  present  illness 
except  one  bout  of  rather  mild  decompensation 
which  responded  well  to  digitalization  and  diu- 
retics. The  past  history  was  otherwise  negative. 
No  exposure  to  possible  etiologic  chemicals  could 
be  found  to  account  for  the  rectal  lesions. 

Examination  on  admission  revealed  a well  de- 
veloped, well  nourished  white  male  not  appearing 
acutely  ill.  Pupils  were  equal  and  regular  and 
reacted  to  light  and  accommodation.  Eye  grounds 
were  within  normal  limits  for  age.  Nose  and  ears 
were  not  remarkable.  The  tongue  was  moderately 
coated.  The  pharynx  was  negative.  There  was 
moderate  postnasal  drip.  Teeth  were  in  good  re- 
pair. Thyroid  was  not  palpable  and  there  was  no 
adenopathy  noted  in  the  neck  region.  Chest  ex- 
pansion was  equal  and  the  lungs  were  clear  and 


Fig.  1.  Four  views  taken  through  a proctoscope  of 
the  gas  filled  sacs  in  the  rectum  about  five  inches 
from  the  anus. 
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resonant  throughout.  Examination  of  the  heart 
revealed  definite  enlargement  to  the  left.  The 
rhythm  was  regular.  A loud  harsh  systolic  mur- 
mur was  heard  in  the  aortic  area  together  with  a 
grade  two  diastolic  murmur.  Examination  of  the 
abdomen  did  not  reveal  any  masses,  tenderness  or 
other  abnormality.  The  liver  and  spleen  could  not 
be  felt.  Genitals  were  normal  male.  Results  of  the 
rectal  examination  have  been  described.  Reflexes 
were  physiological. 

Routine  laboratory  work  at  the  time  of  ad- 
mission was  within  normal  limits  including  the 
sedimentation  rate.  Proctoscopic  examination  (Fig. 
1)  showed  gas  filled  sacs  in  the  rectum  about  five 
inches  from  the  anus. 

X-ray  examination  of  the  lower  bowel  was 
completed  with  some  difficulty.  A barium  enema 
done  on  June  20,  1958,  revealed  many  diverticula 
in  the  sigmoid  and  descending  colons.  No  evidence 
of  significant  colon  obstruction  was  portrayed. 
Irregularity  of  the  wall  of  the  rectum  and  lower 
sigmoid  was  seen,  but  this  could  not  be  completely 
evaluated  because  of  the  presence  of  some  retained 
fecal  material.  The  barium  enema  was  repeated 
on  June  23,  1958  (see  Fig.  2),  after  further  cleans- 
ing of  the  colon.  This  study  revealed  more  clearly 
that  the  surfaces  of  the  rectum,  sigmoid  and 
descending  colons  were  irregular  due  to  the  pres- 
ence of  small  air-filled  pockets  within  the  walls 
of  the  bowel.  These  cysts  were  characteristic  of 
pneumatosis  cystoides.  The  colon  proximal  to  the 
splenic  flexure  was  not  involved.  Pneumoperi- 
toneum was  not  present. 

A follow-up  barium  enema  was  done  on  Aug. 
7,  1958  (Fig.  3),  at  which  time  the  rectum  and 
sigmoid  colon  appeared  much  improved.  There 
were  fewer  air-cysts  present.  The  descending  colon 
was  completely  free  of  cysts.  The  diverticula  in 
the  sigmoid  and  descending  colons  were  again 


Fig.  2.  Air-cysts  in  walls  of  rectum,  sigmoid  and 
descending  colons  indicated  by  arrows.  Many  di- 
verticula in  the  sigmoid. 


Fig.  3.  Re-examination  of  colon  seven  weeks  after 
initial  study.  Most  of  the  air-cysts  have  disappeared 
from  the  wall  of  rectum,  sigmoid  and  descending 
colons. 

visualized  as  on  the  previous  examinations. 

The  pathological  report  was  as  follows:  Speci- 
men: Rectal  biopsy.  Gross  description:  The  for- 
malin-fixed specimen  consists  of  two  ovoid  frag- 
ments of  soft  gray  tissue  covered  on  one  surface 
by  gray-tan  mucosa.  These  fragments  measure 
7x6x4  mm.,  and  5x4x4  mm.  On  section  there 
are  small  cystic  spaces  approximately  1 mm.  in 
diameter.  Microscopic  description:  The  biopsy  is 
covered  by  essentially  normal  rectal  mucosa.  There 
are  scattered  fresh  proprial  hemorrhages.  Within 
the  submucosa  are  a number  of  cystic  spaces,  some 
of  which  are  lined  by  flattened  cells,  possibly  rep- 
resenting endothelium.  A number  of  the  spaces 
are  lined  by  prominent  multinucleated  foreign 
body  giant  cells.  No  material  is  seen  within  the 
spaces.  The  adjacent  submucosal  tissue  is  moder- 
ately fibrotic  and  focally  infiltrated  by  lympho- 
cytes and  rare  eosinophile.  Diagnosis:  Pneumatosis 
intestinalis. 

It  was  concluded  from  the  above  information 
that  the  patient  was  suffering  from  pneumatosis 
cystoides  intestinalis  and  that  interference  was  not 
indicated.  The  appearance  of  the  lesions  is  pre- 
sented in  the  illustrations. 

Sigmoidoscopic  examination  of  the  area  was 
completed  each  week.  The  lesions  remained  un- 
changed until  early  in  August  when  in  a period 
of  about  ten  days  the  lesions  became  deflated, 
leaving  wrinkled  pit-like  areas.  The  mucosa  still 
seemed  normal. 

Discussion 

Pneumatosis  intestinalis  is  the  general 
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term  applied  to  the  disease  process  involving 
any  portion  of  the  intestinal  tract.  Pneuma- 
tosis coli  refers  to  the  condition  in  the  colon 
as  manifested  by  intramural  collections  of 
gas  in  sessile  or  pedunculated  cysts.  The  pri- 
mary type  occurs  without  any  associated 
gastrointestinal  involvement  and  usually  is 
diffuse.  The  secondary  form  is  the  more  com- 
mon type,  and  is  associated  with  other  lesions 
of  the  gastrointestinal  tract,  usually  stenotic 
lesions  in  the  pyloric  area.  The  small  bowel 
is  most  frequently  involved  in  the  cases 
associated  with  pyloric  stenosis.  The  associ- 
ated lesions  described  with  gas  cysts  include 
carcinoma  of  stomach,  regional  enteritis,  tu- 
berculous enteritis,  chronic  ulcerative  colitis, 
appendicitis,  intestinal  obstruction  due  to 
gall  stones,  intestinal  parasites,  and  gastric 
and  duodenal  ulcers.  In  1952  Koss  reviewed 
the  world  literature  and  found  213  cases;  125 
cases  had  involvement  of  the  small  intestine, 
9 had  involvement  of  both  the  small  and 
the  large  intestine,  34  had  involvement  of  the 
ileocecal  region,  and  13  had  the  colon  in- 
volved. The  first  satisfactory  and  well  docu- 
mented description  of  the  disease  was  made 
by  Bang  in  1876  in  a female  who  died  of 
volvulus  of  the  colon,  and  the  condition  was 
found  at  necropsy.  The  first  American  report 
was  made  by  Finney  in  1908.  In  1949  Gazin, 
et  al.,  reported  the  first  American  case  to  be 
diagnosed  preoperatively  and  confirmed  by 
surgery.  Carter  and  Wilson  described  the 
forty-fifth  case  in  the  American  literature 
and  the  fifth  case  to  be  diagnosed  preop.  In 
1955,  Lowenstein,  Berry,  and  Cuykendall  de- 
scribed the  first  case  diagnosed  by  means  of 
a therapeutic  pneumoperitoneum  in  a 28- 
year-old  patient  with  active  tuberculosis. 

The  contents  of  the  cysts  are  gases  com- 
posed of  mostly  nitrogen  (70-90  per  cent) 
with  a smaller  proportion  of  oxygen  (3-20 
per  cent) , carbon  dioxide  (2-15  per  cent) , 
hydrogen,  and  methane  in  smaller  amounts. 

The  condition  is  thought  to  be  one  of 
gaseous  dilatation  of  lymphatic  channels. 
Masson  assumed  that  the  gas  resulted  from 
lymph  stagnation  as  a result  of  chemical 
reaction  in  obstructed  lymph  channels. 

The  mechanical  theory  of  formation  of 
the  cysts  implies  the  stomach  gas  under  pres- 
sure from  pyloric  stenosis  is  forced  into  the 
lymphatics.  Stiennon  supports  this  theory 


and  surmises  the  gas  dissects  along  the  mes- 
enteric lymphatics  accounting  for  the  pre- 
dominant serosal  location  and  widely  sepa- 
rated portions  involved. 

Studacher  and  Bencini  injected  colored 
water  into  the  lymphatics  of  hogs  and  pro- 
duced typical  lesions  of  gas  cysts,  and  con- 
cluded the  disease  was  due  to  distention  of 
lymphatics. 

The  mechanical  theory  provides  the  most 
logical  explanation,  and  the  air  in  the  in- 
testinal lumen  penetrates  towards  the  serosa 
by  way  of  ulcerations  and  erosions  in  the 
mucosa.  Results  have  been  obtained  in  the 
cadaver  which  support  this  explanation  of 
the  etiology. 

The  bacterial  theory  implies  the  gas  is 
formed  by  gas-producing  micro-organisms 
within  the  lymphatics.  Against  this  theory 
is  the  fact  that  pneumo-peritoneum  is  com- 
monly associated,  and  is  rarely  complicated 
by  peritonitis. 

It  has  also  been  postulated  that  local  alter- 
ations in  the  acid-base  balance  in  the  in- 
testinal lumen  might  account  for  the  release 
of  gases  into  intramural  lymphatics. 

Trauma  has  been  implicated  in  the  forma- 
tion of  gas  cysts  of  the  left  side  of  the  colon. 
Marshak  reported  three  cases  with  the  lesion 
following  sigmoidoscopy,  and  proposed  that 
the  sigmoidoscopy  might  have  been  the  etio- 
logic  factor. 

Dietary  deficiency  has  been  implicated 
due  to  the  obstructing  lesion  of  the  pylorus. 
Eveleth  created  the  disease  in  hogs  by  feed- 
ing them  a restricted  diet  of  polished  rice, 
and  concluded  that  it  was  nutritional. 

The  condition  occurs  mainly  in  men  be- 
tween the  ages  of  30  and  50  years  (ratio  of 
3.5:1  male  to  female).  There  may  be  vague 
digestive  and  abdominal  complaints,  but 
there  are  no  characteristic  symptoms,  and 
most  often  it  is  an  incidental  discovery  at 
time  of  operation. 

The  disease  entity  can  develop  within  a 
relatively  short  time.  Dale  and  Pearse  re- 
ported a case  of  a man  35  years  old  operated 
upon  for  carcinoma  of  the  stomach.  At  the 
time  of  surgery  there  were  no  cysts,  but  at 
autopsy  five  weeks  later  there  were  cysts  in 
the  submucosa  of  the  jejunum  and  ileum. 

In  several  cases  the  diagnosis  has  been 
made  and  confirmed  by  sigmoidoscopic  bi- 
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opsy.  The  preoperative  x-ray  diagnosis  was 
first  reported  by  Gazin,  et  al.,  and  provides 
a rather  characteristic  finding  of  areas  of 
increased  translucency  or  filling  defects  be- 
tween the  lumen  and  outer  margin  of  the 
intestinal  canal. 

Grossly  the  condition  looks  like  a hydatidi- 
form  mole,  and  the  gas  cysts  are  found  in 
the  intestinal  wall  and  are  most  often  visible 
over  the  serosal  surface,  occurring  singly  or 
in  clusters  and  varying  greatly  in  size  and 
shape.  The  cysts  are  lined  by  endothelial  cells 
and  the  lining  cells  have  a tendency  to  co- 
alesce and  form  large  multinucleated  giant 
cells.  Inflammation  is  present  and  varies 
from  round  cell  infiltration  to  granulomas 
with  epitheloid  cells. 

Complications  of  gas  cysts  of  the  intestine 
include  pneumo-peritoneum  due  to  perfora- 
tion of  a cyst.  There  may  be  intestinal  ob- 
struction due  to  submucous  cysts  obliterating 
the  lumen,  extrinsic  mass  of  cysts  compress- 
ing the  intestine,  or  by  volvulus  induced  by 
the  cysts. 


The  differential  diagnosis  would  include 
diffuse  abdominal  emphysema  associated 
with  infection  due  to  gas  forming  organisms. 
Gas  cysts  must  be  differentiated  from  entero- 
genous cysts  which  usually  are  single  and 
occasionally  multiloculated. 

Summary 

A case  is  presented  of  pneumatosis  cyst- 
oides  intestinalis.  The  close  resemblance  of 
this  benign  condition  to  carcinoma  of  the 
rectum  is  stressed.  The  various  etiological 
theories  have  been  mentioned,  but  no  defi- 
nite conclusions  as  to  etiology  can  be  reached 
from  this  case  report.  Radiographically  pneu- 
matosis cystoides  intestinalis  provides  a char- 
acteristic finding  of  areas  of  increased  trans- 
lucency or  filling  defects  between  the  lumen 
and  outer  margin  of  the  intestinal  canal. 
Regression  of  the  lesions  occurred  in  this 
case  on  conservative  management. 

The  case  is  of  interest  because  of  the 
rarity  of  the  lesion  and  its  availability  to 
direct  vision  and  palpation.  • 


Injection  treatment  of  hemorrhoids 


Gilbert  L.  Wright,  M.D.,f  Salt  Lake  City 


An  effective  but  often  neglected 
office  procedure. 


Certainly  one  of  the  most  common  afflic- 
tions seen  in  the  office  of  the  general  prac- 
titioner, surgeon,  and  internist  is  hemor- 
rhoids. The  horror  stories  patients  have  heard 
about  surgery  for  hemorrhoids  deter  many 
of  them  from  seeking  qualified  medical  aid 
and  drive  them  to  seek  relief  from  nostrums 
advertised  in  popular  magazines,  on  the 
radio,  and  elsewhere.  A hemorrhoidectomy, 
including  the  postoperative  course,  need  not 

tFrom  the  Department  of  Surgery,  University  of  Utah. 

•Searle  and  Co.,  Chicago,  Illinois. 


be  a terribly  painful  procedure.  At  the  same 
time,  if  many  of  these  patients  can  be  re- 
lieved by  a simple  office  procedure,  it  is  the 
doctor’s  duty  to  advise  them  of  this  fact. 

Indications 

Presence  of  bleeding  internal  hemorrhoids 
is  the  prime  indication.  The  bleeding  from 
internal  hemorrhoides  can  be  stopped  by 
injection  treatment.  It  is  important  at  the 
same  time  to  correct  the  causative  factor, 
which  is  almost  always  constipation.  This  is 
best  done  by  a softening  agent  for  the  stools 
and  bowel  training.  I prefer  Metamucil®*, 
but  there  are  others  probably  equally  as 
good.  Once  a bowel  habit  is  developed,  the 
softening  agent  can  often  be  eliminated.  If 
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constipation  is  corrected,  recurrence  of  the 
internal  hemorrhoids  is  rare  after  injection 
therapy.  When  there  is  recurrence  of  internal 
hemorrhoids,  this  can  be  treated  by  injection. 

Contraindications 

External  hemorrhoids  should  never  be 
injected,  for  the  result  will  be  painful — akin 
to  the  pain  of  a prolapsed,  thrombosed  hem- 
orrhoid. They  are  not  an  absolute  contra- 
indication, but  it  must  be  made  clear  to  the 
patient  that  injection  treatment  will  relieve 
his  bleeding,  but  will  not  affect  external 
hemorrhoids.  When  external  hemorrhoids 
are  present,  with  or  without  internal  hemor- 
rhoids (usually  with),  surgery  is  the  best 
cure.  If  the  patient  is  mainly  concerned  about 
the  bleeding,  and  the  external  hemorrhoids 
are  apparently  asymptomatic,  the  internal 
hemorrhoids  can  be  injected  with  satisfac- 
tory results. 

Fistulae,  tissues,  etc.,  associated  with 
hemorrhoids,  are  usually  an  indication  for 
surgical  treatment. 

T echnic 

No  special  preparation  is  necessary.  An 
empty  rectum  is  desirable,  but  not  essential. 
The  anoscope  is  inserted  and  injection  made 
directly  into  the  hemorrhoid,  one-fourth  to 
one-half  cc.  being  injected.  The  solution 
which  I have  found  most  satisfactory  is 


sodium  tetradecyl  sulfate  with  benzyl  alco- 
hol*. Immediately  after  completing  the  in- 
jection, a “rectal  dilator”  (Young’s  Rectal 
Dilators)  is  inserted  and  left  in  place  for  five 
minutes.  The  patient  lies  on  his  side  in  a 
comfortable  position.  This  aids  in  collapse 
and  obliteration  of  the  hemorrhoid  and  helps 
prevent  extravasation  of  blood  and  solution 
into  the  surrounding  tissues.  I believe  this 
step  is  very  important  and  have  not  seen  it 
mentioned  in  any  other  discussion  of  injec- 
tion treatment  of  hemorrhoids. 

Results  are  good  and  side  effects  rare. 
One  or  two  hemorrhoids  are  treated  at  a 
time  and  usually  at  one-week  intervals.  Four 
to  eight  treatments  are  required.  The  patient 
is  not  disabled.  He  goes  about  his  ordinary 
activity.  He  is  advised  to  avoid  strenuous 
physical  activity  for  the  rest  of  the  day. 
(Injections  are  usually  made  late  in  the 
afternoon,  so  this  causes  no  inconvenience 
to  most  patients.) 

Results 

Results  are  uniformly  good  if  the  above 
technic,  contraindications  and  adjunctive 
treatment  (correction  of  constipation)  are 
adhered  to.  I have  treated  well  over  100 
patients  by  this  method  in  the  past  six  years, 
and  have  a follow-up  on  most  of  them.  Some 
had  had  a previous  hemorrhoidectomy.  • 

*Sodium  Sotradecol  1%  (Wallace  & Tiernan  Co.) 


Emergencies  cont.  from  56 


REFERENCES 

(Only  one  “Key”  reference  is  included  for  each  case) 
'Brown,  J.  J.  M.:  Arch.  Dis.  Childhood,  32:480,  1957. 

2Beinfield,  H.  H.:  J.  Fed.  45:679,  December,  1954. 

"De  Baer,  A,  and  Potts,  W.  J.:  Surg.,  Gyn.,  and  Obst.,  104: 
475,  1957. 

■•Koop,  C.  E.:  Advances  in  Fed.,  VI:  63,  1953. 

^Schwachman,  H.,  Pryles,  C.,  and  Gross,  R.:  A.M.A.  J.  Dis. 
Child.,  91:223,  1956. 

“Emery,  J.:  Lancet,  1:405,  April,  1956. 

'Beach,  P.,  and  Paul,  J.  R.:  J.A.M.A.,  164:1331,  1957. 

“Prichard,  R.  W.,  and  Vann,  R.  L.:  AMA  J.  Dis.  Child.,  88:703, 
1954. 

“Kline,  A.,  and  Holman,  G.:  A.M.A.  J.  Dis.  Child.,  94:609,  1957. 
'“Blumenthal,  S.,  and  Ravitch,  M.  M.:  Pediatrics,  20:896,  1957. 
"Kiesewetter,  W.  B.:  A.M.A.  J.  Dis.  Child.,  91:162,  1956. 
"Morrow,  R.,  and  Judy,  K.:  Am.  J.  Gastroent.,  24:167,  1955. 
'“Schaffer,  A.  J.,  Markowitz,  M.,  and  Perlman,  A.:  J.A.M.A., 
159:663,  1955. 

"Macaulay,  D.:  AMA,  J.  Dis.  Child.,  88:715,  1954. 

'"Traggis,  D.  G.,  and  Ellison,  M.  M.:  J.  Fed.,  48:229,  1956. 
'“Bongiovanni,  A.  M.,  and  Eberlin,  W.:  Pediatrics,  16:628,  1955. 


"Potter,  E.:  Pathology  of  the  Foetus  and  Newborn,  Ch.  18. 
Year  Book  Publishers,  Chicago,  1952. 

'“Emery,  J.:  Lancet,  1:405,  April,  1956. 

'“Budnick,  I.  S.,  Leiken,  S.,  and  Hoeck,  L.:  AMA  J.  Dis.  Child., 
90:286,  1955. 

“"McElfresh,  A.,  and  Arey,  J.:  J.  Ped.,  51:146,  1957. 


Anterior  excision  cont.  from  59 


REFERENCES 

'Keegan,  J.  Jay,  and  Garrett,  F.  D.:  Segmental  Distribution 
of  Cutaneous  Nerves  in  Limbs  of  Man.  Anatomical  Record, 
Vol.  102,  P.  409-437  (December)  1948. 

“Cloward,  R.  B.:  Cervical  Diskography.  Technique,  Indications 
and  Use  in  Diagnosis  of  Ruptured  Cervical  Disks.  Amer.  J. 
Roentgenol.,  79:563-574,  1958. 

“Cleveland,  D.  A.:  Management  of  Cervical  Disk  and  Cervical 
Arthritis  Syndromes.  Postgrad.  Med.,  18:99-105  (August)  1955. 
'Robinson,  R.  A.,  and  Smith,  G.  W.:  Anterolateral  Cervical 
Disc  Removal  and  Interbody  Fusion  for  Cervical  Disc  Syn- 
drome. Bull.  Johns  Hopkins  Hospital,  96:223-233,  1955. 
“Cloward,  Ralph  B.:  The  Anterior  Approach  for  Removal  of 
Ruptured  Cervical  Disks.  Journal  of  Neurosurgery,  XV:602- 
617  (November)  1958. 


70 


Rocky  Mountain  Medical  Journal 


In 

smooth 
muscle 
spasm . . . 


• controls 

stress 

• relieves 

distress 


Pro-Banthrne  with  Dartal' 


Pro-Banthme-- 

unexcelled  for  relief  of  cholinergic  spasm  — 
has  been  combined  with 

Dartal— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 

Pro-Banthme  with  Dartal — 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-Banthine  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois, 
Research  in  the  Service  of  Medicine. 
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RADIOLOGIC  REFLECTIONS 


Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“There  is  no  disease  more  conducive  to  clinical 
humility  than  aneurysm  of  the  aorta”  (Osier)  and 
to  the  humbling  of  the  radiologist. 

Clinical  data 

A 40-year-old  insurance  salesman  complained 
of  epigastric  pain  of  several  weeks’  duration; 
occasionally,  the  pain  was  relieved  by  drinking 
milk.  There  had  been  two  previous  episodes  of 
this  type  of  pain  and  a diagnosis  of  peptic  ulcer 
had  been  made  in  the  past.  Each  time,  dietary 
adjustment  had  relieved  his  symptoms.  The  physi- 
cal examination  and  laboratory  tests  were  quite 
unexciting,  other  than  disclosing  a very  well  de- 
veloped, well  nourished,  heavily  muscled  man 
tending  toward  obesity. 

Radiographic  studies 

A gastrointestinal  examination  disclosed  in- 
flammatory changes  in  the  duodenal  bulb,  with 
a suggestion  of  an  ulcer  deformity;  a crater  was 
not  categorically  defined.  The  widened  mucosal 
pattern  of  inflammation  extended  into  the  second 
portion  of  the  duodenum.  The  x-ray  diagnosis  was 
duodenitis  and  ulcer  deformity  of  the  duodenal 
bulb. 

Clinical  course 

The  patient’s  abdominal  distress  again  sub- 
sided on  an  ulcer  diet,  though  he  was  visibly  upset 
by  the  news  of  a recurrence  of  his  difficulty.  Two 
weeks  later  he  experienced  sudden,  severe  pre- 
cordial pain  while  playing  golf;  he  went  into 
shock  and  died  three  hours  later.  An  autopsy 
revealed  an  extensive  infarct  of  the  left  ventricle 
with  a thrombus  in  the  left  circumflex  artery; 
advanced  coronary  artery  atherosclerosis  was  pres- 
ent as  was  an  arteriosclerotic  aneurysm  of  the  ab- 
dominal aorta.  There  were  polypoid  excrescences 
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of  Brunner’s  glands  in  the  duodenal  bulb;  one 
collection  of  these  in  particular  was  thought  to 
simulate  an  ulcer. 

Retrospective  note  ■ 

Review  of  the  films  of  the  gastrointestinal  tract  I 
demonstrated  calcium  deposits  in  the  intima  of  a | 
widened,  dilated  segment  of  abdominal  aorta  (Fig.  | 
1,  arrow,  retouched).  These  were  undoubtedly  seen 
by  the  radiologist.  A radiographical  diagnosis  of  i 
aneurysm  might  have  been  possible  if  the  inter-  ! 
preter  had  been  able  to  distinguish  the  calcium  j 
shadows  from  those  of  the  contiguous  barium;  ; 

admittedly,  this  is  difficult,  but  not  impossible,  if  j 
a high  degree  of  skepticism  is  maintained  toward  j 
our  favorite  drug,  barium  sulfate.  This  may  not  < 
have  changed  the  terminal  event,  but  it  would 
have  focussed  interest  on  the  premature  arteri-  , 
osclerosis,  the  patient’s  major  disorder.  ' 

Final  apothegm  ' 

“To  behold  is  not  necessarily  to  observe.  . . .” 

(W.  Humboldt). 


Fig.  1 


the  first^^antifungal 
antibiotic  for  ringworm 


soon  available 


*T.M. 
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A monthly  news  summary  from  the  nation’s 
capital  hy  the  Washington  Office  of  the  A.M.A. 

Congress  won  the  first  round  in  a battle  over 
medical  research  funds,  but  the  Eisenhower  Ad- 
ministration is  in  a strategic  positon  for  the  final 
outcome. 

The  House  voted  $344,279,000  for  the  National 
Institutes  of  Health,  $50  million  more  than  the 
Administration  asked  for  in  the  fiscal  1960  budget. 
The  move  to  increase  medical  research  funds  also 
had  strong  support  in  the  Senate. 

However,  the  Health,  Education  and  Welfare 
Department  and  the  Budget  Bureau  will  have  the 
final  say  on  how  much  of  the  appropriated  funds 
are  spent  during  the  1960  fiscal  year  when  the 
Administration  is  striving  to  balance  the  budget. 

Arthur  S.  Flemming,  Secretary  of  Health,  Edu- 
cation and  Welfare,  vigorously  denied  a charge 
of  the  Democratic-controlled  House  Appropriations 
Committee  that  the  Administration  had  “gone  so 
far  as  to  set  back  the  medical  research  program 
. . . in  a desperate  attempt  to  present,  on  paper. 


a balanced  budget.”  Flemming  said  the  committee 
was  trying  to  give  a “clearly  misleading”  impres- 
sion. He  also  said  it  was  hard  to  see  how  the  Ad- 
ministration’s $294  million  program  could  be  re- 
garded as  a backward  step. 

Flemming  pointed  out  that  the  Administration 
request  was  for  the  same  amount  voted  by  Con- 
gress last  year.  And,  he  added,  some  of  last  year’s 
appropriation  will  not  be  spent  this  fiscal  year. 

At  the  same  time,  U.  S.  Surgeon  General  Leroy 
E.  Burney  testified  before  a Senate  Appropriations 
Subcommittee  that  there  was  a shortage  of  trained 
personnel  in  all  fields  related  to  human  health, 
including  medical  research. 

Rep.  Francis  E.  Dorn  (R.,  N.  Y.)  again  has  in- 
troduced a bill  that  would  provide  for  a special 
commission  making  a study  of  the  supply  of  | 
physicians.  In  a letter  put  in  the  Congressional  ; 
Record,  Dr.  F.  J.  L.  Blasingame,  Executive  Vice 
President  of  the  American  Medical  Association, 
envisaged  an  adequate  supply  on  a long-range 
basis.  He  said:  “Over  the  long  haul,  the  increase 
in  medical  students  is  much  greater  proportion- 
ately than  is  the  increase  in  the  population.  . . . 
The  future,  I believe,  looks  bright.” 

A government-sponsored,  six-year  study  of  the  ! 
causes  of  cerebral  palsy,  mental  retardation  and  i 
kindred  defects  in  children  is  now  under  way 
in  16  private  hospitals  and  universities. 

continued  on  TS 
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when  pollen  allergens 
attack  the  nose . . . 


Triaminic  provides  more  effective  therapy  in 
respiratory  allergies  because  it  combines  two 
• • antihistamines^'^  with  a decongestant. 


* ••  These  antihistamines  block  the  effect  of  histamine  on  the  nasal 

» * and  paranasal  capillaries,  preventing  dilation  and  exudation.-^ 

.*  • This  is  not  enough;  by  the  time  the  physician  is  called  on  to 

• , * prov  ide  relief,  histamine  damage  is  usually  present  and  should 

. ’ • be  counteracted. 


• • • • 
• • • ♦ 


The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis."*-® 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.®- triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 


Referetices:  I.  Sheldon,  M.;  Postgrad,  ^!ed.  14:165  (Dec.)  1953.  2-  Hubbard,  T.  F. 
and  Berger,  A.  J.:  Annals  Allergy  p.  350  (May-June)  1950.  3.  Kline,  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Ther.,  MacmiU 
Ian.  New  York,  1956,  p.  532.  5.  Fabricant,  N.  D.:  F.F.X.T.  Monthly  37:460  (July) 
1958.  G.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.:  Clin. 
Med.  3:1183  (Sept.)  1958. 


Triaminic* 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fc\  er  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides: 


Phenylpropanolaniiise  HCl 50  mg. 

Pheniraniinc  malcatc..... 25  mg, 

Pyrilamine  maleate.. ......................... .25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  Triaminic  Tablet  or  ly 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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The  study  involves  no  experimentation,  only 
observation.  About  40,000  women  will  be  kept 
under  close  check  from  the  second  or  third  month 
of  pregnancy  through  childbirth.  Observation  of 
their  children  will  be  maintained  through  six 
years  of  age. 

U.  S.  scientists  have  blamed  Russia  for  most 
of  the  radioactive  fall-out  thrust  into  the  atmos- 
phere in  the  last  two  years.  But  testimony  before 
a Joint  Congressional  Committee  on  Atomic  En- 
ergy estimated  that  over-all  the  United  States 
and  Great  Britain  had  created  nearly  three  times 
as  much  radioactive  debris  by  testing  nuclear 
weapons  as  the  Soviet  Union  had. 

Russian  tests  were  described  as  “extremely 
dirty”  as  to  radioactive  debris.  However,  the  Rus- 
sians have  not  exploded  as  many  test  weapons  and 
devices  as  the  Western  powers  have. 

The  scientists  differed  on  the  degree  of  danger 
to  humans  posed  by  the  radioactive  fall-out.  John 
A.  McCone,  Chairman  of  the  Atomic  Energy  Com- 
mission, said  that  up  to  now  the  fall-out  hazard 
has  been  “very  small”  and  not  serious  when  com- 
pared with  common  hazards,  including  natural 
radiation.  But  he  warned  against  a “very  serious 
hazard”  in  the  future  if  nuclear  tests  are  not  re- 
stricted by  international  agreement. 

The  Walter  Reed  U.  S.  Army  General  Hospital 


in  northwest  Washington  quietly  marked  its  fif- 
tieth anniversary  recently.  Its  448,000  patients 
since  it  was  founded  in  1909  have  included  Presi- 
dents, Congressmen,  Cabinet  members  and  other 
notables.  President  Eisenhower  underwent  an 
ileitis  operation  there  in  1956.  Gen.  John  J.  Persh- 
ing died  there  in  1948  after  being  a patient  for 
seven  years.  The  two  most  distinguished  patients 
recently:  former  Secretaries  of  State  John  Foster 
Dulles  and  George  C.  Marshall. 

A Food  and  Drug  Administration  official  has 
urged  that  physicians  use  care  and  judgment  in 
writing  PRN  and  similar  prescriptions  for  sleep- 
ing pills  and  amphetamines.  Nevis  Cook  of  the 
agency’s  enforcement  bureau  said  some  pharma- 
cists have  been  selling  the  drugs  too  freely  on 
such  prescriptions.  The  FDA  planned  to  take  court 
action  when  a glaring  abuse  presented  a strong 
case.  The  issue  is  whether  a pharmacist  improperly 
practices  medicine  by  indiscriminately  refilling 
such  prescriptions. 

Navy  and  Public  Health  Service  scientists  re- 
ported that  a commercially  prepared  vaccine 
proved  83  per  cent  effective  in  preventing  Asian 
flu  in  a study  among  naval  recruits  at  the  Great 
Lakes  Naval  Training  Station.  U.  S.  Surgeon  Gen- 
eral Leroy  E.  Burney  said  the  controlled  survey 
confirmed  previous  observations  that  “good  pro- 
tection results”  from  inoculation  with  the  epi- 
demic, Asian-strain  vaccine. 


general  use . . . 
in  general  practice 


fast,  effective  and  long-lasting  relief  from... 


BURNS  --  sunburn,  cooking,  ironing 


PAIN  — hemorrhoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 


ITCHING  — insect  bites,  poison  ivy,  pruritus 


The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.A. 


XYI.OCAINE® 

(brand  of  iidocaine*) 


OIINJTMENT  2.S%  & 5% 


*U.S.  PAT.  NO.  2,441,498  MADE  IN  U.S.A. 
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around  the  clock  ulcer  control  with  B.I.D  . dosage 


Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  h3T)er- 
motility,  and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory/antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  ulcerative  colitis,  and 
other  gastrointestinal  disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 
Dosage:  10  mg.  b.i.d.  (morning  and  evening). 


EVEIM  REFRACTORY 
CASES  RESPOIMD 


new  daricon 


Science  for  the  world’s  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  •Trademark 
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thirteenth  annual 
roeky  mountain 

e a n e e r 
nfierence 

Colorado  — july  22-23,  1959 


Tuesday,  July  21 

Afternoon 

2 :00-5 :00 — Registration. 


PROGRAM 


Wednesday,  July  22 

Morning 

8 ;00-4 :00 — Registration. 

N.  Paul  Isbell,  M.D.,  Denver,  Chairman  of  Confer- 
ence. 

9:00 — Address  of  Welcome — John  I.  Zarit,  M.D., 
Denver,  President,  Colorado  State  Medical  Society. 

Symposium  on  Cancer  of  the  Colon. 

Moderator,  Kenneth  C.  Sawyer,  M.D.,  Denver. 
Participants:  Benjamin  Castleman,  M.D.,  Patholo- 
gist; Walter  L.  Palmer,  M.D.,  Internist;  Eugene  P. 
Pendergrass,  M.D.,  Radiologist;  J.  Garrott  Allen, 
M.D.,  Surgeon. 

Question  and  Answer  period. 

12:00  noon — Round  Table  Luncheon. 

Presiding,  A.  E.  Lubchenco,  M.D.,  Denver. 


Afternoon 

Presiding,  W.  Kemp  Absher,  M.D.,  Pueblo. 

2:00 — “Chemotherapy  of  the  Leukemias  and 
Lymphomas,”  Edward  H.  Reinhard,  M.D.,  St. 
Louis. 

2:30 — “Tumors  of  the  Thymus  Gland,”  Benjamin 
Castleman,  M.D.,  Boston. 

3:00— -“Cancer  of  the  Prostate,”  Louis  M.  Orr,  M.D., 
Orlando,  Florida. 

Evening 

Presiding,  Ervin  A.  Hinds,  M.D.,  Denver,  Presi- 
dent, Colorado  Division  of  the  American  Cancer 
Society. 

6:30 — Cocktail  Hour. 

7 :30 — Dinner. 

Speaker,  Mr.  Jeff  Williams,  Chickasha,  Oklahoma. 

Thursday,  July  23 

Morning 

8:00-4:00 — Registration. 

9:15 — Symposium  on  Anemia  in  Cancer. 
Moderator,  Matthew  H.  Block,  M.D.,  Denver. 
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guest  speakers 


J.  Garrott  AUen,  M.D., 
Surgeon,  Chicago, 
University  of  Chicago, 
Department  of  Surgery 


Walter  L.  Palmer,  M,D,, 
Chicago,  Internist, 
University  of  Chicago 


Benjamin  Castleman,  M.D., 
Pathologist,  Boston, 

Clinical  Professor  of  Pathology, 
Harvard  Medical  School 


Eugene  P.  Pendergrass,  M.D., 
Radiologist,  Philadelphia, 
University  of  Pennsylvania 


J.  R.  Heller,  M,D„ 
Bethesda,  Director, 
National  Cancer  Institute 


Edward  H.  Reinhard,  M.D., 
Internist,  St.  Louis, 
Washington  University 


Louis  M.  Orr,  M.D., 
Urologist, 

Orlando,  Florida 


Mr.  J.  H.  Williams, 
Chickasha,  Oklahoma 
(Banquet  speaker) 


Participants:  J.  Garrott  Allen,  M,D.,  Surgeon; 
Edward  H,  Reinhard,  M.D,,  Internist;  Benjamin 
Castleman,  M.D.,  Pathologist, 

Question  and  Answer  period. 

12:00  noon — Round  Table  Luncheon. 

Presiding,  N.  Paul  Isbell,  M.D.,  Denver. 

Afternoon 

Presiding,  Robert  N.  Humphrey,  M.D.,  Ft.  Collins. 

2:00 — “Carcinoma  of  the  Stomach,”  Walter  Palmer, 
M.D.,  Chicago. 

2:30 — “Evaluation  of  Treatment  of  Carcinoma  of 
the  Breast  in  Its  Total  Pattern,”  J.  Garrott  Allen, 
M.D.,  Chicago. 


3:00 — “Advances  in  Cancer  Research  and  Control,” 
James  R.  Heller,  M.D.,  Director,  National  Cancer 
Institute,  Bethesda,  Maryland. 

3:30 — “Some  of  the  Intangibles  Concerning  Can- 
cer,” Eugene  P.  Pendergrass,  M.D.,  Philadelphia. 

4:00 — Adjourn. 


Brown  Palace  Hotel 

Hotel  space  has  been  reserved  at  the  Brown 
Palace  Hotel  for  physicians  and  their  families  at- 
tending this  Conference.  Please  write  to  the  hotel 
for  your  reservations.  Address:  Brown  Palace 
Hotel,  Denver  2,  Colorado. 
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Mercy  plans  progressive 
patient  care  hospital 

Plans  for  the  construction  of  a new  $8  million, 
multi-phased  hospital  unit  for  the  Sisters  of  Mercy 
of  Colorado  were  announced  by  Sister  Mary  Mi- 
guel, Administrator  of  Mercy  Hospital. 

The  new  eight-story,  500-bed  hospital  will  oc- 
cupy the  entire  city  block  on  the  present  site  of 
Mercy  Hospital  at  East  16th  Avenue  and  Mil- 
waukee Street  in  Denver.  The  main  entrance  will 
face  East  17th  Avenue  overlooking  City  Park. 

Bids  for  construction  of  the  multi-million  dol- 
lar structure  will  be  opened  upon  completion  of 
architectural  specifications  by  the  firm  of  Linder, 
Wright  and  White,  outstanding  hospital  architects. 

The  eyes  of  the  medical  world  will  be  focused 
on  Denver  and  the  new  Mercy  Hospital.  The 
Sisters  of  Mercy  have  taken  the  lead  internation- 
ally in  designing  a hospital  based  upon  the  con- 
cept of  progressive  patient  care. 

“This  approach  to  provide  the  best  medical 
care  at  the  lowest  cost  to  the  patient  through  this 
progressive  plan  is  the  result  of  considerable 
thought  and  consultation  with  recognized  authori- 
ties in  this  field,”  Sister  Mary  Miguel  said. 

The  progressive  patient  care  concept  as  planned 
for  the  new  Mercy  Hospital  calls  for  division  of 
“intensive,”  “intermediate”  and  “convalescent” 
care  as  determined  by  the  degree  of  illness  of 
the  patient  admitted  to  the  hospital. 

The  seriously  ill  patient  will  be  placed  in  an 


quality  office 
furniture  at 
reasonable  prices 


MiRCHANTS 
OFFICE  FURNITURE 

COMPANY 


Proposed  new  Mercy  Hospital,  Sisters  of  Mercy  of 
Colorado,  Denver,  Colorado.  Linder,  Wright  & 
White,  architects. 


intensive  care  unit,  where  a specially  trained 
nursing  service,  utilizing  complex  equipment,  will 
provide  an  emergency  hospital  within  a hospital. 

“Intermediate  care  units  are  to  be  marked  im- 
provements over  the  conventional  floor  patient 
care  in  use  today,”  she  said.  “The  convalescent 
care  units  will  be  staffed  with  nursing  service 
whereby  the  patient  will  be  able  to  move  about 
freely  and  assist  in  meeting  his  own  needs  in  a 
more  pleasing,  familiar,  homelike  environment 
than  the  average  hospital  affords.  Each  patient 
will  be  able  to  use  special  nursing  service  at  the 
critical  time  when  it  is  needed.  This  unit  bridges 
the  transition  from  hospital  to  home.” 

Cost  analysis  statistics  have  demonstrated  that 
the  convalescent  unit  care  offsets  the  cost  of  in- 
tensive care  units.  The  net  result  is  that  the  loss 
of  time  and  the  cost  of  illness  is  reduced  when 
compared  to  the  present  system. 

The  present  South  Wing  of  Mercy  Hospital 
will  be  converted  into  a 200-bed  hospital  home 
for  senior  citizens,  including  small  apartments  for 
retired  couples  needing  some  medical  supervision. 
Facilities  will  include  rehabilitation,  occupational 
therapy,  recreational  and  central  dining  area  for 
ambulatory  guests. 

Together  with  the  plans  for  the  new  Mercy 
Hospital,  the  Sisters  of  Mercy  envision  a convent, 
nurses’  residence,  central  chapel,  intern  and  resi- 
dent physicians’  hall,  and  a research  institute  com- 
parable to  the  most  modern  in  the  nation. 

Among  the  many  innovations  in  medical  science 
to  be  utilized  in  the  new  project  is  a system  of 
electronics  in  the  operating  rooms  and  delivery 
rooms  which  will  monitor  each  patient  undergoing 
anesthesia. 

All  surgical  instruments  will  be  cleaned  by 
ultra-sonic  high  frequency  waves.  A system  of 
“flash”  sterilization  will  sterilize  instruments  in 

continued  on  86 
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just  two  tablets  at  bedtime 


alseroxylon,  2 mg. 


When  more  potent  drugs  are 

needed,  prescribe  one  of  the  con- 
venient single-tablet  combinations 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg, 
or 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


•v* 

Because 

Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  serious  side  effects 
. . . the  smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  a lower  incidence  of  certain 
unwanted  side  effects  than  is  reserpine...and 
with  a lower  incidence  of  depression.  Toler- 
ance does  not  develop. 

Rauwiloid  can  be  initial  therapy  for  most 
hypertensive  patients ...  Dosage  adjustment  is 
rarely  a problem. 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiioid  alone  after  desired  blood  pres- 
sure levels  are  reached  with  combination  medication. 


Norihridgef  California 
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ANNOUNCING  TWO  OUTSTANDING  ADVANCES  IN 
PEDIATRIC  THERAPyI^M  PURDUE  FREDERICK  RESEARCH 


ANTIPYRETIC,  ANALGESIC, 
ANTI-INFLAMMATORY 

ACTASAL 

PEDIATRIC  DROPS 

BRAND  OF  CHOLINE  SALICYLATE  O.S.  A FOREIGN  PATENTS  PENDING 


ASSURES  PEAK  SALICYLATE  LEVELS  5 
TIMES  FASTER  THAN  ASPIRIN'^^-WITH 
PROVEN  BETTER  GASTRIC  TOLERANCE. 


Comparative  Plasma  Salicylate  Levels  After  Oral  Adminis* 
tration  of  Doses  of  ‘ActasaP  Pediatric  and  Aspirin,  Provid- 
ing Equal  Amounts  of  Salicylate. 

Clinically  proved  - In  thousands  of  cases  by 
more  than  180  investigators^ 

• more  effective  • better  tolerated 
A new  and  unique  salicylate  molecule  in  pal- 
atable solution. 

DOSAGE:  Each  dropperful  (0.6  ml.)  contains  105  mg. 
Choline  Salicylate,  equivalent  to  approximately  1% 
grains  aspirin. 

Children  6-12  years:  2 to  4 dropperfuls  every  3 to  4 
hours,  or  as  required.  Children  3-6  years:  1 to  2 dropper- 
fuls every  3 to  4 hours,  or  as  required.  Children  under  3 
years:  1 dropperful  every  3 to  4 hours,  or  as  required. 
SUPPLY:  60  cc.  bottle  packaged  with  cellophane- 
wrapped  calibrated  dropper. 

CITED  references:  1.  Smith,  P.  K. : Personal  Communication.  2.  Wolf,  J., 
Aboody,  R. : Federation  Proc.  18:605,  1959.  3.  Broh-Kahn,  R.  H. : Federa- 
tion Proc.  18:17,  1959,  4.  Complete  data  available  on  request  to  the 
Medical  Director. 


ANTI-SEBORRHEIC 
FOR  CRADLE  CAP 

SOROPON 

PEDIATRIC  SOLUTION 

CONTAINS  CERAPON-C*  12.0%  IN  PROPYLENE  GLYCOL  WITH  PARA8ENS  0.1%  AND 
TYROTHRICtN  0.1%,  PURDUE  FREDERICK  ♦BRAND  OF  TRIETHANOLAMINE  POLYPEPTIDE 
COCOATE-CON DEN SATE 

Specifically  prepared  for  safe,  effective  removal  and  pre- 
vention of  cradle  cap,  by  combining  unique  proteo-lipid 
sebulytic  effect  with  anti-infective  action. 


Bialkin,  G.t  Scientific  Exhibit,  American  Academy  of  General 
Practice,  San  Francisco,  April  6-9,  1959, 

CASE  HISTORY:  J.  D.,  a 5 month  old  white  male  developed  a dry  sebor- 
rhea capitis  at  approximately  6 weeks  after  birth  which  covered  the 
whole  scalp.  By  the  time  of  examination,  the  child  had  been  treated 
with  various  detergent  ointment  and  lotion  preparations  without 
apparent  effect.  ‘Soropon’  Pediatric  Solution  was  applied  as  a sham- 
poo. directly  to  the  scalp  to  remove  the  encrustations.  A lanolin 
ointment  was  applied  to  scalp  because  of  inherent  dryness.  A series 
of  5 treatments  was  required  for  complete  removal  and  after  this 
treatment  period  the  seborrheic  eczema  had  virtually  disappeared. 
Tlie  patient  has  been  symptom  free  since  then. 

Bialkin,  G. : A New  Anti-Seborrheic  .Agent  in  Pediatric  Practice.  Arch, 
of  Ped.  (to  be  published). 

SUPPLY:  ‘Soropon’  Pediatric  Solution  is  available  in 
bottles  of  4 oz. 

DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1892 

Y.  I TORONTO  1,  ONTARIO 


O; 


NEW  YORK  14,  N. 


® Copyright  1959,  The  Purdue  Frederick  Company 
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of  nervous,  tense  patients 
recovered  or  improved 


For  your  patients,  Miltown  promptly  checks  emotional  and 
muscular  tension.  Thus,  you  will  make  it  easier  for  them  to 
lead  a normal  family  life  and  to  carry  on  their  usual  work. 

For  you,  the  choice  of  Miltown  as  the  tranquilizer  means  the 
comfortable  assurance  that  it  will  relieve  nervousness  and  ten- 
sion without  impairing  your  patient’s  mental  efficiency,  motor 
control,  normal  behavior  or  autonomic  balance. 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets;  bottles  of  50. 


WALLACE  LABORATORIES,  Neze  Brunswick,N . J. 


CM-9197 


arthritis 


AIDS  EMOTIONAL  ADJUSTMENT 
TO  CHRONIC  ILLNESS 

IN 


cerebrovascular 

disease 


hypertension 


heart  disease 


asthma 


cancer 


Through  effective  relief  of  anxiety,  irri- 
tability, insomnia  and  tension,  Miltown 
aids  the  patient  to  “live  with  his  dis- 
ease,” especially  during  difficult  adjust- 
ment periods. 

Miltown  is  well  tolerated  and  “there- 
fore well  suited  for  prolonged  treatment 
in  chronic  disorders  with  emotional  com- 
plications.” (Friedlander,  H.  S.:  Am.  J. 
Cardiol.  /:395,  March  1958.) 

^^%VALLACE 


Miltowxt 

meprobamate  (Wallace) 

Available  in  400  mg.  scored  and  200  mg.  sugar- 
coated  tablets;  bottles  of  50.  Also  available  as 
Meprosp.\n*  (200  mg.  meprobamate  continuous 
release  capsules)  and  Meprotabs*  (400  mg. 
unidentifiable,  coated  meprobamate  tablets). 

W'hen  mental  depression  complicates  chronic 
disease:  Deprol*  (1  mg.  benactyzine  HCl  plus 
400  mg.  meprobamate)  . «TRAOE-MARK 

BORATORIES,  New  Brunswick,  N.  J. 


CM-9233 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also  ■ 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- . 
lets.  Prescription  only. 

References:  1.  Charles,  C.  M.;  Geriatrics  2;  110  (March) 
1956.  2.  Menger,  H.  C.;  Clin.  Med.  4:313  (March)  1957. 
3.  Shuster,  B.  H.;  M.  Clin.  North  America  40:1787 
(Nov.)  1956.. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 

Science  for  the,  world’s  well-being 


m 


■Each  ANTTVERT  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.^ 

; Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
' for  prompt  vasodilation.^’® 

■Adtantagi  of  “dual  therapi”  cinfimed: 

(Menger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 
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Organization  cont.  from  30 


three  minutes  instead  of  the  present  20  to  25 
minutes  required  for  complete  sterilization. 

A complete  pneumatic  tube  system  between 
departments  and  buildings  also  is  planned. 

The  present  Mercy  Hospital  was  begun  in  1901 
and  many  additions  to  the  original  structure  have 
been  made  to  keep  pace  with  expanding  needs. 
In  anticipating  the  future  requirements  of  Denver 
and  the  Rocky  Mountain  Area,  the  Sisters  courage- 
ously decided  not  to  build  a “new  hospital  with 
old  ideas,”  but  to  adopt  far-seeing,  revolutionary, 
structural  and  administrative  technics  that  will 
provide  in  the  present,  as  well  as  in  the  future,  a 
quality  of  medical,  nursing  and  hospital  care  never 
before  possible  in  the  entire  United  States,  and 
for  that  matter,  internationally,  Sister  Mary  Mi- 
guel said. 


4th  Annual  Industrial 
Health  Symposium 


A lunch  served  10,000  feet  over  Denver,  Colo., 
was  a unique  feature  of  this  year’s  annual  one-day 
symposium  of  the  Industrial  Health  Committee  of 
the  Colorado  State  Medical  Society,  held  Friday, 
May  8,  at  United  Air  Lines’  Operating  Base, 


Stapleton  Airfield  in  Denver.  Dr.  Lewis  C.  Benesh, 
Chairman  of  the  committee  and  District  Medical 
Manager  for  United  in  Denver,  arranged  for  a one 
and  one-half  hour  scenic  flight  at  noon  in  a United 
DC-7  Mainliner.  Lunch  was  served  aboard  to  the 
40  physicians  attending  the  symposium.  The  group 
is  pictured  above.  Just  before  boarding  the  airliner. 
Dr.  Benesh  also  conducted  the  group  on  a tour  of 
facilities  at  the  operating  base,  control  point  of 
United’s  14,000-mile,  coast-to-coast  system. 

Obituaries 
Aged  civic  leader 
dies  in  Burlington 

Frank  L.  Bergen,  M.D.,  of  Burlington,  died 
February  25,  1959.  Dr.  Bergen  was  born  on  April 
23,  1877,  in  Edgar  County,  Illinois,  and  graduated 
from  the  University  of  Colorado  Medical  School 
after  taking  his  premedic  work  at  the  University 
of  Cincinnati.  He  served  his  internship  in  the 
Denver  General  Hospital  and  practiced  in  Bur- 
lington from  1907  to  three  years  ago. 

He  served  his  community  in  many  and  varied 
capacities  for  the  50  years.  He  was  City  Health 
Officer,  Past  President  of  the  Rotary  Club,  Past 
Master  of  the  Main  Lodge,  and  Knight  Commander 
Court  of  Honor  in  Scottish  Rite  Masonry.  He  was 
Mayor  of  Burlington  and  he  is  survived  by  a son. 

Noted  internist  passes  away 

Rollen  Wayne  Moody,  M.D.,  of  Denver,  died  on 
April  5,  1959.  Dr.  Moody  was  born  in  Conifer, 
Colorado,  and  attended  the  University  of  Colorado 
School  of  Medicine.  He  interned  at  Denver  General 
Hospital  and  was  licensed  in  Colorado  in  1940. 
On  December  20,  1943,  he  was  elected  to  member- 
ship in  the  Denver  Medical  Society. 

He  was  a brilliant  internist  and  was  on  the 
staff  of  most  of  the  Denver  hospitals.  He  was  an 
excellent  teacher  and  many  of  the  younger  prac- 
titioners in  the  state  will  never  forget  him.  He 
is  survived  by  his  wife,  Theresa  Moody  (Miss 
Abel),  and  a son  and  daughter. 

Elderly  practitioner 
completes  his  work 

George  M.  Noonan,  of  261  South  Williams 
Street,  Denver,  died  on  April  20,  1959.  Dr.  Noonan 
was  born  in  Meadville,  Pennsylvania,  on  February 
15,  1880,  and  attended  school  in  Pennsylvania.  He 
first  studied  pharmacy  and  became  a registered 
pharmacist.  In  1906  he  received  his  M.D.  degree 
from  the  University  of  Pittsburgh.  After  an  in- 
ternship in  Pittsburgh,  he  came  to  Colorado  for 
his  health  and  interned  at  Denver  General  Hos- 
pital. 

He  practiced  in  Walsenburg  and  resided  there 
until  1945  when  he  retired  and  moved  back  to 
Denver.  He  was  a Life  Member  of  the  Colorado 
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^ralen  (bfond  of 
brand  of  hydrox' 


in  Rheumatoid  Arthritis 


*Using  combined  drug  therapy  with 

- or  Aralen®  as  maintenance  therapy. 
With  Plaquenit  or  Aralen  alone  62%  grade  I and  II 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure-, 

1,  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 


loroquine)  and  Plaqyeriit 

hloroquine).,  trademarks  rcg.  U.S.  Pat.  OfF. 


I A B O RATO  R 1 E S 
New  York  18,  N.  Y. 


state  Medical  Society  and  the  American  Cancer 
Society. 

Survivors  include  his  wife,  a son  and  two 
granddaughters. 


ists,  A.  E.  Leiser,  M.D.,  J.  W.  Kemper,  M.D.,  mod- 
erated by  Owen  C.  Taylor,  Jr.,  Artesia,  New  Mex- 
ico 

12:30 — Luncheon  and  New  Mexico  A AGP  Chapter 
business  meeting 


Ruidoso  Summer  Clinic 

Sponsored  by  New  Mexico  Academy  of  General 
Practice 

July  20-23,  1959 

14  hours  of  category  I credit 
Afternoons  free 
Pre-registration  fee  $20.00 
Registration  fee  $25.00 

For  pre-registration  write:  F.  R.  Brown,  M.D.,  207 
North  Union  Street,  Roswell,  New  Mexico 
For  accommodations  write:  Robert  Alexander, 
M.D.,  Ruidoso,  New  Mexico 


Monday  morning,  July  20 

“Steroids  Today” 

9:00  — “Available  anti-inflammatory  steroids: 
chemical,  biological  and  functional  comparison,” 
A.  E.  Leiser,  M.D.,  Baylor  University 
9:30 — “The  use  of  anti-inflammatory  steroids  in 
rheumatologic  disorders,”  J.  W.  Kemper,  M.D., 
Baylor  University 

10:00 — “Steroids  in  dermatology,”  H.  D.  Garrett, 
M.D.,  El  Paso,  Texas 

10:30 — Panel  on  “Complications  and  untoward  re- 
actions to  the  anti-inflammatory  steroids.”  Panel- 


Tuesday morning,  July  21 

“Psychosomatic  Medicine” 

9:00 — Topic  to  be  announced,  A.  J.  Leiser,  M.D., 
Baylor  University 

9:30 — “Psychosomatic  rheumatism,”  J.  W.  Kem- 
per, M.D.,  Baylor  University 
10:00 — Topic  and  speaker  to  be  announced 
10:45 — Panel  on  “Psychosomatic  medicine.”  Panel- 
ists, Drs.  Leiser,  Kemper,  Brown  and  Ford 
12:30 — Luncheon  and  question  period  for  above 
four  speakers 

Wednesday  morning,  July  22 

9:00 — “Common  fractures  in  general  practice,” 

Arthur  Glassman,  M.D.,  Baylor  University 

9:30 — “Office  gynecology,”  Stanley  Rogers,  M.D., 

Baylor  University 

10:00 — “Diagnosis  and  management  of  kidney  col- 
ic,” Abel  J.  Leader,  Houston,  Texas 
10:45 — Panel  on  “Low  back  pain.”  Panelists,  Drs. 
Glassman,  Rogers,  Leader  and  E.  K.  Neidich,  Las 
Cruces,  New  Mexico 

12:30 — Luncheon  and  question  period  for  above 
guest  speakers 

Thursday  morning,  July  23 

9:00 — “Management  of  orthopedic  difficulties  of 

the  newborn,”  Dr.  Glassman 

9:30 — “Evaluation  of  cephalo-pelvic  disproportion,” 
Dr.  Rogers 

10:00 — “Management  of  urinary  tract  infection,” 
Dr.  Leader 

10:45 — Panel  on  “Orthopedic  and  urological  com- 
plications in  obstetrics.”  Panelists,  Drs.  Glassman, 
Rogers,  Leader  and  Neidich 

The  presentations  are  made  possible  by  a grant 


CAMBY 

SKyline  6-3651 


Camby  says:  “CAMBRIDGE  DAIRY  HAS  BEEN  PRODUCING 
QUALITY  MILK  FOR  DENVER  BABIES  SINCE  1892” 


690  So.  Colorado  Blvd.  We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 
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To  the  relief  of  museuloskeletal  pain, 

MEDAPRIN* 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

• «* 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF.  — METHYLPR EONfSOLON E,  UPJOHM 
tsATIO  OF  DESIRED  EFFECTS  TO  UNDESIREO  EFFECTS  r ' ■ ' ' 

Upiohii 

The  Upiohn  Company,  Kalamazoo,  Michigan  


for  June,  1959 
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from  Merck,  Sharp  & Dohme,  Inc.,  postgraduate 
program. 


LABORATORY 
REAGENTS 
and  stains 


New  Mexico  elects  new  officers 

Lewis  M.  Overton,  M.D.,  Albuquerque,  was 
installed  as  President  of  the  New  Mexico  Medical 
Society  on  Monday,  May  4,  1959,  succeeding  James 
C.  Sedgwick,  M.D.,  of  Las  Cruces,  at  the  Society’s 
77th  Annual  Meeting.  Other  officers  elected  in- 
cluded Drs.  Allan  L.  Haynes,  Clovis,  President- 
elect; William  E.  Badger,  Hobbs,  Vice  President; 
and  Thomas  L.  Carr,  Albuquerque,  Secretary- 
Treasurer. 

The  following  physicians  were  elected  to  three- 
year  terms  on  the  Council:  Robert  P.  Beaudette, 
Raton,  and  Wiliam  R.  Oakes,  Los  Alamos.  Drs. 
Joe  B.  Norman,  Hobbs,  Richard  M.  Angle,  Santa 
Fe,  and  Joseph  H.  Sharpe  were  elected  to  three- 
year  terms  on  the  Grievance  Committee.  Dr.  Ezra 
K.  Neidich,  Las  Cruces,  was  elected  to  fill  the 
unexpired  term  of  Dr.  Hall  on  the  Grievance  Com- 
mittee. 

The  House  of  Delegates  voted  to  change  the 
By-Laws  of  the  Society  to  provide  for  a Speaker 
and  a Vice  Speaker  for  two-year  terms.  Elected 
Speaker  of  the  House  was  Dr.  C.  Pardue  Bunch, 
Artesia,  and  Vice  Speaker,  Dr.  R.  C.  Derbyshire, 
Santa  Fe. 


Obituaries 


ULMER  REAGENTS  AND  STAINS 
HELP  ACHIEVE  ACCURACY 


It  is  our  objective  to  produce  the  finest 
reagents  obtainable  for  clinical  laboratory  use. 
Their  consistent  accuracy  saves  hours  of 
the  technician’s  time. 

Our  scientific  laboratory  control  is  your 
assurance  that  Ulmer  reagents  are  always 
fresh  and  meet  the  most  exacting  standards  for 
each  procedure.  Every  step  of  the 
manufacturing  process  is  checked  from  the 
raw  materials  to  the  finished  product. 
Moreover,  our  chemists  are  available  to 
assist  with  any  procedures  with  which  you 
may  be  experiencing  difficulties.  Do  not 
hesitate  to  call  on  them  for 
assistance  or  advice. 

For  prompt  and  efficient  service  as  well  as 
guaranteed  satisfaction,  insist  on  Ulmer 
Reagents  and  order  them  direct  from  P & H. 


RM  559 

PHYSICIANS  & HOSPITALS  SUPPLY  CO. 


1400  Harmon  Place,  Minneapolis  3,  Minnesofa 


LELAND  S.  SYCAMORE 

Leland  Schofield  Sycamore,  M.D.,  prominent 
Ogden  physician  and  surgeon,  died  February  17 
in  an  Ogden  hospital  of  a heart  ailment  at  the  age 
of  42. 

Dr.  Sycamore  married  Mary  Rae  Christensen 
June  14,  1940,  in  the  Salt  Lake  Temple,  Church  of 
Jesus  Christ  of  Latter-day  Saints. 

He  attended  the  University  of  Utah  and  the 
University  of  Tennessee  and  did  his  intern  work 
at  Thomas  D.  Dee  Memorial  Hospital  in  Ogden. 

His  memberships  included  the  Weber  County 
Medical  Society,  Ogden  Surgical  Society,  Utah 
State  Medical  Association  and  the  American  Medi- 
cal Association. 

Survivors  include  his  widow,  two  sons,  three 
daughters,  his  mother,  a brother  and  three  sisters. 

JOHN  G.  McQUARRIE 

John  Gray  McQuarrie,  M.D.,  69,  for  more  than 
30  years  a prominent  southern  Utah  physician 
and  surgeon,  died  March  1 in  a Richfield  hospital 
after  a long  illness.  continued  on  92 
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JUST  TABIH 


WHENEVER  SULEAS  ARE  INDICATED 


provides  therapeutic  sulfa  levels  for  24  hours...  Highly 
soluble . . . rapidly  absorbed  . . . produces  fast,  sustained 
plasma-tissue  concentrations.  Simple,  easy-to-remember, 
single  0.5  Gm.  daily  dose.  No  crystalluria.  i 


with  low  incidence  of  sensitivity  reactions . . . Extremely  low 
in  toxic  potential.  2. 3 |\|o  cutaneous  or  other  objective 
reactions  seen  in  a wide  scale  study  of  clinical  toxicity.  2 Even 
minor  subjective  reactions  are  not  expected  to  occur  2 or  are 
reported  absent  2 when  recommended  schedule  is  used. 

TABLETS.  0.5  Gm.,  bottles  of  24  and  100.  ^ ACETYL  PEDIATRIC 
SUSPENSION,  cherry  flavored,  250  mg.  sulfamethoxypyridazine  activity 
per  teaspoontui  (5  cc.),  bottles  of  4 and  16  fl.  oz. 

1.  Editorial:  New  England  J.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med.  & Clin.  Ther.  5:474, 1958. 

3.  Sheth,  U.  K.,  etal.:  Ibid.,  p.  604.  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
*Reg.  U.S.  Pat.  Off. 


He  graduated  from  the  University  of  California 
Medical  School  in  1&19  and  practiced  in  Richfield 
from  1923  until  illness  forced  his  retirement  sev- 
eral years  ago. 

Dr.  McQuarrie  had  twice  served  as  President 
of  the  Sevier  County  Medical  Association  and  was 
a past  Honorary  President  of  the  Utah  State  Medi- 
cal Association. 

An  editorial  in  The  Deseret  News  paid  tribute 
to  Dr.  McQuarrie  as  follows:  “The  image  of  the 
country  doctor  is  of  the  man  with  the  black  bag, 
setting  out  in  all  sorts  of  weather  over  back- 
country  roads  on  missions  of  mercy  to  helpless 
patients.  Dr.  McQuarrie  was  all  that  and  more. 
For  30  years,  he  covered  a vast,  largely-wilderness 
area  of  Utah,  driving  the  100  miles  and  more  down 
into  the  Henrieville-Cannonville-Tropic  country, 
over  into  Wayne  County,  around  the  mountain  to 
Escalante.  On  several  occasions,  he  rode  horseback 
into  Boulder  and  other  inaccessible  communities, 
changing  to  fresh  horses  along  the  way.  Pony 
Express  fashion.” 

Survivors  include  his  father,  his  widow,  three 
sons,  two  daughters,  four  grandchildren,  six 
brothers  and  three  sisters. 

WILLIAM  M.  NEBEKER 

William  M.  Nebeker,  M.D.,  61,  noted  Salt  Lake 
City  obstetrician  and  gynecologist,  died  March  28 
at  his  home  of  natural  causes. 

Dr.  Nebeker  was  born  February  19,  1898,  in 
Willard,  a son  of  Peter  A.  and  Esther  Owens 
Nebeker.  On  September  20,  1923,  he  married  Helen 
Clyde  in  Springville. 

He  served  in  the  U.  S.  Marine  Corps  during 
World  War  I,  was  graduated  from  the  University 
of  Utah  and  received  his  M.D.  degree  from  the 
Northwestern  University  College  of  Medicine, 
Chicago.  His  residency  training  was  taken  in  Buf- 
falo, New  York.  From  there  he  came  to  Salt  Lake 
City  and  joined  the  Salt  Lake  Clinic.  Later  he 
established  offices  in  the  Medical  Art  Building. 

He  was  one  of  the  first  members  of  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology  and  had 
been  chairman  of  the  Medico-Legal  Committee  of 
the  Utah  Medical  Association  for  ten  years.  In 


addition  he  was  a member  of  the  Liaison  Commit- 
tee of  the  Medico-Legal  Department  of  the  Ameri- 
can Medical  Association  and  was  a member  of  the 
American  College  of  Surgeons.  He  was  an  associ- 
ate clinical  professors  of  the  College  of  Medicine 
at  the  University  of  Utah.  He  retired  from  active 
practice  in  1958. 

Survivors  include  his  widow,  two  sons,  a daugh- 
ter, three  grandsons  and  a granddaughter. 


House  of  Delegates 
Second  Interim  Meeting 
March  25,  1959 
Salt  Lake  City,  Utah 

The  House  of  Delegates  of  the  Utah  State 
Medical  Association  was  called  to  order  at  9:20 
o’clock  a.m.  by  the  Speaker  of  the  House  of  Dele- 
gates, Drew  M.  Peterson,  who  reported  a quorum 
present. 

The  minutes  of  the  1958  session  of  the  House 
of  Delegates  were  approved  as  printed  in  the 
Rocky  Mountain  Medical  Journal. 

Speaker  Petersen  introduced  Dr.  U.  R.  Bryner, 
President  of  the  Utah  State  Medical  Association. 

President  Bryner:  Dr.  Petersen,  members  of 
the  House  of  Delegates,  I have  very  little  to  add 
to  my  report.  I would  like  to  call  your  attention 
to  one  or  two  things  that  are  coming  up  in  the 
very  near  future  that  are  rather  important  to  our 
Society  and  the  Western  group  of  states.  I would 
like  to  compliment  Dr.  Stevenson  and  Dr.  Hicken 
and  Mr.  Bowman  and  others  who  worked  hard 
in  the  Legislature  for  passage  of  the  Basic  Science 
bill  which  now  has  been  signed  by  the  Governor. 
It  is  not  exactly  what  we  wanted  but  certainly 
it  is  a big  step  forward. 

In  the  very  near  future  we  are  going  to  have 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 
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UNIVERSAL  HOSPITAL  BED 


The  frequent  changing  of  posture  available  with  the 
CircOlectric  such  as  inclination,  turning,  standing  and 
earlier  ambulation,  lessen  the  incidence  of  thrombo- 
phlebitis, urinary  calculi,  hypostatic  pneumonia  and 
decubital  ulcers. 

Eliminates  seventy-five  percent  of  post-operative 
catheterization.  Sheets  are  easily  changed  in  semi- 
standing position,  normal  urination  is  usually  possible. 

The  bed  has  been  a godsend  in  the  greatest  of  nurs- 
ing and  rehabilitation  problems;  spine  injury  with 
paralysis  (paraplegics);  yet  it  is  very  comfortable  for 
any  hospital  patient. 

The  adaptability  of  the  CircOlectric  Bed  eliminates 
the  need  for  many  special  beds  which  require  storage 
when  not  in  use.  It  replaces  the  patient  transfer  device, 
conventional  fracture  bed,  Stryker  Turning  Frame,  or- 
dinary hospital  bed,  tilt  tables  and  other  equipment. 
$695.00  complete. 


SURGICAL  AND  HOSPITAL  EQUIPMENT 


Problem  Cases 

All  types  of  traction 

Spinal  lesions  & fusions 

Geriatrics 

Para  and  Quadraple9ics 
Cardiac  deficiency 
Respiratory  disorders 
Extensive  burns 
Genito  urinary 
Metastatic  bone  lesions 
Arthritis 
Decubital  ulcers 
Circulation  problems 


Ceo.  Berbert  6i.Sons,  Inc. 
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You  can  order  Reprints 

of  any  Feature  A^rticle 

or  Advertisement  in  the 

Rocky  Mountain 
Medical  Journal 

Orders  must  be  ploced  within  30  days  of  date  of 
publication.  Minimum  charge  applies  for  300  copies 
or  less. 

The  cost  is  reasonable.  For  further 
details  write  to  your  Medical 
Journal  home  office  or  to — 

Publishers  Press 

(Printers  of  The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver,  Colo. 


a medical-legal  conference  involving  the  Western 
States  in  Salt  Lake  City,  April  18  and  19.  Today 
at  noon  you  are  going  to  hear  from  Mr.  C.  Joseph 
Stetler,  who  is  Director  of  the  Law  Department  of 
the  American  Medical  Association.  He  will  be 
here  for  the  Medical-Legal  Conference  which  will 
be  a very  important  meeting.  We  are  to  have  some 
very  fine  speakers  and  I urge  all  of  you  who  can 
to  register  for  these  meetings. 

On  May  8 and  9,  we  are  having  a conference 
on  problems  of  the  aged.  This  is  a very  important 
subject  and  a very  important  problem.  The  meet- 
ing involves  the  Western  States,  and  will  have 
many  fine  speakers  from  Headquarters  and  other 
places.  Those  of  you  who  are  interested,  and  who 
can,  should  attend  those  meetings.  You  will  get 
further  notice  on  the  program,  I am  sure. 

I wish  you  success  in  today’s  deliberations. 

A letter  from  Dr.  George  F.  Lull  was  read: 

Dear  Dr.  Bryner; 

On  behalf  of  the  American  Medical  Education  Foundation, 
we  wish  to  express  our  indebtedness  to  the  Utah  State  Medi- 
cal Association  for  its  gift  of  $9,977.50  to  our  medical  schools. 

In  their  grateful  acceptance  of  your  gift,  the  Board  of 
Directors  has  requested  that  I convey  their  deepest  apprecia- 
tion for  your  support. 

Most  sincerely  yours, 

George  F.  Lull, 
President  of  A.M.E.F. 

Report  of  the  Secretary 

Speaker  Petersen:  The  next  order  of  business 
is  the  report  of  the  Secretary,  J.  Poulson  Hunter. 

Dr.  Hunter:  The  report  of  the  Secretary  and 
Scientific  Program  Committee  is  printed  on  pages 
15  and  16  of  your  Handbook.  There  are  no  addi- 
tions. I would  like  to  comment,  in  reading  the 
report,  we  invite  you  to  develop  some  enthusiasm 
for  your  state  meetings.  We  feel  that  they  are 
going  to  be  of  high  caliber  for  your  benefit.  Invite 
any  of  your  colleagues  from  neighboring  states. 
We  invite  your  participation  and  we  hope  that 
the  programs  will  come  up  to  your  expectations. 

Report  of  the  Treasurer 

Speaker  Petersen:  The  next  order  of  business 
is  a report  from  the  Treasurer. 

Dr.  Dalrymple:  We  have  no  additional  report 
at  this  time.  As  you  know,  our  annual  report  will 
be  made  in  the  fall.  Your  books  are  being  audited 
at  the  present  time  and  I think  they  are  in  good 
shape.  I refer  you  to  page  14  where  you  can 
learn  about  our  new  building,  which  I am  sure  you 
will  see  today. 

Report  of  the  Delegate  to  the  A.M.A. 

Speaker  Petersen:  The  next  report  is  the  report 
of  the  Delegate  to  the  American  Medical  Asso- 
ciation. 

Dr.  Castleton:  Before  proceeding  with  the  brief 
discussion  of  my  report,  I would  like  to  step  aside 
from  my  role  as  A.M.A.  Delegate  for  just  a mo- 
ment and  pay  tribute  to  the  members  of  the  Utah 
State  Medical  Association  for  the  wonderful  sup- 
port that  you  have  given  the  University  of  Utah 
Medical  Center  Drive.  This  drive  has  been  carried 
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and  one  to  grow  on 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  crystalline  vitamin  B12,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  tb  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. ' 

Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


out  over  the  past  few  weeks  despite  some  apathy 
and  some  active  opposition.  The  first  was  largely 
resolved  by  meetings,  discussions,  answering  criti- 
cisms, and  correcting  misinformation  or  supplying 
more  information.  The  over-all  drive  has  been 
extremely  successful.  It  is  my  pleasure  to  an- 
nounce for  the  first  time  that  we  have  reached 
our  quota  of  $600,000.  In  fact,  we  have  exceeded 
it.  This  is  extremely  gratifying  to  be  able  to  render 
this  report.  I feel  that  this  is  one  of  the  most 
valuable  public  relation  projects  that  could  have 
been  accomplished  by  the  medical  profession  be- 
cause this  drive  has  been  watched  very  closely  by 
a great  many  people,  including  civic  leaders,  po- 
litical leaders,  and  industrial  leaders.  We  are  get- 
ting a great  deal  of  favorable  publicity  because  of 
your  great  cooperation. 

Speaker  Petersen:  I would  like  to  interrupt 
here  because  I think  Ken  deserves  a rousing  ap- 
plause from  this  body  for  a job  well  done.  He  has 
put  in  a tremendous  amount  of  time  on  this  par- 
ticular project. 

Dr.  Castleton:  I feel  this  is  not  a personal  tri- 
umph for  me  but  a triumph  for  the  doctors  of  this 
state  and  again  I would  like  to  express  my  sincere 
thanks  and  again  congratulate  you  for  your  won- 
derful cooperation. 

Free  choice  of  physician 

One  of  the  most  important  things  that  we  must 
do  today  is  to  get  an  expression  from  this  House 
of  Delegates  regarding  two  questions  which  have 
been  posed  by  the  A.M.A.  regarding  free  choice 
of  physician.  I have  abstracted  from  the  Report 
of  the  Commission  on  Medical  Care  Plans  as  pub- 
lished in  the  Bulletin.  I would  like  to  point  out 
that  this  is  a very  brief  summary  of  this  report 
despite  the  fact  that  it  seems  very  lengthy  to  you. 
It  is  an  abstract  of  a summary  of  an  abstract  of 
the  Report.  The  Report  itself  is  a large  two- volume 
affair.  It  was  printed  as  a special  edition  of  the 
.Journal  of  the  A.M.A.  dated  January  17  which  you 
all  received.  I have  gone  through  this  report  nu- 
merous times  and  have  abstracted  it  and  taken 
what  appears  to  me  to  be  the  most  salient  features. 
Now,  in  so  doing,  I realize  there  is  a certain  danger 


to  such  a procedure.  I realize  that  some  of  you 
in  abstracting  may  not  have  done  it  quite  as  I 
have  done.  Perhaps  you  would  disagree  with  my 
method  of  abstracting  it,  but  I have  tried  to  do 
it  as  fairly  and  objectively  as  possible.  The  reason 
that  this  is  of  great  importance  now  is  because 
as  Delegate  to  the  A.M.A.,  I am  obliged  to  send  a 
report  to  the  Headquarters  of  the  American  Medi- 
cal Association  60  days  before  the  next  session 
of  the  House  of  Delegates  which  is  scheduled 
June  8 to  12,  indicating  the  desire  of  the  members 
of  the  Utah  State  Medical  Association  regarding 
these  two  questions. 

The  last  Bulletin  publishing  my  summary  in- 
dicated at  the  end  of  the  report  a method  of  vot- 
ing on  these  two  questions.  Actually  this  wasn’t 
properly  done  and  I assume  full  responsibility 
for  it.  The  second  question  cannot  be  answered 
yes  or  no.  I would  like  to  read  these  questions 
now.  It  was  our  original  plan  to  try  to  get  replies 
from  as  many  members  as  possible  in  order  to 
formulate  the  basis  for  a reply  to  the  A.M.A. 
So  far,  we  have  received  only  about  10  replies 
from  members  of  the  Association.  Therefore,  I 
think  it  behooves  this  body  to  take  some  formal 
action  today  as  a guide  to  my  report  to  the  A.M.A. 

The  questions  are  as  follows,  on  the  free  choice 
of  physicians:  Acknowledging  the  importance  of 
free  choice  of  physician,  is  this  concept  to  he  con- 
sidered a fundamental  principle,  incontrovertable, 
unalterable,  and  essential  to  good  medicine  with- 
out qualification? 

Now  that  question  can  be  answered  yes  or  no. 

Second  question  is  on  closed  panel  health  care 
plans:  What  is  or  will  be  your  attitude  regarding 
physician  participation  in  those  systems  of  medical 
care  which  restrict  free  choice  of  physicians? 

Obviously  that  question  cannot  be  answered 
yes  or  no.  I hope  that  sometime  before  we  close 
our  deliberations  today,  a motion  will  be  made 
from  the  floor  expressing  the  attitude  of  this  body 
on  those  two  problems.  I imagine  that  many  of 
you  will  have  questions  which  I will  attempt  to 
answer. 

As  I see  this  problem,  it  isn’t  a matter  of 
whether  we  favor  free  choice  of  physician  as  such. 
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or  Donnagel  I with  I IMeomycin 


Prompt  and  more  dependable  control  of 
virtually  all  diarrheas  can  be  achieved  with  the 
comprehensive  Donnagel  formula,  which  pro- 
vides adsorbent,  demulcent,  antispasmodic  and 
sedative  effects —with  or  without  an  antibiotic. 
Early  re-establishment  of  normal  bowel 
function  is  assured— for  all  ages,  in  all  seasons. 


DONNAGEL;  In  each  30  cc.  (1  fl.  oz.): 


Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide  ....0.0065  mg. 

Phenobarbital  gr.) 16.2  mg. 


DONNAGEL  WITH  NEOMYCIN 
Same  formula,  plus 

Neomycin  sulfate  300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  * Ethical  Pharmaceuticals  of  Merit  since  1878 


I think  we  all  favor  that.  The  problem  is  stated 
in  the  first  question:  “Acknowledging  the  impor- 
tance of  free  choice  of  physician,  is  this  concept 
to  be  considered  a fundamental  principle,  incon- 
trovertable,  unalterable  and  essential  to  good 
medicine  without  qualification?” 

There  are  many  aspects  of  this  thing  that  I 
think  might  well  be  pointed  out  and,  as  I say,  I 
don’t  think  it  is  a question  of  whether  we  endorse 
the  principle  of  free  choice  of  physician  (I  think 
we  all  do  that),  but  whether  we  should  endorse  it 
in  a rigid  form  or  whether  it  is  subject  to  modifi- 
cation. 

Speaker  Petersen:  It  would  be  wise  for  you 
to  be  at  the  reference  committee  meeting  and 
help  them  by  giving  your  views  on  it.  When  the 
reference  committee  reports  on  this  question  later 
today,  ample  opportunity  will  be  provided  for  dis- 
cussion from  the  floor. 

Report  of  the  Auxiliary 

Speaker  Petersen:  Mrs.  Erma  Gottfredson, 
President  of  the  Woman’s  Auxiliary. 

Mrs.  Gottfredson:  I should  like  to  express  the 
appreciation  of  the  Woman’s  Auxiliary  for  the 
opportunity  to  report  its  activities. 

We  are  most  grateful  for  the  annual  grant 
which  enables  us  to  work  much  more  effectively 
than  in  the  early  years  of  the  Auxiliary.  Your  con- 
fidence in  us  stimulates  our  desire  to  serve  the 
Medical  Association  so  well  that  you  will  believe 


at  all  times  that  we  honestly  earn  the  money  ana 
that  it  is  well  spent. 

The  Medical  Auxiliary  is  not  just  another 
social  club,  but  exists  for  serious  purposes: 

1.  To  assist  the  Medical  Association  in  its  program  for  the 
advancement  of  medicine  and  public  health. 

2.  To  cultivate  friendly  relations  and  promote  mutual 
understanding  among  physicians’  families. 

Speaker  Petersen:  I don’t  know  whether  we 
all  appreciate  or  know  what  our  Medical  Auxiliary 
does,  but  there  is  a lot  of  work  that  goes  on  behind 
the  scenes  and  also  on  the  stage  that  I am  sure 
most  of  us  don’t  see  and  I think  that  they  really 
do  a terrific  job  for  us  and  I am  sure  that  I express 
the  feelings  of  all  of  us  when  I thank  them  whole- 
heartedly. 

Report  on  polio  vaccine 

At  this  time  I would  like  to  call  on  Dr.  Jenkins 
from  the  Utah  State  Department  of  Public  Health. 

Dr.  Jenkins:  Perhaps  there  was  never  a better 
time  to  encourage  people  to  receive  the  polio  vac- 
cination through  their  family  physician  in  his 
office  as  at  the  present  time  because  we  know  of 
the  interest  of  the  medical  groups,  and  the  most 
important  as  far  as  I am  concerned  are  the  Ameri- 
can Medical  Association  and  the  State  Medical 
Association. 

The  House  of  Delegates  of  the  American  Medi- 
cal Association  passed  unanimously  three  main 
points  and  they  are  briefly  that  State  Medical 
Associations  and  State  Health  Departments  get 
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the  pattern  of 

GLUCOSAMINE 

POTENTIATED 

TETRACYCLINE 

therapy 

COSA- 

TETRACYN* 


iJote;  Eapid  and  high  initial  antibiotic  blood  levels  are  an  important  factor 
in  uneventW  recoveries.  Glucosamine  potentiation  provides  the  fastest, 
Jhighest  tetracycline  levels  available  with  oral  therspy.  Bibliography  and 
j>rofe^pnal  information  booklet  available  on  request^  


capsules 

125  mg.,  250  mg. 

oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspobnfiil  (5  cc.) 

pediatric  drops 

orange  flavored,  10  cc.  bottle  (with 
calibrated  dropper),  5 mg.  per  drop 
(100  mg.  per  cc.) 
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together  in  a joint  venture  to  promote  immuniza- 
tion against  polio  through  working  with  county 
or  component  medical  societies  and  the  local  health 
departments  to  determine  what  their  problems  are 
and  to  promote  vaccinations  as  much  as  they  can 
and  then  for  every  physician  to  do  everything  that 
he  can  to  see  that  the  members  of  the  families 
that  he  is  taking  care  of  receive  the  polio  vac- 
cination. There  are  many  other  groups,  of  course, 
interested  in  this  program,  such  as  the  American 
Academy  of  Pediatrics  and  the  United  States  Pub- 
lic Health  Service. 

I mentioned  the  American  Academy  of  Pedi- 
atrics, the  National  Foundation  — anyway,  the 
American  Medical  Association  and  others  have 
secured  again  this  year  the  services  of  the  National 
Advertising  Council  to  encourage  polio  vaccina- 
tions. Perhaps  you  have  already  seen  or  heard 
over  the  radio  or  television  educational  messages 
urging  people  to  see  their  family  physician  and 
receive  this  protective  vaccination. 

Utah  first 

I should  say  at  this  point  that  the  Utah  State 
Medical  Association  and  the  physicians  of  the  state 
are  to  be  highly  commended  for  the  very  fine 
job  they  have  done  on  the  polio  vaccination,  not 
only  at  the  present  time  but  in  the  past,  and  you 
should  know  that  as  a result  of  your  work  and 
your  efforts,  in  1957  Utah  ranked  first  of  all  states 


in  polio  vaccination  based  on  the  vaccine  received 
in  Utah  and  the  population. 

A recent  polio  vaccination  survey  completed  in 
Salt  Lake  County,  covering  about  500  families  in 
the  county  only,  indicated  that  53  per  cent  of  them 
had  received  three  or  more  injections  of  polio 
vaccine.  Of  course,  we  know  that  a lot  of  them 
have  already  been  vaccinated  and  no  doubt  many 
others  still  should  receive  the  third  injection  to 
protect  them  against  this  disease.  The  last  major 
outbreaks  occurred  in  Utah  in  1951  and  1952. 
Anything  the  State  Health  Department  can  do  to 
help  the  State  Medical  Association  in  this  program 
we  will  be  glad  to  do,  and  we  will  welcome  your 
suggestions  and  recommendations. 

Speaker  Petersen:  Before  proceeding  with  new 
business,  we  have  two  committee  reports  which 
are  not  in  the  Handbook.  I call  on  the  Chairmen 
of  these  two  committees  for  their  reports. 

Report  of  the  Committee  on 
Maternal  Mortality 

Dr.  Woolsey:  The  purpose,  organization,  and 
functions  of  the  committee  have  been  discussed 
and  a framework  set  up  to  start  the  business  of 
the  committee. 

The  purpose  of  the  Committee  on  Maternal 
Mortality  of  the  Utah  State  Medical  Association 
shall  be  to  determine  by  scientific  and  confidential 
analysis  of  all  factors  in  maternal  deaths  in  order 

continued  on  105 
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For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 
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dysmenorrhea 


Potent  MUSCLE  RELAXANT 
. . .Equally  effective  as  a TRANQUILIZER 

^ tran-qui-lsx-ant  (tran'kwi-lak'sant)  [ < L.  tranquillus, 
quiet;  L.  laxare,  to  loosen,  as  the  muscles] 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new,  orally  administered 
nonhypnotic  central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of 
musculoskeletal  and  neurologic  conditions 
and  also  exerts  a marked  tranquilizing  effect 
in  anxiety  and  tension  states. 

Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely  new 
major  chemical  contribution  to  therapeutics. 
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Chlormezanone:  2-(4-chlorophenyl)-3- 
inethyl-4-metathiazanone-l-dioxide 


Clinical  studies  of  over  4400  patientsi 
by  105  physicians ' proved 
Trancopal  remarkably  effective  in 
musculoskeletal  conditions, 
anxiety  and  tension  states. 

MUSCULOSKELETAL  DISORDERS 

effective  in 


of  1570  documented  cases  of 

LOW  BACK  PAIN 

(LUMBAGO,  SACROILIAC  DISORDERS) 

By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and 
active  exercise  and  physical  therapy  to  accomplish  maximal  benefits 
for  rapid  recovery. 


HI.TTI' R TOM  RATF.I)  AM)  S \l  KR  THAN  OM)l,R  DRI  CS 

With  Trancopal  there  is  no  clouding  of  consciousness,  no 
euphoria  or  depression.  Even  in  high  dosage,  there  is  no 
perceptible  soporific  effect.  Because  it  does  not  irritate  gastric 
mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Admin- 
istration does  not  hamper  work  — or  play.  Blood  pressure, 
pulse  rate,  respiration  and  digestive  processes  are  unaf- 
fected by  therapeutic  dosage.  Toxicity  is  extremely  low.  And 
Trancopal  has  a lower  incidence  of  side  effects  than  has 
zoxazolamine,  methocarbamol  or  meprobamate. 


ANXIETY  AND  TENSION  STATES 


eflfective  in 


of  443  documented  cases  of 

DYSMENORRHEA 

AND  PREMENSTRUAL  TENSION 

Because  of  its  exceptional  calmative  property,  Trancopal  . . allows 
the  patient  to  use  his  energies  in  a more  productive  manner  in 
overcoming  his  basic  problems.”^ 


INCIDENCE  OF  SIDE  EFFECTS  WITH 
TRANCOPAL  IN  4483  PATIENTS 


Dosage:  1 or  2 Caplets  (100  mg.)  orally  three  or  four  times  daily.  Relief  of 
symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 
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Thoroughly  evaluated  clinically, . . 

Clinical  studies  of  4483  patients  by  105  physicians^  have  demonstrated  that  Traneopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Traneopal  can  provide  moi’e  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 


MUSCULOSKELETAL 

CONDITIONS 


PSYCHOGENIC 

CONDITIONS 


1415  Patients 


3068  Patients 


INDICATIONS 


TOTAL  4483  Patients 

MAJOR  IMPROVEMENT 

84% 


Musculoskeletal 

Low  back  pain  (lumbago) 
Neck  pain  (torticollis,  etc.) 
Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 


Disk  syndrome 
Fibrositis 

Ankle  sprain,  tennis  elbow,  etc. 
Myositis 

Postoperative  muscle  spasm 


Psychogenic 

Anxiety  and  tension  states 
Dysmenorrhea 
Premenstrual  tension 


Asthma 

Angina  pectoris 
Alcoholism 
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that  (1)  avoidable  factors  in  maternal  death  may 
be  reduced  or  eliminated  and  (2)  better  maternal 
care  may  be  assured  through  improvement  in 
teaching  and  practice. 

The  definition  of  terms  are  basically  those  used 
in  the  A.M.A.’s  “Guide  for  Maternal  Death 
Studies.” 

The  framework  is  so  set  up  as  to  comply  with 
and  make  use  of  the  “Standard  Nomenclature  of 
Disease  and  Operations”  and  “The  International 
Statistical  Classification.” 

The  functions  of  the  committee  shall  be:  (1) 
case  finding;  (2)  collection  of  data;  (3)  processing 
of  data;  (4)  review  of  cases;  (5)  utilization  of  in- 
formation. 

We  would  particularly  urge  your  attention  to 
and  cooperation  with  this  committee  and  its  func- 
tions. Please  make  the  existence  of  this  committee 
known  to  all  members  of  the  Society.  It  should 
be  stressed  that  all  data  are  for  information  only. 
This  committee  is  not  interested  in  nor  has  it  any 
punitive  powers.  The  strictest  confidence  is  to  be 
maintained  and  the  physician  and  patient  will  be 
anonymous. 

Many  problems  are  still  being  worked  out,  but 
we  feel  that  we  are  sufficiently  organized  to  start 
collecting  data. 

Report  of  Committee  on  Medical 
Education  and  Hospitals 

Speaker  Petersen:  Dr.  Philip  Price,  Dean  of  the 
University  of  Utah  School  of  Medicine,  Chairman 
of  the  Committee  on  Medical  Education  and  Hos- 
pitals. 

Dr.  Price:  Because  of  the  widely  scattered 
membership  and  since  no  specific  matters  have 
been  referred  to  it,  this  committee  did  not  meet 
until  last  evening  when  members  were  gathering 
for  this  Interim  House  of  Delegates  Meeting.  The 
following  is  a summary  of  the  deliberations  of  this 
committee. 

1.  Standards  of  hospitals  is  a proper  area  of  concern  for 
this  committee.  It  endorses  the  principle  of  highest  possible 
standards  of  professional  care  for  all  citizens  and  hospitals 
in  Utah.  To  that  end  it  recommends: 

(a)  That  through  the  State  Association  office  an  accurate, 
authoritative  and  up-to-date  collection  of  regulations  and 
standards  and  other  pertinent  information  set  forth  by  the 
Joint  Board  on  Hospital  Accreditation  and  other  accrediting 
agencies  be  assembled  and  be  made  available  to  hospitals 
of  the  state  desiring  such  information. 

(b)  That  the  Association  office  also  attempt  to  assemble 
information  obtained  from  individual  hospitals  of  the  state 
regarding  rules,  regulations,  organizations  and  so  on  under 
which  they  operate.  It  is  hoped  that  such  information  freely 
contributed  and  made  readily  available  to  others  will  assist 
in  meeting  individual  organizational  problems  in  raising  the 
general  level  of  efficiency  and  standards  of  medical  care  and 
in  facilitating  efforts  of  those  institutions  which  have  not 
already  done  so  but  desire  to  seek  official  accreditation. 

2.  After  some  discussion  of  the  advanced  defect  practice 
and  educational  value  of  preceptorships,  the  committee  recom- 
mended that  the  College  of  Medicine  be  requested  to  give 
serious  consideration  to  the  use  of  preceptorships  as  one 
phase  of  undergraduate  medical  education. 

3.  The  problem  of  lack  of  adequate  medical  service  in 
certain  isolated  areas  of  Utah  and  the  responsibility  of  the 
State  Medical  Association,  College  of  Medicine  and  of  the 


communities  themselves  in  meeting  the  problem  were  dis- 
cussed. It  was  felt  that  the  plan  of  having  the  State  Associa- 
tion provide  a scholarship  for  a medical  student  who  would 
then  be  obligated  to  work  off  that  debt  in  a designated 
service  was  a step  in  the  right  direction  but  that  the  present 
plan  contains  many  serious  defects.  The  committee  therefore 
recommended  that  a re-study  be  made  of  the  problem  of 
supplying  isolated  communities  of  the  state  with  the  idea 
of  putting  it  on  a more  satisfactory  basis,  particularly  in  the 
direction  of  bringing  the  community  itself  more  actively  and 
responsibly  into  the  picture  and  of  establishing  more  cordial 
relations  between  the  student  concerned  and  the  community. 

4.  The  committee  spent  some  time  discussing  the  predicted 
shortage  of  practicing  physicians  in  the  United  States  and 
particularly  in  the  Western  states  due  to  the  fact  that 
medical  schools  are  not  at  present  keeping  pace  with  the 
explosive  increase  in  population.  Federal  agencies,  the  A.M.A., 
the  Association  of  the  American  Medical  Colleges,  the  Western 
Interstate  Commission  on  Higher  Education  and  other  or- 
ganizations studying  the  problem  anticipate  that  this  short- 
age of  medical  personnel  will  be  felt  more  acutely  as  the 
years  pass.  Although  the  committee  is  not  prepared  to  take 
any  specific  stand  at  this  time  or  make  any  recommendation 
in  this  regard,  it  does  take  cognizance  of  the  problem,  par- 
ticularly as  it  may  affect  Utah,  and  it  will  continue  to  do  so 
in  future  meetings. 

Dr.  Petersen:  Dr.  Stanley  Child  has  a matter  of 
business  that  we  feel  should  come  before  the 
House  at  this  time. 

Necrology  Committee  report 

Dr.  Child:  I have  been  asked  to  give  the  report 
of  the  Necrology  Committee  by  Dr.  Joseph  Morrell 
in  his  absence.  Letters  of  sympathy  and  condolence 
have  been  sent  to  the  families  of  each  of  the 
following  members  of  the  Utah  State  Medical 
Association  who  have  passed  away  during  the 
year: 

C.  A.  Nyvall,  M.D.,  Salt  Lake 
Leland  S.  Sycamore,  M.D.,  Ogden 
Paul  S.  Richards,  M.D.,  Salt  Lake 
Hugh  O.  Brown,  M.D.,  Salt  Lake 
William  T.  Ward,  M.D.,  Salt  Lake 
Gordon  M.  Jensen,  M.D.,  Logan 
Harry  O.  Frazier,  M.D.,  Salt  Lake 
J.  R.  Llewellyn,  M.D.,  Salt  Lake 
J.  G.  McQuarrie,  M.D.,  Richfield 

Each  member  of  the  Association  joins  this 
committee  in  their  deep  feeling  of  sympathy  to 
the  respective  families  of  these  doctors.  Respect- 
fully submitted,  Joseph  Morrel,  M.D.,  Chairman. 

Mr.  Speaker,  I move  that  we  stand  in  a mo- 
ment of  reverence  and  silence  in  honor  of  these 
deceased  members. 

(House  of  Delegates  stood  as  a body  in  silence.) 

Speaker  Petersen:  Before  introducing  any  fur- 

continued  on  108 


JNewton 

Optical  Qomi. 

Dany 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 

309-16th  Street 

Denver 

for  June,  1959 


105 


The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifenstein.^  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 

Eichner,®  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  (1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%)  of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  ( 100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.^  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 


DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function;  production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 

Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 

Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 


References : 1.  Reifenstein,  E.  C.,  Jr.:  Annals  N,  T.  Acad,  Set,  71:762  (July  30)  1958.  2.  Boschann, 
H-W.:  ibid,,  p.  727.  3.  Eichner,  E.:  ibid,,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  P,i  Am.  J.  Obst,  and  Gyn.  76:279,  1958. 
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ther  resolutions  to  the  House,  I would  like  to  read 
a resolution  which  is  entitled:  Resolution  11,  intro- 
duced by  Council.  The  subject  is  George  R.  Aiken, 
M.D.  I do  not  think  it  is  necessary  to  refer  this  to 
a committee. 

WHEREAS.  Medical  legislation  is  increasing  both  locally 
and  nationally,  and 

WHEREAS,  There  is  growing  need  for  physician  partici- 
pation in  legislative,  civic,  and  community  affairs,  and 

WHEREAS,  George  R.  Aiken,  M.D.,  of  Kanab,  Utah,  re- 
sponded to  this  need  when  he  ran  for  and  was  elected  to 
the  office  of  State  Representative,  and 

WHEREAS,  Dr.  Aiken  served  his  state  and  the  people  with 
modesty  and  distinction,  and 

WHEREAS,  Dr.  Aiken  performed  this  service  at  a sacri- 
fice to  himself;  now,  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Utah 
State  Medical  Association  commends  Dr.  Aiken  for  this 
service  and  hopes  that  his  leadership  will  serve  as  an  ideal 
for  other  physicians  to  follow;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  forwarded 
to  Dr.  Aiken. 

Resolution  approved. 

Speaker  Petersen:  I would  like  to  interrupt 
the  proceedings  at  this  time  to  introduce  to  you 
two  outstanding  gentlemen.  Dr.  George  Fister, 
member  of  the  Board  of  Trustees  of  the  American 
Medical  Association. 

And  Mr.  C.  Joseph  Stetler,  Director  of  the 
Legal  Department  of  the  American  Medical  Asso- 
ciation. 

Meeting  adjourned  until  2 p.m. 


Reference  Committee  reports 

Speaker  Petersen:  The  first  order  of  business 
will  be  the  report  of  Reference  Committee  Number 
One  on  Reports  of  Officers,  Dr.  George  H.  Curtis, 
Chairman. 

Dr.  Curtis:  The  first  report  we  are  considering 
is  that  of  Dr.  Ken  Castleton,  Delegate  to  the 
A.M.A.  This  report  is  in  two  sections.  The  first 
section  consists  of  the  reports  of  the  various 
speakers  and  the  second  section  takes  in  the  dis- 
cussion of  more  specific  problems. 

Dr.  Gundersen,  in  his  speech  as  President  of 
the  A.M.A.,  brought  out  two  important  principles. 
The  first  has  to  do  with  something  we  will  be 
discussing  here  during  our  afternoon.  He  suggest- 
ed that  we  should  fight  hard  for  our  basic  prin- 
ciples but  that  we  should  be  adaptable  to  the 
changing  times.  In  other  words,  don’t  be  rigid  in 
all  these  old  principles  that  we  have  but  that  we 
sometimes  must  change  them  according  to  the 
things  that  are  going  on  in  the  present  day.  He 
brought  out  the  point  that  there  are  three  large 
challenges  facing  the  A.M.A.  at  the  present  time. 

Geriatric  health  care 

First,  the  Health  Care  of  the  Aged;  second  is 
the  Third  Party  Problem  that  we  have  been  dis- 
cussing, and  third  is  support  of  Medical  Educa- 
tion. 


Governor  Freeman  of  Minnesota  brought  out 
some  good  points  in  his  speech  before  the  A.M.A. 
House  of  Delegates  in  Minneapolis,  namely  that 
the  aged  population  of  those  over  65  in  the  next 
few  years  will  increase  by  35  per  cent,  whereas 
the  productive  group  who  are  paying  the  taxes 
and  doing  all  of  production  will  increase  by  only 
9 per  cent.  He  again  urged  the  doctors  to  find 
some  solution  to  these  problems  before  Congress 
has  to  do  it  for  them. 

The  A.M.A.  hopes  that  each  of  the  component 
State  Societies  will  take  some  initiative  in  produc- 
ing plans  whereby  the  doctor  will  accept  less  and 
in  so  doing  allow  insurance  companies  to  insure 
these  oldsters  for  a smaller  premium.  These  pro- 
posals have  been  sent  to  the  various  societies. 

Third  party  medical  practice 

The  next  part  of  our  report  is  the  important 
problem  Dr.  Castleton  told  you  about  this  morn- 
ing. He  would  like  answers  to  two  specific  ques- 
tions from  our  Society  which  should  be  sent  to 
the  A.M.A.  within  10  days  for  consideration  by 
the  A.M.A.  House  of  Delegates  at  its  June  meet- 
ing. This  first  is  the  problem  of  Free  Choice  of 
Physician.  As  you  know,  it  has  always  been  the 
policy  of  the  A.M.A.  that  the  individual  patient 
should  have  free  choice  of  physician,  and  the 
question  now  is  whether  there  should  be  a rigid 


rule  with  no  exceptions  or  whether  there  should 
be  allowances  made  in  the  principle  of  free 
choice  of  physician.  We  know,  at  the  present  time, 
there  are  many  instances  where  the  patient  does 
not  have  free  choice  of  physician,  such  as  in  the 
Veteran’s  Administration,  County  Hospitals,  the 
United  Mine  Workers  Plans,  many  industrial  plans, 
some  of  the  public  health  work  and  in  many 
others.  This  is  going  on  at  the  present  time  and 
it  is  likely  to  increase  as  time  goes  on.  At  the 
present  time  there  are  many  parts  of  our  popula- 
tion who  do  not  have  free  choice  of  physician  and, 
yet,  they  are  getting  good  medical  care  in  these 
various  institutions  and  plans. 

We  are  going  to  be  asked  to  vote  on  this  prob- 
lem and  I want  you  to  be  thinking  of  it  as  I am 
proceeding  with  the  rest  of  our  report.  Times  are 
changing  and  we  feel  that  sometimes  we  must  be 
more  flexible  in  our  policies  on  this  one  problem 
of  Free  Choice  of  Physician. 

The  other  point  as  it  is  constituted  in  this  re- 
port, if  you  voted  “yes”  on  this  question  it  would 
mean  that  you  were  against  all  the  physicians  in 
these  various  organizations  and  hospitals  and  in- 
stitutions that  give  care  to  these  patients.  If  you 
cannot  vote  “yes”  without  being  against  all  this 
other  group  and  if  you  vote  no,  that  means  you 
allow  all  exceptions  at  the  present  time.  This  pro- 
posal has  been  considered  in  various  County  So- 


(Ni-^-phenethylbiguanide  HCI)  is  an  entirely  new  ora!  hypoglycemic  compound, 
different  in  chemical  structure,  mode  of  action,  and  in  spectrum  of  activity  from  the  sulfon- 
ylureas.  DBI  is  usually  effective  in  low  dosage  range  (50  to  150  mg.  per  day). 

^'full  - range’'  hypoglycemic  action— DBI  lowers  elevated  blood-sugar  and 
eliminates  glycosuria  in  mild,  moderate  and  severe  diabetes  mellitus . . . 

brittle  diabetes,  juvenile  or  adult— DBI  combined  with  injected  insulin  improves  regulation 
of  the  diabetes  and  helps  prevent  the  wide  excursions  between  hypoglycemic  reactions  and 
hyperglycemic  ketoacidosis. 

StaW®  adult  diabetes  — satisfactory  regulation  of  diabetes  is  usually  achieved  with  DBI 
alone  without  the  necessity  for  insulin  injections. 

juvenile  diabetes  — DBI  often  permits  a reduction  as  great  as  50  per  cent  or  more  in  the 
daily  insulin  requirement. 

primary  and  secondary  sulfonylurea  failures  — DBI  alone,  or  in  conjunction  with  a sulfon- 
ylurea, often  permits  satisfactory  regulation  of  diabetes  in  patients  who  have  failed  to 
respond  initially  or  who  have  become  resistant  to  oral  sulfonylurea  therapy. 

smooth  onset  — less  likelihood  of  severe  hypoglycemic  reaction  — DBl  has  a smooth, 
gradual  blood-sugar  lowering  effect,  reaching  a maximum  in  from  5 to  6 hours,  and  a 
return  to  pretreatment  levels  usually  in  10  to  12  hours. 

safety— daily  use  of  DBI  in  therapeutic  dosage  for  varying  periods  up  to  2 Vi  years  has 
produced  no  clinical  toxicity. 

side  reactions— side  reactions  produced  by  DBI  are  chiefly  gastrointestinal  and  occur  with 
increasing  frequency  at  higher  dosage  levels  (exceeding  150  mg.  per  day).  Anorexia,  nausea 
or  vomiting  may  occur— but  these  symptoms  abate  promptly  upon  reduction  in  dose  or 
withdrawal  of  DBI. 

supplied  — DBI,  25  mg.  scored,  white  tablets  — bottle  of  100. 

IMPORTANT-  before  prescribing  DBI  the  physician  should  be  thoroughly  familiar  with 
general  directions  for  its  use,  indications,  dosage,  possible  side  effects,  precautions  and 
contraindications,  etc.  Write  for  complete  detailed  literature. 

an  original  development  from  the  research  laboratories  of 

u.  s.  vitainin  & pharmaceutical  corporation 

Arlington-Funk  Laboratorigs,  division  • 250  East  43rd  Street,  New  York  17,  N.  Y. 


cieties  in  the  state  and  the  problem  isn’t  a thing 
you  can  vote  yes  or  no  on  the  way  it  is  asked  here. 
At  the  end  of  my  report  I will  propose  a new  form 
so  that  we  can  get  a better  idea  of  how  you  stand 
on  this  question. 

The  next  question  considered  in  this  report  was 
that  of  Closed  Panel  Systems.  The  problem  is, 
what  should  our  attitude  be  toward  the  physician 
who  works  in  a closed  panel  such  as  some  of  the 
industrial  plants,  Permanente  and  many  others 
where  the  physician  is  paid  a salary  and  takes 
care  of  the  patient  for  a fixed  salary  and  the 
patient  has  no  free  choice  of  physician,  so  to 
speak?  I think  there  are  three  things  that  should 
be  brought  up  here. 

In  the  first  place,  most  of  these  closed  panels 
or  these  institutions  do  give  good  medical  care. 
Underlying  all  of  our  considerations  should  be  the 
basic  proposal  that  the  patient  comes  first.  We 
should  always  consider  the  patient  first  and  our 
own  desire  and  feelings  second.  So,  therefore,  we 
should  ask  ourselves,  in  thinking  of  this  closed 
panel  proposal,  if  the  patient  is  getting  good  care 
and  how  strict  should  we  be  or  should  we  censor 
the  physician  who  is  giving  this  care,  so  long  as 
he  is  giving  good  medical  care  to  the  patient? 

The  rest  of  our  report  deals  with  the  other 
facets  of  the  national  problem  on  Medical  Care 
Plans  which  will  be  discussed  later.  The  old  prob- 
lem of  osteopathy  comes  up  again  and  the  A.M.A,, 
is  still  having  committee  meetings  and  reports  on 
this  problem.  It  will  come  up  for  consideration 
again  in  June,  1959. 

Medical  education 

The  A.M.A.  is  again  urging  physicians  to  try 
to  do  all  they  can  to  encourage  establishment  of 
new  four-year  medical  schools  and  improving  the 
facilities  of  the  schools  we  have  at  the  present 
time. 

The  A.M.A.  has  reorganized  on  an  administra- 
tive basis  into  seven  divisions. 

Fund  raising 

The  A.M.A.  wants  to  go  on  record  as  being 
neither  for  or  against  the  question  of  various 


health  agencies  joining  United  Fund  or  not  join- 
ing United  Fund.  They  want  to  be  sure  that  all 
concerned  are  aware  that  the  A.M.A.  has  no  na- 
tional policy  on  this  question. 

There  is  one  correction  in  the  printing  of  this 
program  which  I will  give  to  the  Secretary  later. 
On  page  8 the  sentence  that  starts  with:  “Thus 
proportionately  fewer  people — ” and  so  forth, 
should  be  corrected  to  read:  “Thus  proportionately 
fewer  people  in  the  productive  and  tax-paying 
years  will  have  to  provide  for  greater  educational 
services  for  the  increasing  number  of  children 
and  greater  social  and  medical  care  services  for 
the  increasing  number  of  the  aging  population.” 

Report  accepted 

It  is  the  recommendation  of  this  reference 
committee  that  we  accept  the  excellent  report  of 
Dr.  Castleton  with  this  one  correction. 

Free  choice 

At  this  time  we  should  discuss  the  two  pro- 
posals previously  mentioned  and  vote  on  them. 
I would  like  to  propose  that  on  the  Free  Choice 
of  the  Physican  proposal  that  we  vote  on  this 
question:  That  the  Utah  Medical  Association  be- 
lieves in  the  basic  principle  of  Free  Choice  of 
Physician  but  feels  that  this  cannot  be  strictly 
adhered  to  in  certain  situations  such  as  I have 
mentioned  before. 

The  second  proposal  is  the  question  on  Closed 
Panels  and  I feel  we  should  vote  on  this  wording: 
The  Utah  State  Medical  Association  feels  that  a 
physician  participating  in  a closed  panel  should 
not  be  censured  so  long  as  he  is  providing  adequate 
medical  care  for  the  individual  patient. 

First,  we  are  voting  on  the  Free  Choice  of 
Physician;  “The  Utah  State  Medical  Association 
believes  in  the  basic  principle  of  Free  Choice  of 
Physician  but  feels  that  this  cannot  be  strictly 
adhered  to  in  certain  situations.” 

Thereupon  a vote  was  taken  and  the  motion 
was  carried  unanimously. 

Dr.  Curtis:  “The  Utah  Medical  Association  feels 
that  the  physician  participating  in  a closed  panel 
should  not  be  censured  so  long  as  he  is  providing 
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adequate  medical  care  for  the  individual  patient. 
The  Utah  State  Medical  Association  also  believes 
that  the  closed  panel  should  incorporate  the  idea 
of  free  choice  in  the  patients  of  a physician.” 

Much  discussion  followed  presentation  of  this 
proposal. 

Speaker  Petersen:  We’ll  let  Dr.  Curtis  carry 
on  with  the  rest  of  the  report  of  his  reference 
committee  and  we  will  come  back  to  this  question 
after  the  second  reference  committee  has  reported. 

Dr.  Curtis:  The  next  report  is  on  page  12  of 
the  Handbook  and  is  the  report  of  the  President 
of  the  Utah  State  Medical  Association.  Dr.  Bryner 
reported  on  plans  for  the  Aging  Conference;  told 
of  his  monthly  Council  meetings;  and  encouraged 
everyone  who  can  to  attend  the  Medical-Legal 
Conference  April  17  and  18.  He  informs  us  of  the 
research  being  done  by  the  University  of  Utah 
Bureau  of  Economic  Research  on  a study  of  the 
aging  problem.  Our  committee  feels  that  the  re- 
port of  the  President  be  accepted. 

The  motion  was  voted  on  and  accepted. 

The  report  of  the  Secretary  and  the  Chairman 
of  the  Scientific  Program  Committee  on  page  15 
of  the  Handbook  announced  the  program  for  the 
State  Medical  Association  meeting,  September  16 
to  18.  I move  this  report  be  accepted. 

The  motion  was  seconded  and  accepted. 

The  next  report  is  that  of  the  Executive  Secre- 
tary on  page  17  of  the  Handbook.  He  covers  many 
of  the  items  we  have  been  discussing.  We  move 


that  this  report  be  accepted. 

The  motion  was  duly  seconded  and  accepted. 

Report  of  Woman’s  Auxiliary 

The  next  report  is  that  of  the  Woman’s  Aux- 
iliary on  page  22  of  the  Handbook.  We  applaud 
the  Woman’s  Auxiliary  for  the  excellent  work 
they  have  done  and  we  move  this  report  be  ac- 
cepted. 

The  motion  was  voted  on  and  accepted. 

The  last  report  is  that  of  the  Advisory  Com- 
mittee to  the  Woman’s  Auxiilary  on  page  33  of 
the  Handbook,  by  Dr.  Bryner.  It  mentions  their 
work  with  the  Woman’s  Auxiliary  and  the  efforts 
they  are  making  trying  to  arrange  for  a sum  of 
$5,000.00  which  will  be  loaned  to  needy  medical 
students.  They  were  happy  to  have  their  office 
in  the  new  headquarters.  We  move  that  this  report 
be  accepted. 

The  motion  was  voted  upon  and  accepted. 

Reference  Committee  Number  Two 

Speaker  Petersen:  Report  of  Reference  Com- 
mittee Number  Two  on  Legislative  and  Public 
Relations  Matters,  Dr.  John  A.  Dixon,  Chairman, 
of  Ogden. 

Dr.  Dixon:  This  committee  considered  15  com- 
mittee reports  and  one  resolution,  so  of  necessity 
our  comments  will  be  brief,  but  we  will  try  to 
get  the  information  across  as  far  as  possible. 
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Aging 

The  report  of  the  Aging  Committee,  on  page 
19  of  the  Handbook,  has  been  reviewed  by  the 
committee.  I move  that  on  behalf  of  the  committee 
that  the  report  be  approved  as  written. 

The  motion  was  accepted. 

Public  Welfare 

The  report  of  the  Medical  Advisory  Board  to 
the  Utah  State  Department  of  Public  Welfare 
Committee  on  page  21  of  the  Handbook  was  re- 
viewed. This  report  and  its  recommendations  have 
been  reviewed  and  have  been  approved  by  the 
committee.  It  is  our  recommendation  that  this 
report  be  approved  with  the  additional  suggestion 
that  all  members  of  this  group  and  medical  so- 
cieties take  an  active  and  direct  interest  in  this 
problem.  The  committee  feels  this  is  where  we 
are  coming  to  grips  with  governmental  medicine 
in  its  most  open  form  and  that  further  invasion 
in  this  field  will  be  to  the  aspects  of  the  public 
welfare  and  recommend  the  utmost  use  of  the 
Advisory  Committee  to  the  local  welfare  county 
groups.  This  is  a motion  then  that  this  report  be 
approved. 

The  motion  was  voted  on  and  accepted. 

Public  Health 

The  third  report  considered  is  that  of  the 
Public  Health  Committee.  This  is  found  in  your 
Handbook  on  page  26.  This  report  has  been  re- 
viewed and  it  is  the  recommendation  of  the  com- 
mittee that  it  be  approved  as  written  and  I would 
like  to  so  move. 

The  motion  was  voted  and  accepted. 

School  Health 

The  fourth  report  is  that  of  the  School  Health 
Committee  which  is  found  on  page  26.  This  report 
has  been  reviewed  and  it  is  the  recommendation 
of  the  committee  it  be  approved  and  we  so  move. 

The  motion  was  voted  upon  and  accepted. 

Sewage  and  Water 

The  fifth  report  considered  is  that  of  the  Sew- 
age and  Water  Pollution  Committee  on  page  27  of 
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your  Handbook.  It  appears  there  is  some  very  fine 
work  being  carried  out  in  this  field.  The  committee 
moves  that  this  be  approved  as  written. 

The  motion  was  voted  upon  and  accepted. 

The  sixth  report  is  that  of  the  Rural  Health 
Committee  found  on  page  29  of  the  Handbook.  It 
has  been  reviewed.  The  committee  would  like  to 
mention  that  Dr.  Branch,  who  was  present  at  our 
hearing,  noted  the  establishment  of  two-year  resi- 
dencies in  psychiatry  for  general  practitioners, 
which  it  is  hoped  will  meet  some  of  the  problems 
in  mental  health  which  exist  in  the  rural  areas 
as  well  as  in  urban  areas.  We  move  the  approval 
of  this  report  with  this  additional  information. 

The  motion  was  voted  upon  and  accepted. 

The  Newspaper  Health  Column  Committee  re- 
port on  page  30  of  your  Handbook  has  been  re- 
viewed and  its  approval  recommended  with  the 
following  appended  consideration. 

It  was  felt  and  concurred  with  by  a number 
of  members  of  our  Public  Relations  concern  that 
great  consideration  should  be  given  to  the  estab- 
lishment of  local  newspaper  Health  and  Publica- 
tion Committees  whose  purposes  would  be  review- 
ing joint  fields  of  interest,  giving  advice  on  news 
articles  and  release  of  news  articles  relative  to 
medical  activities.  We  take  some  pardonable  pride 
in  saying  that  we  found  this  means  to  be  very 
effective  in  some  of  the  problems  that  came  up. 
The  committee  recommends  approval  of  the  re- 
port. 

The  motion  was  voted  upon  and  accepted. 

Hospital  Relations 

The  eight  report  considered  was  that  of  the 
Hospital  Relations  Committee  which  is  found  on 
page  35  of  your  Handbook.  This  report  has  been 
reviewed  by  the  committee  and  it  is  our  recom- 
mendation that  it  be  approved  as  written,  and  I 
so  move. 

The  motion  was  voted  upon  and  accepted. 

TB  and  Cardiovascular 

The  tenth  report  is  found  on  page  37  of  the 
Handbook.  It  is  that  of  Tuberculosis  and  Cardio- 
vascular Committee.  This  report  has  been  re- 
viewed and  the  committee  moves  its  acceptance 
as  written. 

The  motion  was  voted  upon  and  accepted. 

Industrial  Health 

The  Industrial  Health  Committee  report  has 
been  reviewed.  The  suggestion  has  been  made 
that  in  connection  with  some  of  the  companies 
that  Blue  Cross-Blue  Shield  be  instructed  to  meet 
and  cooperate  with  these  individuals  in  any  way 
possible  and  in  formulating  plans  which  provide 
for  free  choice  of  physicians  and  free  medical  care 
on  these  other  policies.  It  is  the  comment  of  the 
committee  likewise  that  they  feel  that  further  pro- 
testations of  righteousness  in  the  field  of  panel 
medicine  and  free  choice  of  medicine  is  relatively 
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meaningless  unless  many  of  the  established  panels 
and  other  situations  are  broken  up  and  all  such 
things  are  disbanded  so  that  real  free  choice  of 
physician  with  punitive  measures  to  handle  those 
who  do  not  conform  to  the  general  activities  of  the 
medical  society  be  established.  In  other  words,  if 
we  believe  in  righteousness  we  had  better  do 
something  about  it. 

The  motion  was  voted  upon  and  accepted. 

Veterans  Affairs 

The  next  report  is  that  of  the  Veterans  Affairs 
Committee  found  on  page  39  of  the  Handbook. 
This  report  has  been  reviewed  and  we  move  that 
it  be  accepted  as  written. 

The  motion  was  voted  upon  and  carried. 

Liaison  Committee 

The  next  report  is  that  of  the  Liaison  Commit- 
tee with  the  Utah  Bar  on  page  44  of  the  Hand- 
book. This  report  has  been  reviewed  and  its  ap- 
proval recommended  with  the  suggestion  that  con- 
sideration be  given  to  combining  this  in  some 
manner  with  the  Medical-Legal  Committee.  It  was 
felt  by  some  of  the  members  present  that  while 
there  is  some  difference  in  their  activities,  that  the 
Liaison  Committee  is  to  establish  better  relations 
and  understanding,  whereas  the  Medical-Legal 
Committee  deals  more  with  specific  cases;  that 
perhaps  in  some  respects  they  should  have  more 
close  coordination  and  not  be  individual  commit- 


tees. In  other  words,  the  possibility  of  a sub- 
committee, one  or  the  other,  be  considered.  We 
move  the  report  be  approved. 

The  motion  was  voted  upon  and  accepted.  j 

Legislative  Committee 

The  fourteenth  report,  which  you  do  not  have 
in  your  hands  and  which  has  not  been  read,  is  that 
of  the  Legislative  Committee.  It  was  referred  to  us. 

It  essentially  consists  of  recognition  of  those  who 
have  taken  part  in  the  activities  on  behalf  of 
passage  of  the  Basic  Science  Law.  We  would  like 
to  read  excerpts  of  it.  , 

“Credit  for  this  achievement  must  go  to  the  joint  efforts 
of  the  entire  Society  and  the  Auxiliary.  To  Dr.  U.  R.  Bryner, 
our  State  President;  the  Executive  Council;  Executive  Secre- 
tary, Harold  Bowman;  Dr.  N.  F.  Hicken,  Chairman  of  the 
Salt  Lake  County  Legislative  Committee,  and  members  of  the  ' 
State  Legislative  Committee;  Mrs.  Irma  Gottfredson,  President 
of  the  State  Society  Auxiliary;  Mrs.  Margo  Poulson,  Chair-  ■ 
man  of  the  State  Legislative  Committee  Auxiliary;  all  mem-  \ 
bers  of  the  State  and  County  Legislative  Committees  and  the  | 
Evans  agency,  a grateful  thank  you,  for  tireless  work  and 
devotion  to  a dedicated  cause.”  ' 

While  the  committee  did  not  feel  a formal  j 
motion  to  the  effect  that  we  certainly  appreciate  ■ 
the  efforts  of  all  these  people  was  in  order  in  our  ^ 
committee  report,  we  certainly  did  want  to  recog-  | 
nize  this  activity  as  we  feel  it  is  a very  salient  | 
achievement.  Notice  is  taken  in  the  committee  : 
report  that  individual  congratulations  have  been 
given  to  the  Legislators  who  supported  us.  | 

A welcome  amendment  to  the  Basic  Science  Bill  came  I 
during  the  last  day  of  the  Legislature  when  the  dental  pro- 
fession was  included  among  those  in  the  healing  arts  re-  ^ 
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quired  to  take  the  examination.  With  a future  amendment  to 
the  bill,  a member  of  the  dental  profession  will  greatly 
strengthen  the  Basic  Science  Board. 

The  Medical  Society  would  have  preferred  Examining 
Board  members  to  be  professors  from  the  state  schools  of 
higher  learning  in  Utah  but  following  a caucus  by  our  spon- 
sors in  the  Legislature,  found  this  to  be  impossible.  The 
present  board  will  be  comprised  of  five  members  consist- 
ing of  a member  of  the  Attorney  General’s  staff  acting  as 
Chairman,  one  member  from  the  Medical  Society,  one  osteo- 
path, one  chiropractor  and  one  naturopath.  We  propose  and 
recommend  the  law  be  amended  at  the  next  session  of  the 
Legislature  to  add  a member  of  the  dental  profession  to  the 
board.  We  feel  confident  that  the  full  intent  of  the  Basic 
Science  Law  will  be  accomplished. 

It  is  with  regret  that  your  committee  could  not  give  more 
time  and  assistance  to  the  multiple  other  medical  legislative 
problems,  including  the  Medical  Examiners  Bill  which  re- 
mained in  the  House  Sifting  Committee  without  action.  This 
bill  should  be  placed  high  on  the  agenda  of  the  next  session 
of  the  Legislature  along  with  the  proposed  Psychiatrists  Bill 
which  did  not  get  out  of  the  Sifting  Committee. 

In  order  to  approve  this  report  we  have  to 
delete  part  of  the  first  sentence  which  reads: 

. . and  only  awaits  the  Governor’s  signature.” 
This  brings  up  to  date  the  report  and  the  commit- 
tee moves  approval. 

The  motion  was  voted  upon  and  accepted. 

Maternal  Mortality 

The  report  of  the  Committee  on  Maternal  Mor- 
tality was  read  previously  and  is  essentially  the 
undertaking  of  a study  to  reveal  data  in  maternal 
deaths;  how  they  may  be  reduced  and  how  better 
maternal  care  may  be  assured  through  improve- 
ment in  teaching  and  practice.  The  committee 
moves  approval  of  this  report  with  the  request 
that  all  component  societies  and  members  of  the 
Society  assist  this  committee  in  all  manner  pos- 
sible in  this  important  undertaking. 

The  motion  was  voted  upon  and  accepted. 

The  other  portion  of  business  consisted  of  con- 
sideration of  Resolution  Number  IV  of  which  you 
all  have  a copy.  A great  deal  of  time  of  the  com- 
mittee was  spent  in  discussing  this  proposition 
and  the  reasons.  Without  editorializing  too  much, 
I will  just  state  briefly  what  the  feelings  of 
the  President  and  the  committee  were  and  our 
’’“commendation.  The  committee  moves  that  the 
resolution  not  be  approved. 

The  motion  was  approved. 

Speaker  Petersen:  I would  like  to  call  Dr. 
George  Curtis,  Chairman  of  Reference  Committee 
Number  One,  to  give  us  the  final  wording  on  the 
practice  in  closed  panel  systems. 

Dr.  Curtis:  This  is  the  latest  attempt  of  Dr. 
Castleton  and  myself:  “The  Utah  State  Medical 
Association  recognizes  that  under  -proper  condi- 
tions, third  party  -medicine,  contract  practice  and 
closed  panel  medicine  as  such  are  legal  and  ethical. 
However,  we  feel  that  the  American  Medical  As- 
sociation should  make  every  effort  to  control  this 
type  of  practice  so  that  it  will  remain  in  keeping 
with  the  highest  traditions  of  our  profession.  We 
urge  that  every  effort  he  made  to  establish  a good 
liaison  between  such  groups  and  other  practition- 
ers in  the  area  involved  and  that  the  choice  of 
physician  be  incorporated  in  these  plans  so  far 
as  possible.  We  would  urge  caution  in  any  disci- 


plinary measures  directed  toward  those  involved 
in  this  type  of  practice  provided  they  are  render- 
ing a high  type  of  medical  care  and  are  otherwise 
conforming  to  accepted  ethical  standards.” 

Much  discussion  ensued. 

Speaker  Petersen:  Mr.  Bowman  would  like 
to  speak  to  this. 

Mr.  Bowman:  I think,  gentlemen,  the  situation 
is  covered  in  the  first  part  of  Dr.  Curtis’  report 
and  I believe  we  are  getting  fouled  up  a little  bit 
and  I don’t  believe  it  is  necessary  that  we  answer 
number  two  and  I think  if  Dr.  Curtis  would  read 
the  first  part  of  his  report,  I think  it  would  cover 
the  situation;  the  first  recommendation  that  was 
passed. 

Dr.  Curtis:  The  first  recommendation  was  on 
the  free  choice  of  physicians.  The  one  we  voted 
on  originally  and  we  passed  was  on  the  free  choice 
of  physician  and  that  was  that  the  Utah  State 
Medical  Association  believes  in  the  basic  principle 
of  the  free  choice  of  physician  but  feels  that  this 
cannot  be  strictly  adhered  to  in  certain  situations, 
and  we  passed  that. 

Then  the  original  on  the  closed  panel  was  this: 
The  Utah  State  Medical  Association  feels  that  the 
physician  participating  in  a closed  panel  should 
not  be  censured  so  long  as  he  is  providing  adequate 
medical  care  for  the  individual  patient. 

The  motion  was  voted  upon  and  approved. 

Reference  Committee  Number  Three 

Speaker  Petersen:  We  now  come  to  Reference 
Committee  Number  Three  on  Professional  Rela- 
tions and  Miscellaneous  Committees,  Dr.  John  H. 
Bowen,  Chairman. 

Dr.  Bowen:  I didn’t  know  there  were  so  many 
problems  facing  this  committee.  With  all  members 
present,  we  debated  and  discussed  the  various 
reports.  First  report  under  consideration  is  that  of 
the  Medical  Education  and  Hospital  Committee 
submitted  this  morning  by  Dr.  Price.  In  essence, 
this  committee  stated  roughly  three  things;  they 
wish  to  have  the  State  Medical  Association  check 
up-to-date  regulations  and  standards  and  pertinent 
information  set  forth  by  the  Credentials  or  Ac- 
creditation Boards  of  hospitals  to  have  this  in- 
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formation  readily  available  for  the  new  hospitals 
who  are  interested  in  becoming  accredited. 

The  second  point  of  information  was  the  prob- 
lem of  lack  of  adequate  medical  care  service  in 
outlying  areas.  Then  this  problem  of  education, 
of  those  interested  in  general  practice  type  of  set 
up  with  the  preceptorship  being  inaugurated  with 
the  medical  schools. 

The  third  point  of  information  was  the  predi- 
cated shortage  of  practicing  physicians  in  Utah, 
particularly  in  the  western  areas.  The  report  of 
Medical  Education  and  Hospitals  Committee  was 
thought  to  be  a good  report  and  we  approve  it 
and  make  a motion  that  this  report  be  accepted 
as  read. 

The  motion  was  voted  upon  and  approved. 

Medical  Service  Bureau 

The  second  report  is  that  of  the  Medical  Service 
Bureau  Committee,  signed  by  Dr.  Paul  A.  Clayton, 
Chairman.  This  committee  report  is  found  on  page 
24  of  the  Handbook.  The  committee  reviewed  this 
report  and  wished  to  add  a vote  of  confidence  to 
Mr.  Lewis  G.  Hersey  for  valuable  contributions 
through  the  Medcial  Service  Bureau.  I move  this 
report  be  accepted  as  read. 

The  motion  was  voted  upon  and  accepted. 

Grievance  Committee 

The  third  report  is  that  of  the  Grievance  Com- 
mittee, page  25  in  the  Handbook,  submitted  by 
W.  E.  Peltzer,  Chairman.  This  report  was  read 
by  our  committee  and  I move  it  be  accepted  as 
printed. 

The  motion  was  voted  upon  and  approved. 

Medical  Economics 

The  fourth  report  is  that  of  the  Medical  Eco- 
nomics Committee,  page  25  in  the  Handbook. 
There  has  been  much  going  on  here.  We  move  we 
accept  this  one. 

The  motion  was  voted  upon  and  accepted. 

Joint  Nursing  Resources 

The  next  report  is  that  of  the  State  Joint 
Nursing  Resources  Committee  on  page  37  of  the 
Handbook.  We  felt  this  to  be  an  excellent  report. 
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We  accept  the  report  and  add  a word  of  encourage- 
ment to  the  committee  to  continue  its  active  re- 
search in  this  problem.  We  move  that  this  report 
be  accepted  as  written. 

The  motion  was  voted  upon  and  approved. 

Child  Adoption 

The  next  report  is  the  report  of  the  Child 
Adoption  Committee,  page  44  of  the  Handbook, 
presented  by  L.  R.  Curtis,  M.D.,  Chairman.  We 
wish  to  recommend  that  this  committee  follow  up 
on  the  past  resolutions  that  have  been  made.  The 
University  of  Utah  College  of  Medicine  has  not 
yet  established  a special  course  in  the  adoption 
of  children  but  that  material  is  included  in  the 
teachings  in  the  Department  of  Obstetrics.  We 
move  the  report  be  accepted. 

The  motion  was  voted  upon  and  accepted. 

Uta.h  Health  Council 

Report  on  the  Utah  Health  Council  Committee, 
page  45  in  the  Handbook.  A member  of  this  com- 
mittee was  present  and  indicated  that  the  com- 
mittee had  not  met  during  the  year.  However, 
there  had  apparently  been  a lot  of  publicity,  radio 
and  television  programs  presented.  The  committee 
accepts  the  report  and  suggests  that  the  committee 
meet  at  least  once  a year.  We  move  acceptance. 

The  motion  was  voted  upon  and  accepted. 

MedicaJ-Legal 

The  next  report  by  the  Medical-Legal  Commit- 
tee is  on  page  25  of  the  Handbook.  This  committee 
made  reference  to  the  low  rate  of  threatened  mal- 
practice suits  this  year  and  the  committee  wishes 
to  emphasize  that  it  offers  physicians  opportunity 
to  seek  consultation  on  any  questionable  case  and 
suggests  keeping  better  office  and  hospital  records 
as  a means  of  improving  the  medical-legal  aspects 
in  the  practice  of  medicine.  Our  committee  accepts 
this  report  and  recommends  it  be  approved. 

The  motion  was  voted  upon  and  accepted. 

Resolution  Number  Three 

The  committee  has  no  particular  fight  with 
Resolution  Number  HI,  introduced  by  Dr.  Nelson. 
Apparently  all  they  are  interested  in  so  far  as  we 
could  tell  is  a progress  report  from  the  Liaison 
Committee  in  establishing  a general  practice  sec- 
tion in  the  University  of  Utah  College  of  Medicine. 
A member  of  the  Liaison  Committee  was  present 
and  informed  us  that  their  Liaison  Committee  has 
already  met  with  the  Board  of  Trustees  of  the 
university  and  also  with  the  University  of  Utah 
College  of  Medicine  and  the  problem  is  being  con- 
sidered. Therefore,  we  see  no  objection  to  passing 
this  resolution.  It  is  our  recommendation  that  it  be 
accepted. 

The  motion  was  voted  upon  and  accepted. 

Resolution  Number  One 

I think  you  all  have  a copy  of  Resolution 
Number  1.  The  committee  debated  long  and  hard 
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at  this  and  had  lots  of  help  from  the  other  mem- 
bers who  were  present.  Frankly,  we  ran  into  a 
stone  wall.  This  is  apparently  a problem  that  is 
urgent  as  well  as  rather  baffling  in  many  parts. 
We  were  unable  to  reach  a conclusion  on  this 
resolution,  particularly  on  the  last  paragraph: 
“Now,  therefore,  be  it  resolved  that  such  a con- 
tract to  provide  service  benefits  to  those  persons 
with  individual  annual  income  not  to  exceed 
blank  dollars.”  We  could  not  reach  any  conclusion 
or  recommend  any  annual  income  amount,  “and 
that  participating  physicians  shall  accept  as  full 
payment  for  such  service  benefits,”  a certain  per- 
centage. We  could  not  arrive  at  any  estimated 
percentage  of  the  “Average  Index  of  Fees  as  pub- 
lished by  the  Utah  State  Medical  Association.” 
It  is  our  recommendation  that  this  resolution  be 
put  to  the  floor  for  debate. 

Speaker  Petersen:  I would  like  to  call  on  Dr. 
Paul  Clayton  to  discuss  this  because  I feel  he 
probably  knows  more  about  it  than  all  the  rest 
of  us  put  together. 

Dr.  Clayton:  Well,  to  bring  this  in  the  form  of 
a motion,  I would  move  that  the  two  blanks  in 
the  last  paragraph  reading:  “Those  persons  with 
individual  annual  income  not  to  exceed  $1,800.00 
single  and  $2,400.00  married  and  that  participating 
physicians  shall  accept  as  full  payment  for  such 
service  benefits  50  per  cent  of  the  Average  Index 
of  Fees  as  published  by  the  Utah  State  Medical 
Association.” 


Now  there  are  some  implications  in  these 
figures  and  the  doctors  themselves  must  set  the 
policy  here.  It  isn’t  one  for  Blue  Shield  to  decide. 
Now  the  reason  that  I suggested  $1,800.00  for  a 
single  person  and  $2,400.00  for  a married  couple, 
or  the  65  age  group,  is  because,  first:  Utah  is  a 
relatively  low  income  state  and  I think  that  the 
$1,800.00  a year  or  $150.00  a month  is  about  the 
minimum  that  any  single  person  can  get  accom- 
modations for  in  a nursing  home.  I mean  that 
is  about  the  minimum  standard  of  a nursing 
home,  at  least  in  this  area  and  in  Salt  Lake  area. 
With  two  people,  of  course,  $2,400.00  a year;  that 
doesn’t  represent  a lot  of  money  and  any  type 
of  monthly  payment  for  medical  care  would  be 
a definite  financial  burden  to  these  people  but 
at  the  same  time  I am  sure  there  are  areas,  par- 
ticularly in  the  rural  part  of  the  state,  where  the 
monthly  take-home  pay  of  a married  man  with 
a family  might  not  exceed  $3,000.00  a year  or 
$250.00  a month,  and  we  are  actually  selling  our 
standard  contracts  and  have  to  those  individuals 
which  pay  you  10  per  cent  and  also  cover  the 
hospital  cost  of  $115.00  a month,  so  I think  that 
the  $2,400.00  income  for  the  two-party  contract 
would  be  about  right. 

Now,  the  reason  for  the  50  per  cent  of  Average 
Index  Fees  is,  of  course,  to  be  able  to  reduce  the 
premium  on  the  Blue  Shield  side  of  the  contract 
to  a point  that  it  brings  the  monthly  payments  of 
medical  care  down  to  an  area  where  these  people 
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feel  that  it  might  be  worthwhile.  Even  then  we 
may  be  out  of  the  price  range  of  a large  group  of 
those  people,  but  at  least  we  will  have  the  con- 
tract which  we  plan  to  offer  to  anyone  over  age 
65  who  wants  to  buy  it.  There  may  be  some  re- 
strictions. There  will  have  to  be.  We  can’t  sell  con- 
tracts to  someone  with  congestive  heart  failure 
today  so  that  he  can  get  medical  care  tomorrow, 
but  then  those  problems  can  be  worked  out  by  an 
actuary  with  limitations  on  the  contract. 

What  we  are  trying  to  do  is  be  in  the  market 
that  we  can  say  anyone  will  buy,  and  we  will 
furnish  them  with  medical  services  for  a set  figure 
per  month  by  you,  the  doctors.  The  representa- 
tives of  the  doctors,  have  got  to  tell  us  where  we 
are  going  to  obtain  that  income  and  how  much 
cut  in  your  fees  you  are  willing  to  accept  on  this 
group  of  people. 

Much  discussion  followed  and  several  proposals 
were  advanced  and  discussed.  The  resolution  was 
then  ordered  referred  to  a committee. 

Reference  Committee  Number  Four 

Speaker  Petersen:  The  next  order  of  business 
is  the  report  of  Reference  Committee  Number 
Four  on  Constitution  and  By-Laws  and  other 
Constitutional  Matters,  Dr.  Child,  Chairman. 

Dr.  Child:  I don’t  have  any  controversial  mat- 


ters so  we  will  move  on  pretty  fast.  This  commit- 
tee was  composed  of  Dr.  Marvin  Lewis,  Ogden; 
Alan  Lindsay,  of  Salt  Lake;  Richard  Call,  of 
Provo;  Howard  Sharp,  of  Salt  Lake. 

Constitutional  matters  brought  before  this  com- 
mittee for  consideration  included  the  report  of 
the  Mental  Health  Committee  on  page  28  of  the 
Handbook.  There  is  a typographical  error  in  the 
second  line  of  the  second  paragraph  that  reads: 
“Contracts.”  I am  sure  that  the  committee  report 
intended  this  to  read  “Contacts,”  and  we  recom- 
mend that  that  be  changed.  The  committee  would 
also  as  a point  of  information  like  to  ask  anybody 
on  this  particular  Mental  Health  Committee  if 
they  are  here,  if  Dr.  Darke,  the  psychiatrist  is 
here,  concerning  paragraph  3 where  it  states — 
maybe  Mr.  Aadnesen  knows  this — “The  commit- 
tee recommended  that  laws  in  the  State  of  Utah 
concerning  epilepsy  be  reviewed  and  brought  more 
in  line  with  the  present  advanced  knowledge  and 
status  of  epilepsy.”  We  are  ignorant  of  what  laws 
exist  at  the  present  time. 

And  the  other  is  concerning  driving  licenses  of 
an  epileptic.  We  have  no  concern  about  this.  We 
just  thought  it  ought  to  come  out  for  discussion. 
We  approve  this  report  with  those  comments  and 
so  move. 

The  motion  was  voted  upon  and  approved. 

Trauma  Committee 

Your  reference  committee  approves  the  report 
of  the  Trauma  Committee  as  printed  and  adds 
the  following  two  paragraphs,  one  numbered  7 
after  the  report’s  paragraph  6: 

“It  is  recommended  that  the  Trauma  Committee  of  the 
Utah  State  Medical  Association  continue  its  educational  pro- 
gram directed  toward  physicians  and  lay  groups  with  regard 
to  automobile  safety  belts  and  other  safety  features  in  auto- 
mobiles.” 

“We  as  a reference  committee  suggest  the  Trauma  Com- 
mittee be  encouraged  to  continue  in  the  coming  year  to 
consider  the  need  for  establishing  a poison  and  toxicology 
control  center  in  the  State  of  Utah.” 

With  those  recommendations,  Mr.  Speaker,  we 
move  this  report  be  accepted. 

The  motion  was  voted  upon  and  approved. 

Civil  Defense 

The  report  of  the  Civil  Defense  Committee, 
page  30,  is  a long  report.  Basically  it  chides  us 
for  inaction.  We,  as  a profession,  the  lay  people 
of  the  State  of  Utah,  the  governmental  agencies, 
are  not  really  doing  very  much  in  the  field  of 
civil  defense.  We  as  a reference  committee  accept 
this  report. 

The  motion  was  voted  upon  and  approved. 

Air  Pollution 

Report  of  the  Air  Pollution  Committee,  page 
35.  The  chairman  of  that  committee.  Dr.  Russell 
Nelson,  met  with  the  reference  committee.  I would 
like  to  insert  the  comment  that  there  appears  to 
be  only  two  major  sources  of  problems  at  the 
present  time  in  the  State  of  Utah  on  the  air  pollu- 
tion program.  One  is  the  program  that  Salt  Lake 
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City  has  and  has  had  for  some  time  and  the  other 
is  a private  research  study  that  is  under  the 
supervision  of  Dr.  Richard  Call  in  Provo.  This 
reference  committee  recommends  that  the  report 
be  accepted  as  printed. 

The  motion  was  voted  upon  and  accepted. 

The  Second  Interim  Meeting  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association 
adjourned  at  4:10  p.m.,  March  25,  1959. 


Obituary 

J.  S.  BEAGLE 

John  S.  Beagle,  M.D.,  died  at  his  home  in 
Sidney,  Montana,  on  April  2,  1959.  Dr.  Beagle 
was  born  July  24,  1873,  at  Eden  Station,  Wisconsin. 
He  graduated  from  Hahnemann  Medical  College, 
Philadelphia,  in  1896.  After  practicing  in  Minne- 
sota for  several  years.  Dr.  Beagle  moved  to  Sidney, 
Montana,  in  1909,  where  he  continued  a general 
practice  of  medicine  until  his  retirement  a few 
months  ago. 

Dr.  Beagle  was  very  active  in  this  Association 
and  in  community  affairs  in  Sidney.  He  was  a 
member  of  this  Association,  the  American  Medical 
Association,  and  the  American  Geriatrics  Society. 


To  the  Editor: 

I have  just  finished  reading  with  interest  and 
some  amazement  your  editorial  on  political  plugs 
from  doctors  in  the  April,  1959,  Rocky  Mountain 
Medical  Journal. 

Doctors  have  climbed  down  from  their  pink 
celestial  cloud  to  a lofty  perch  on  political  matters. 
They  realize  that  they  must  express  themselves 
on  medical  legislative  matters,  and  are  frequently 
involved  in  writing  their  representatives  in  their 
state  and  federal  government  as  to  their  views  on 
certain  pending  legislation.  This  is  as  it  should  be. 

However,  because  we  remain  on  a lofty  perch, 
away  from  mere  partisan  party  politics,  we  find 
ourselves  most  frequently  in  the  position  of  oppos- 
ing left  wing  legislation  and,  needless  to  say,  our 
opinions  usually  fall  on  unsympathetic  ears. 

We  should  return  to  the  dictates  of  Abraham 
Lincoln  on  how  to  get  elected,  that  is  to  aid  in  a 
political  party  of  our  choice,  work  hard  in  a ward 


and  precinct  level  to  support  that  political  party 
of  our  choice,  and  encourage  by  all  manner  of 
ethical  means  the  candidacy  and  election  of  people 
who  are  sympathetic  to  our  own  political  views. 

It  is  my  humble  opinion  that  a doctor  who  does 
not  work  in  party  politics  has  lost  his  honest  right 
to  be  heard  when  he  bellyaches  about  the  present 
or  recent  past  political  complexion  of  the  country. 
Perhaps  we  had  better  take  another  step  and  get 
off  our  perch  down  to  level  ground  on  political 
matters.  David  Gregory,  M.D. 

(Glasgow,  Montana) 


As  you  like  it  ..  . cont.  from  5 


Lawrence  E.:  Hemolytic  Disorders:  Some  High- 
lights of  Twenty  Years  of  Progress,  Ann.  Int.  Med. 
49,  1084  (November)  1958. 

10.  “Striking  similarities  have  become  apparent 
between  idiopathic  thrombocytopenic  purpura  and 
idiopathic  auto-immune  hemolytic  disease.  Both 
appear  to  be  associated  with  a form  of  auto- 
immunization. Both  occur  more  commonly  in  fe- 
males. Both  are  frequently  relieved  by  administra- 
tion of  ACTH  or  corticosteroids,  and  in  some  cases 
by  splenectomy,  but  relapse  is  a constant  threat 
in  both  disorders.  Both  may  occur  simultaneously 
or  sequentially  in  the  same  patient.”  ibid,  page 
1084. 
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New  books  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Fundamentals  of  Otolaryngology:  By  Lawrence  R.  Boies,  M.D. 
Third  edition.  Phila.,  W.  B.  Saunders  Co.,  1959.  510  p.  Price: 
$8.00. 

Hearing;  Handbook  for  Laymen:  By  Norton  Canfield,  M.D. 
Garden  City,  Doubleday  & Co.,  Inc.,  1959.  214  p.  Price:  $3.50. 

Clba  Foundation,  Symposium:  Biosynthesis  of  Terpenes  and 
Sterois.  Boston,  Little,  Brown  & Co.,  1959.  311  p.  Price:  $8.75. 

Navy  Surgeon:  By  Herbert  Lament  Pugh,  Rear  Admiral,  Ret. 
Phiia.,  J.  B.  Lippincott  Co.,  1959.  459  p.  Price:  $5.00. 

A Doctor  Remembers:  By  Edward  H.  Richardson,  M.D.  New 
York,  Vantage  Press,  1959.  252  p.  Price:  $3.95. 


Book  Reviews 

Ideals  in  Medicine;  A Christian  Approach  to  Medical  Practice; 
By  Vincent  Edmunds,  M.D.,  M.R.C.P.,  and  C.  Gordon  Scorer, 
M.B.E.,  M.D.,  F.R.C.S.  Chicago,  Christian  Medical  Society, 
1958.  192  p.  Price:  $3.00. 

This  is  a series  of  essays  about  ethical,  fi- 
nancial, social  and  religious  views  of  the  practice 
of  medicine,  written  from  the  standpoint  of  the 
Christian  physician. 

For  those  who  believe  that  ministry  to  the 
body  is  second  only  to  ministry  to  the  soul,  this 
will  be  a thought-provoking  book.  This  would  be 


a good  book  for  one  who  is  contemplating  entering 
medical  practice,  for  it  points  up  many  of  the  non- 
tangible rewards  of  medicine  to  those  who  value 
them. 

This  book  is  written  in  the  typical  style  for 
which  the  British  literature  is  well  known. 

W.  Grayburn  Davis,  M.D. 

Peptic  Ulcer  and  Psychoanalysis:  By  Angel  Garma,  M.D. 
Baltimore,  Williams  & Wilkins,  1958.  143  p.  Price:  $6.00. 

This  book  illustrates  two  of  the  disconcerting 
qualities  of  much  psychoanalytic  literature  (par- 
ticularly for  the  non-analyst,  but,  in  lesser  meas- 
ure, for  the  analytically-trained  as  well):  (1)  the 
seeming  need  of  each  writer  to  arrive  at  his  own 
personal  explanation  of  such  widely-studied  psy- 
chosomatic phenomena  as,  say,  peptic  ulcer,  and 
(2)  the  “unscientific”  or  subjective  quality  of  the 
evidence  marshaled  for  the  theory.  Thus,  the  in- 
vestigator reporting  may  be  suspected  of  selecting 
out  of  an  enormous  mass  of  associative  material 
that  which  fits  his  needs;  or  of  assuming  much  too 
much,  as  when  Garma  offers  a startling  interpre- 
tation of  a Mutt  and  Jeff  comic  strip  in  which 
Jeff  loses  his  false  teeth,  stuck  in  a milk  caramel, 
on  the  floor  of  a cinema  (p.  106).  In  all  this,  the 
analytically-trained  reader  will  recognize  how 
much  Garma’s  theories  actually  have  in  common 
with  some  other  psychoanalytic  writings,  especial- 
ly Melanie  Klein’s,  to  whom  he  makes  only  passing 
reference,  and  will  have  sympathy  for  the  enor- 
mous difficulty  of  documenting  almost  any  aspect 
of  the  unconscious  convincingly  in  a short  mono- 
graph. Other  physicians  will  at  least  find  the  book 
provocative,  entertaining,  and  useful  as  a source- 
book  and  bibliography,  though  otherwise  of  very 
little  help  clinically.  Aaron  Paley,  M.D. 

Psychiatry  and  the  Criminal:  By  John  M.  Macdonald,  M.D. 
Charles  C.  Thomas,  1958.  213  p. 

Forensic  or  so-called  “legal  psychiatry”  is  a 
field  that  has  traditionally  been  fraught  with 
much  misunderstanding,  confusion  and  at  times  a 
dreadful  amount  of  unrealistic  consideration.  It  is 
frequently  a subject  that  is  approached  with  fear 
and  trepidation  on  the  part  of  both  physician  and 
psychiatrist,  primarily  because  of  a lack  of  knowl- 
edge in  the  field.  Because  of  this,  it  is  extremely 
gratifying  to  find  a book  such  as  this  which,  for 
a change,  presents  this  subject  in  a most  clear, 
concise,  and  useful  manner. 

The  book,  as  noted  in  its  subtitle,  is  primarily 
a guide  to  psychiatric  examinations  for  criminal 
courts.  It,  however,  entails  much  more  than  this 
and  actually  presents  most  lucid  discussions  of 
the  origins  of  criminal  behavior,  of  various  tests 
of  criminal  responsibility  both  from  their  histori- 
cal and  current  points  of  view,  and  various  types 
of  psychiatric  diseases  and  problems  in  terms  of 
their  possible  relationship  to  criminal  behavior. 
The  discussions  of  the  actual  psychiatric  examina- 
tions, including  many  interesting  examples  and 
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case  histories,  are  very  clearly  presented  and 
would  be  most  valuable  to  anyone  called  upon  to 
perform  such  a service  in  his  own  practice.  The 
various  “tricks  of  the  trade”  in  the  difficult  differ- 
entiation between  actual  and  feigned  mental  ill- 
nesses are  clearly  presented  and  would  be  ex- 
tremely valuable  to  anyone  who  has  not  had  ex- 
perience in  this  type  of  evaluations. 

In  the  reviewer’s  opinion,  two  of  the  most 
interesting  points  brought  out  in  this  book  are: 

(1)  The  entirely  different  points  of  view  of  the 
criminal  act  as  seen  by  psychiatry  and  the  law; 

(2)  the  book’s  handling  of  the  problems  of  the 
psychiatrist  on  the  witness  stand.  The  considera- 
tion of  these  two  things  makes  it  much  more 
understandable  as  to  why  these  two  fields  have 
difficulty  in  understanding  each  other  and  also 
presents  valuable  information  on  how  to  conduct 
one’s  self  in  a court  of  law. 

I feel  that  this  book  is  a must  for  all  psychi- 
atrists and  of  above  average  interest  to  all  physi- 
cians, particularly  those  who  are  called  upon  to 
testify  in  court.  F Bruce  Merrill,  M.D. 

The  Birth  of  Normal  Babies:  By  Lyon  P.  Strean,  M.Sc.,  Ph.D., 
D.D.D.,  F.A.P.H.A.  New  York,  Twayne  Publishers,  1958.  194  p. 
Price:  $3.95. 

A subtitle  on  the  cover  declares  this  to  be 
“The  latest  scientific  information  on  how  to  over- 
come the  factors  that  cause  miscarriages,  still- 
births, and  congenital  abnormalities.”  The  author’s 
theories  on  causation  of  monstrosities  revolve 
about  maternal  injuries,  major  and  minor,  and  use 
of  hormones  and  lack  of  certain  vitamins.  He  gives 
60  case  histories  to  support  his  views  but  no  real 
scientific  evidence  except  statistical.  Others  study- 
ing the  problem  will  find  this  a very  interesting 
and  controversial  volume.  To  the  practitioner  it 
has  limited  value. 

What  We  Do  Know  About  Heart  Attacks:  By  John  W.  Gofman, 
M.D.  New  York,  G.  P.  Putnam’s  Sons,  1958.  180  p.  Price:  $3.50. 

John  W.  Gofman,  in  his  recently  published 
book,  “What  We  Do  Know  About  Heart  Attacks,” 
has  presented  in  a most  concise,  lucid,  and  en- 
compassing manner  the  latest  knowledge  pertain- 
ing to  heart  disease.  The  book  is  written  with  the 
heart  patient  in  mind,  and  is  designed  to  better 
educate  the  lay  reader  in  the  etiological,  preven- 
tive, and  therapeutic  mechanics  of  heart  disease. 
This  book  should  also  hold  considerable  appeal  to 
any  physician  seeking  a brief  resume  of  the  cur- 
rent data  on  heart  disease.  It  is  highly  recommend- 
ed for  its  extremely  interesting,  enjoyable,  and 
clearly  written  content.  Robert  G.  Volz,  M.D. 

Maternity;  A Guide  to  Prospective  Motherhood:  By  Frederick 
W.  Goodrich,  Jr.,  M.D.  Englewood  Cliffs,  Prentice-Hall,  Inc., 
1959.  130  p.  Price:  $1.75. 

Taken  as  a whole,  this  is  one  of  the  best  books 
of  its  kind  that  the  reviewer  has  seen.  The  only 
objection  to  the  book  would  be  the  chapter  headed 
“Some  Do’s  and  Dont’s.”  This  probably  is  a per- 
sonal antipathy  which  is  certainly  non-conforming. 
In  the  discussion  of  diet,  the  old  listing  of  foods 


in  vogue  for  a century  is  repeated  without  the 
statement  that  allergies  and  individual  idiosyn- 
crasies must  be  recognized.  Having  seen  certain 
patients  of  certain  religious  persuasions,  who  pro- 
hibit meats,  go  through  pregnancy  normally  and 
deliver  normal  children,  one  questions  the  abso- 
lute necessity  of  meat.  The  old  myth  of  milk  is 
again  repeated.  A study  of  the  chemical  composi- 
tion of  foods  will  readily  disclose  that  there  are  no 
proteins,  carbohydrates,  fats,  vitamins,  or  minerals 
in  milk  that  cannot  be  obtained  from  other  sources. 
While  the  human  makes  good  use  of  milk  and  its 
products  for  food,  certainly  it  is  not  essential. 
Under  natural  circumstances,  no  one  would  have 
a drop  of  milk  in  his  mouth  after  being  weaned 
from  his  mother’s  breast.  The  restriction  of  salt 
is  another  controversial  item  since  no  one  has 
proved  that  abnormal  weight  gain  and  edema  are 
directly  related  to  its  retention.  The  statement 
is  made  that  weight  gain  is  strictly  a matter  of 
diet.  This  is  much  oversimplified  as  hypothyroid- 
ism, edema,  toxic  and  non  toxic,  and  the  un- 
controllable gain  in  certain  endocrine  types  are 
frequent  exceptions.  With  these  few  exceptions, 
the  reviewer  considers  this  an  excellent  book. 

A Doctor  Discusses  Menopause:  By  G.  Lombard  Kelly,  M.D. 
Chicago,  Budlong  Press,  1959.  90  p.  Price:  $1.50. 

This  is  a well-written  book  for  the  laity.  It 
dispels  in  easy  to  understand  language  the  super- 
stitions and  false  ideas  that  most  women  have  of 
this  critical  period.  It  would  be  well  if  every 
understanding  woman  could  read  this  type  of  book 
before  the  menopause  actually  arrives. 

John  R.  Evans,  M.D. 


"Well!  What's  taking  you  so  long  in  bringing 
me  that  new  medical  supply  catalogue!" 
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The  Colorado  State  Medical  Society 

Rocky  Mountain  Medical  Conference, 

September  8-11,  1959 
Denver 

President:  John  I.  Zarit  (Chairman  of  the  Board),  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1959. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1959);  E.  H.  Munro,  Grand 
Junction,  1959;  (Alternate,  H.  E.  McClure,  Lamar,  1959);  I.  E. 
Hendryson,  Denver,  1959;  (Alternate,  C.  C.  Wiley,  Longmont, 
1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2.  Colorado;  Telephone  AComa  2-0547. 


Montana  Medical  Association 

Annual  Meeting,  September  17-19,  1959 
Butte 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 
Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston:  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 
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Nevada  State  Medical  Association 

Annual  Meeting,  August  19-22,  1959 
Reno 

President:  Roland  Stahr,  Reno. 

President-elect:  Ernest  W.  Mack,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall. 
Reno:  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Renoi 
telephone  FA.  3-6788. 


New  Mexico  Medical  Society 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  CH  2-2102. 


The  Utah  State  Medical  Association 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County,  1960. 

A.  R.  Demman,  Helper:  Central  Utah,  1959,  Stanford  Rees, 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar  City; 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E.  Jorgenson, 
Provo. 

Executive  Committee:  U.  R.  Bryner,  Salt  Lake  City,  Chair- 
man; Reed  W.  Farnsworth,  Cedar  City;  I.  Bruce  McQuarrie, 
Ogden;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dal- 
rymple, Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 

B.  Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 


The  Wyoming  State  Medical  Society 

Annual  Session,  June  11-14,  1959 
Jackson  Lake  Lodge 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Teton 
County,  Robert  Knapp,  Pinedale;  Uinta  County,  Joseph 
Whalen,  Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe, 
Newcastle;  Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
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School  children  should 
wear  identification  tags 

Identification  tags  for  school  children  were  sug- 
gested by  a physician  who  cared  for  many  who 
were  burned  in  the  Chicago  school  fire  last  De- 
cember. 

Identification  of  badly  burned  or  injured  chil- 
dren is  often  difficult  because  they  rarely  carry 
wallets  or  other  means  of  identification,  according 
to  Dr.  James  E.  Seagraves,  director  of  the  disaster 
plan  at  St.  Anne’s  Hospital,  Chicago. 

More  than  50  children  were  taken  to  St.  Anne’s 
Hospital  from  the  Our  Lady  of  Angels  School  fire. 
Of  these,  10  were  either  dead  on  arrival  or  died 
shortly  thereafter. 

“Identity  was  often  incomplete,”  Dr.  Segraves 
said,  “and  even  parents  were  unable  to  identify 
for  sure  some  of  the  most  severely  burned  chil- 
dren.” 

Identification  tags  would  alleviate  this  diffi- 
culty, he  said  in  a report  on  the  hospital’s  disaster 
medical  plan  in  the  May  16  Journal  of  the  Ameri- 
can Medical  Association. 

Dr.  Segraves  also  recommended  as  a result  of 
his  hospital’s  experience  that  personnel  in  each 
city  police  district  be  familiar  with  the  hospitals 
in  their  district  and  know  just  how  many  casual- 
ties each  could  care  for  at  one  time. 


St.  Anne’s  Hospital  has  long  had  a plan  for 
meeting  major  medical  emergencies.  On  the  whole, 
the  plan  worked  well  after  the  school  fire,  Dr. 
Segraves  said. 

He  offered  the  following  suggestions  for  dis- 
aster planning  by  hospitals: 

The  plan  must  be  simple  and  familiar  to  all 
hospital  personnel.  Frequent  practice  sessions  are 
necessary. 

Mass  disaster  situations  must  be  postulated 
and  the  first  24  hours  of  treatment  must  be  out- 
lined in  detail  long  before  any  disaster  occurs. 

Stockpiles,  based  on  the  outlined  24  hours  of 
treatment,  must  be  kept  available. 

The  team  approach  is  the  only  logical  one  if 
chaos  is  to  be  prevented,  and  the  team  must  be 
under  the  direction  of  one  man. 


Parliamentary  sheets  available 

For  those  interested  in  presiding  or  taking  part 
in  medical  meetings,  George  F.  Schmitt,  M.D.,  30 
S.  E.  8th  Street,  Miami,  Florida,  a registered  par- 
liamentarian, has  published  two  sheets  on  parlia- 
mentary procedure.  Send  a stamped  self-addressed 
long  envelope  for  your  free  copies. 


^ PERFECT! 

...  in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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WANT  ADS 


MEDICAL  DENTAL  ARTIST — Illustrations,  charts, 
graphs,  medical  animations,  exhibits.  Formerly  on 
staff.  University  of  Illinois  Medical-Dental  School. 
Reference:  Local  and  national  member  of  Association 
of  Medical  Illustrators.  Burr  Bush,  3150  South  Hum- 
boldt Street,  Englewood,  Colorado,  SUnset  1-3389.  5-53 


GENERAL  PRACTITIONER  WANTED:  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana.  34TF 


PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 


SPACE  available  in  new  air  conditioned  Medical  Build- 
ing in  Colorado  Springs,  Colorado.  Location  excel- 
lent for  Generalists,  Specialists,  or  Dentists.  Ample 
off  street  parking.  Near  new  hospital  and  adjacent 
to  a large  shopping  center.  Will  partition  to  suit. 
E.  H.  Vincent,  M.D.,  Suite  No.  1,  Madison  Medical 
Building,  2121  North  Weber  Street,  Colorado  Springs, 
Colorado.  Phone  MElrose  2-9386.  4 TF. 


"LOCUM  TENENS.  Would  like  temporary  medical 
location  (practice)  during  month  of  July  between 
end  of  internship  and  duty  with  Medical  Corps,  U.  S. 
Army.  Have  (Colorado  medical  license.  Married. 
Please  contact  B.  R.  Withers,  M.D.,  1216  Clayton 
Street,  Denver  6,  Colorado.” 


FOR  SALE:  Modern  Medical  Clinic,  fully  equipped. 

Good  location.  Modern  35  bed  hospital  three  blocks 
away.  Practice  well  established.  Asking  price  same 
as  gross  for  one  year.  Gross,  $40,000  cash  last  eight 
months.  Buyer  should  do  major  surgery.  New  ultra 
modern  brick  home  also  for  sale.  Write  Box  5-lTP, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  Shown  by  appointment.  5-ltf 


PRACTICE  AVAILABLE — established  Colorado  gen- 
eral practice  in  Western  Slope  city  of  12,000  popu- 
lation, 100-bed  hospital;  leaving  for  residency.  Write 
Box  0-12,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Building,  Denver  2,  Colorado.  5-12 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.  O.  Box  188, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


WANTED:  General  Practitioner,  excellent  opportunity. 

In  new  office  building  with  three  well  established 
physicians.  Immediate  practice  assured,  located  in  the 
southwest  in  an  industrial,  tourist  and  farming  com- 
munity. Write  Box  5-22,  Rocky  Mountain  Medical 
Journal  835  Republic  Building,  Denver  2,  Colo.  5-22 


FOR  SALE;  G.E.  cardioscribe,  15  milleamp  G.E.  x-ray 
machine  and  accessories,  examining  table,  treatment 
cabinets,  Tompkins  suction,  Mc(iarthy  cystoscope, 
other  medical  equipment.  Good  condition,  reasonably 
priced  to  settle  estate.  Mrs.  E.  M.  Morrill,  Rt.  1,  Box 
301,  Fort  Collins,  Colorado.  62 


MEDICAL  SUITES  available  in  new  air-conditioned 
building.  Northeast  section  of  Colorado  Springs. 
$3.50  up  per  square  foot.  Ample  parking  space.  Call 
Dr.  J.  P.  Munson,  MElrose  4-0126.  61 


ASSISTANT  MEDICAL  DIRECTOR.  Immediate  open- 
ing accredited  hospital,  219  beds  pulmonary  diseases, 
30  beds  rehabilitation  chronic  illness.  U.  S.  citizen, 
California  license,  tuberculosis  experience.  Under  age 
40,  preferably  married.  Furnished  modern  house  for 
family.  Salary  open.  Write  Medical  Director,  Tulare- 
Kings  Counties  Hospital,  Springville,  California.  632 


FOR  SALE — Complete  office  equipment  for  small- 
town general  practice,  includes  modern,  almost  new 
Keleket  X-ray,  two  examining  tables,  modern  furni- 
ture and  instruments  including  emergency  operating 
room  supplies.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colorado.  64 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


RELIABLE  DRUaGilSTS 


EARNEST  DRUG 

217  ISth  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


H-O-W-D-Y 

Registered  Trade  Mark 

B0B3  PLACE 

A Bob  Cat  for  Service 
TEXACO  PRODUCTS 
300  South  Colorado  Boulevord 

Tn4*  llHll 

Cow  Town,  Colo. 


FOR  MEDICAL.  MEN 


now  available  in  Denver's  exclusively 
Medical-Dental  Building  . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 
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U.  S.  Brewers  Foundation, 

Inc.,  23 
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THE  EMORY  jOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO 
MEIrose  4-8828 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 

Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
E.  JAMES  BRADY,  M.D.,  Medical  Director 
CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D.,  Paul  A.  Draper,  M.D.,  Charles  W.  McClellan,  M.D. 
Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 
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WE  BELIEVE 


How  well  we  keep  the  world’s  peace  depends 
first  on  how  well  we  keep  the  world’s  people. 

If  great  injustices,  if  inequalities  in  health, 
food  or  education  exist  anywhere ...  we  all  face 
a constant  threat  to  peace. 

Now  19  Specialized  United  Nations  agencies 
and  international  organizations  work  around 
the  world  to  eliminate  these  inequalities,  to 
diminish  these  basic  causes  of  wars. 

Their  activities. . .plus  the  more  publicized  po- 


litical discussions . . . make  the  United  Natioi 

mankind’s  last  great  instrument  of  survivi 


Be  an  ambassador  of  the  United  Natioi 
in  your  neighborhood.  Our  government 
officially  and  actively— supports  the  Unib 
Nations,  but  it  is  your  good  will  and  unde 
standing  that  is  its  best  guarantee  of  co 
tinned  success.  To  receive  the  informati' 
free  pamphlet,  “The  UN  in  Action,”  writ 
United  States  Committee  for  the  Uniti 


UNITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D. 


wherever  staphylococci  present  a problem 


CHLOROMYCETIN 

Increased  incidence  of  staphylococcal  infections  has  been  reported  for  Europe,  Britain, 
Australia,  New  Zealand,  and  the  Americasd"^  World-wide  reports  indicate  that  manv  strains 
responsil)le  for  these  infections  are  resistant  to  commonly  used  antibiotics Howex  er, 
this  ubi([uitous  pathogen,  according  to  studies  from  Germany,^  Canada,^  Uganda,^”  New 
Zealand,^ ^ England,^-  and  the  United  States, remains  sensitix  e to  CHLOROMYCETIN. 
CHLOROMYCETIN  (chloramplienicol,  Parke-Dax  is)  is  available  in  a variety  of  forms,  including  Kapseals- 
of  250  mg.,  in  bottles  of  16  and  100. 

cmLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dvscrasias  ha\  e been  associated 
xvith  its  administration,  it  should  not  be  used  indiscriminatelv  or  lor  minor  infections.  Furthermore,  as 
xvith  certain  other  drugs,  adecjuate  blood  studies  should  be  made  when  the  patient  re(|uires  prolonged  or 
intermittent  therapx'. 

REFERENGES:(1)  Smith,  I.  M.:  Staphylococcal  Infections,  Chicago,  Year  Book  Publishers,  Inc.,  1958,  p.  21.  (2)  Pryles,  C.  V.;  Pediatrics 
21:609,  1958.  (3)  Monro,  J.  A.,  & Markham.  X.  P.:  Lancet  2:186,  1958.  (4)  Purser,  B.  X.:  M.  }.  Australia  2:441,  1958.  (5)  Williams, 
R.  E.  O.,  in  National  Conference  on  Hospital-Acquired  Staphylococcal  Disease,  Sept.  15-17,  1958,  Atlanta,  Georgia,  U.S.  Dept. 
Health,  Education,  and  Welfare,  Communicable  Disease  Center,  1958,  p.  11.  (6)  Rountree,  P M.,  & Beard,  M.  A.:  M.  J.  Australia  2:789, 
1958.  (7)  Mudd,  S.:  J.A.M.A.  166:1177,  1958.  (8)  Fischer,  H.  G.:  Deutsche  med.  M'chnschr.  84:257,  1959.  (9)  Royer,  A.,  in  Welch,  H. 
& Marti-Ibahez,  F. : Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  783.  (10)  Hennessey,  R.  S.  E,  6c 
Miles,  R.  A.:  Brit.  M.  J.  2:893,  1958.  (11)  Markham,  N.  P,  6c  Shott,  H.  C.  W;  Xew  Zealand  M.  J.  57:55.  1958.  (12)  Oswald,  X.  C.; 
Shooter,  R.  A.,  6c  Curwen,  M.  P:  Brit.  M.  }.  2:1305,  1958.  (13)  Suter,  L.  S.,  6c  Ulrich,  E.  W;  Antibiotics  Cheniother.  9:38,  1959, 
(14)  Borchardt,  K.  A.:  Antibiotics  d'  Cheniother.  8:564,  1958. 


IN  VITRO  SENSITIVITY  OF  STAPHYLOCOCCI,  FROM  TWO  SOURCES,  TO  CHLOROMYCETIN  AND  TO  THREE  OTHER  ANTIBIOTICS* 


HOSPITAL  PATIENTS  (201  strains) 

' CHLOROMYCETIN  98% 

antibiotic  a 8S% 

ANTIBIOTIC  B 54% 

ANTIBIOTIC  C 48% 


UNIVERSITY  CLINIC  PATIENTS  (209  strains) 

CHLOROMYCETIN  97% 

■■■■■  ANTIBIOTIC  A 83% 
ANTIBIOTIC  B 45% 


ANTIBIOTIC  C 43% 

0 20  40  60  60  100 

*Adapted  from  Fischer.* 
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NOW  even 

many  cardiac  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

DECADRON— the  new  and  most  potent  of  all  corticosteroids,  eliminated  fluid 
retention  in  all  but  0.3  percent  of  1500  patientst,  and  induced  beneficial  diuresis 
in  nearly  all  cases  of  pre-existing  edema. 

Therapy  with  DECADRON  has  also  been 
distinguished  by  virtual  absence  of  dia- 
betogenic effects  and  hypertension,  by 
fewer  and  milder  Cushingoid  reactions, 
and  by  freedom  from  any  new  or  “pecul- 
iar” side  effects.  Moreover,  DECADRON 
has  helped  restore  a “natural”  sense  of 
well-being. 

tAnalysis  of  clinical  reports. 

♦DECADRON  is  a trademark  o7  Merck  & Co.,  Inc.  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA. 


DEXAM  ETH ASON  E 


treats  patients 
more  effectively 
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Clinical  findings  in  900  patients 
show  the 

selective  antihypertensive  action 
of  Singoserp 


IN  735  PATIENTS,  BLOOD  PRESSURE  FELL  AN  AVERAGE  OF  30.7  mm.  Hg: 

- more  than  half  of  these  patients  suffered  from  moderate 
to  severe  hypertension 

• more  than  half  of  the  cases  involved  hypertension  of  at 

least  6 years’  standing,  with  many  histories  of  up  to  20 

years’  duration 

THE  SIDE-EFFECTS  PROBLEM  WAS  MINIMIZED  IN  MOST  PATIENTS: 

Chart  shows  gratifyingly  low  incidence  of  side  effects  in  233 
patients  given  Singoserp  with  no  other  antihypertensive 
medication 


Side  Effect 

Number  | 

Pir  Cent 

Lethargy 

7 

2.9 

Headache 

6 

2.5 

Gastrointestinal  upset 

3 

1.2 

Vertigo 

2 

0.8 

Nasal  congestion 

1 

0.4 

DOSAGE:  Initially,  1 to  2 tablets  (1  to  2 mg.)  daily, 

SUPPLIED:  Singoserp  Tablets,  1 mg.  (white,  scored);  bottles  of  100. 
Samples  available  on  request.  Write  to  Cl  BA,  Box  277,  Summit,  N.J. 


2/26S7MK 


C I B A 

SUMMIT,  N.J. 


remember 

Serpasii^  ' 

{reserpine  Cl  BA)  , 

for  the  ; 

anxious 

hypertensive 

with  or 

without 

tachycardia 


a major 
improvement 
in  rauwolfia 

a major 
advance  in 
antihypertensive 
therapy 
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Of  course,  women  like  “Premarin’® 


rpHERAPY  for  the  menopause  syn- 
-*■  drome  should  relieve  not  only  the 
psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 

The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


whole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 

“Premarin,”  a complete  natural  es- 
trogen complex. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York  5; 

16,  N.  Y.  • Montreal,  Canada  " 


AS  YOU  LIKE 


■t 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “Whatever  the  mechanism  and  its  site  of  action, 
the  appreciable  coincidence  of  polycythemia  and 
renal  carcinoma  makes  mandatory  the  urologic 
investigation  of  hematuria  in  polycythemia.”  Drs. 
A.  Damon,  D.  A.  Holub,  and  others:  Am.  J.  Med. 
25:195  (August)  1958. 

2.  “W.  Dameshek  and  his  colleagues  now  claim 
that  approximately  25  per  cent  of  all  patients  with 
apparently  typical  idiopathic  thrombocytopenic 
purpura  in  whom  the  spleen  is  removed  will  even- 
tually develop  systemic  lupus  erythematosus. 
They  think  it  possible  that  splenectomy  in  some 
way  aids  dissemination  of  the  lupus  process, 
which  they  believe  to  be  present,  in  occult  form, 
in  many  cases  of  thrombocytopenia.”  Editorial: 
Brit.  M.  J.  2:216  (July  26)  1958. 

3.  “Dr.  Crooke  warned  against  uncritical  interpre- 
tation of  hormone  assays  in  the  human.  . . . The 
17-ketosteroid  fraction  was  such  a complex  mix- 
ture of  substances  that  its  determination  was 
almost  without  value  (though  knowledge  of  indi- 
vidual constituents  might  be  of  clinical  impor- 
tance).” Brit.  M.  J.  2:225  (July  26)  1958. 

4.  “No  unconscious  patient  should  be  allowed  to 
die  of  an  obstructed  airway  or  to  die  in  an  un- 
diagnosed coma  without  burr  holes.”  Surgical 
Clinics  of  North  America,  Philadelphia,  W.  B. 
Saunders  Co.,  1958  (February),  p.  1220. 

5.  “The  management  of  hemorrhage  into  the  pleu- 
ral cavity  depends  on  its  magnitude  and  the 
associated  conditions.  Needle  aspiration  is  neces- 
sary to  distinguish  hemothorax  from  other  pleural 
fluid,  i.  e.,  chyle  from  rupture  of  the  thoracic  duct, 
fluid  from  perforation  of  the  esophagus  or  stom- 
ach, or  bile  from  a ruptured  liver.”  E.  J.  Beattie, 
Jr.,  Joseph  Kovarik:  Surgical  Clinics  of  North 
America,  Philadelphia,  W.  B.  Saunders  Co.,  1958 
(February),  p.  126. 

6.  “Care  must  be  taken  not  to  allow  air  to  enter 
through  the  needle  during  thoracentesis.  The  most 
commonly  observed  error  is  traction  on  the 
syringe  barrel  when  the  procedure  is  terminated. 


only  to  have  the  syringe  detach  from  the  needle 
which  then  creates  a sucking  sound.  To  prevent 
such  an  occurrence  the  needle  hub  should  be 
grasped  during  removal.”  E.  J.  Beattie,  Jr.,  Joseph 
Kovarik:  Surgical  Clinics  of  North  America,  Phila- 
delphia, W.  B.  Saunders  Co.,  1958  (February),  p. 
126. 

7.  “It  is  important  in  hollow  viscera  injury  that 
barium  NOT  be  used.  Barium  is  quite  toxic  when 
it  makes  its  way  into  the  peritoneal  cavity.” 
Charles  B.  Puestow,  Wm.  J.  Gillesby:  Surgical 
Clinics  of  North  America,  Philadelphia,  W.  B. 
Saunders  Co.,  1958  (February),  p.  134. 

8.  “The  use  of  vasodilator  drugs,  such  as  papaver- 
ine and  histamine,  has  proved  of  little  worth, 
and  it  is  notoriously  difficult  to  increase  the 
cerebral  blood-flow  by  such  means.  The  only 
physiological  vasodilating  agents  are  the  products 
of  metabolism,  of  which  carbon  dioxide  is  the 
most  active;  and  the  inspiration  of  5 per  cent 
carbon  dioxide  in  95  per  cent  oxygen  for  five 
minutes  in  every  hour  is  probably  the  most  ra- 
tional way  of  promoting  the  opening  up  of  the 
collateral  circulation  to  a maximal  extent.”  J.  St. 

C.  Elkington:  Lancet  2:283  (August  9)  1958. 

9.  “Serious  psychiatric  difficulties  may  be  sus- 
pected in  the  diabetic  patient  with  repeated  aci- 
dotic  episodes.”  C.  F.  Gastineau:  Collected  Papers 
of  the  Mayo  Clinic  and  Mayo  Foundation,  Phila-  i 
delphia,  W.  B.  Saunders  & Co.,  1958,  Vol.  49,  p.  1 
291. 

10.  “Unless  you  practice  in  a mentally  defective  ' 

community,  your  patients  will  know  more  and  ] 
ask  more  questions  than  at  any  previous  phase  of  j 
our  history.  Your  answers  will  demand  great  wis-  » 
dom  if  the  public  is  not  to  be  turned  into  a mass  j 
of  hypochondriacal  neurotics.”  C.  H.  Stuart- 
Harris:  Lancet  2:429  (August  3)  1958.  j 

11.  “Many  a student  never  learns  to  discriminate  ‘j 
between  praiseworthy  books  and  articles,  which  :j 
advance  his  knowledge,  and  those  which  are  badly  J 
written  and  confuse  him.  (The  sort  that  Lord 
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“It  is  concluded  that 
the  addition  of 
buffering  agents  to 
acelylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useM  purpose!" 

: ’Saciove,  Max  S.  and  Schwartz,  Lester:  An  E valua- 

; tion  of  Buffered  Versus  Nonbuffered  Acetylsalicylic 

; Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 

;■  , Nonbuffered  Material  Used— Bayer®  Aspirin. 

I 

j 


for  July,  1959 


YOU  ARE  THE  BOSS 


Discover  the  benefits  that  are  possible  when  you  own 
a share  in  the  company  that  underwrites  your  protection! 

You  see  — Empire  Casualty  is  owned  and  operated 
by  you  and  your  colleagues,  members  of  the  Colorado  State 
Medical  Society.  The  rates  and  policy  is  designed  to  fulfill 
your  needs  for  malpractice  protection. 

Write  or  caU  today  for  immediate  attention. 

CARL  W.  OHLIN 

Insurance  Department 


Barren  Bromfield 


o 

U 


AComa  2-8621 


201  Security  Bldg. 


Operating  Management 
Denver,  Colorado 


Rocky  Mountain  Medical  Journal 


key  to  Kents  popularity 


In  1958,  Kent  made  the  greatest  gain  in 
popularity  ever  recorded  by  any  filter 
cigarette  in  any  year— a sales  increase  of 
20-billion  cigarettes. 

Behind  this  popularity  is  a story  of 
months  and  years  of  research,  perfecting 
the  remarkable  combination  of  filter  action 
and  flavor  found  in  today’s  Kent  cigarette. 
In  developing  Kent,  Lorillard  research 
scientists  recognized  that  smokers  wanted, 
on  the  one  hand,  a really  satisfying  taste; 
on  the  other,  reduced  tars 
and  nicotine.  In  addition, 
smokers  demanded  a free 
and  easy  draw. 

These,  then,  were  the 
objectives.  The  first  sci- 
entific breakthrough  in 
the  project  was  the  de- 
velopment of  the  exclu- 
sive Micronite  filter, 
patented  by  Lorillard. 

This  filter  was  created 
because  of  newly-discov- 
ered principles  in  the  field 
of  filtration,  which  have 


been  previously  described  in  these  pages. 

Though  this  filter  satisfied  everyone  on 
its  ability  to  reduce  tars  and  nicotine  to 
the  lowest  level  among  the  largest  selling 
brands,  there  was  still  work  to  be  done  in 
the  areas  of  taste  and  draw.  After  addi- 
tional months  of  research,  a new  tobacco 
blend  was  developed  which  delivered  rich 
taste  after  the  smoke  had  passed  through 
the  filter.  Next  in  the  series  of  laboratory 
triumphs  was  a method  of  improving  the 
draw  to  compare  with  the 
most  free-drawing  of  all 
filter  brands. 

The  rest  of  the  Kent 
story  is  a legend  in  the 
tobacco  industry.  Out- 
side, independent  re- 
search studies  confirmed 
the  fact  that  Kent  had 
achieved  its  objectives. 
Smokers  responded.  In 
fact,  during  the  past  year, 
more  smokers  changed  to 
Kent  than  to  any  other 
cigarette  in  America. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 
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The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifensteinri  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with  threatened  abortion,  found  that : 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 

Eichner,®  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  (1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%)  of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  ( 100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.'*  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 


DELALUTIN  is  also  potent  and  safe  therapy  for;  threatened  abortion;  post- 
partum after-pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function;  production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  Dosage : Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 

Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 


References : 1.  Reifensteln,  E.  C.,  Jr.:  Annals  N.  T.  Acad,  Set,  71:762  (July  30)  1958.  2.  Boschann, 
H-W.:  ibid,,  p.  727.  3.  Eichner,  E.:  ibid,,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  P. : Am,  J,  Obst,  and  Gyn,  76:279,  1958. 


Sqjjibb 


Squibb  Quality — the  Priceless  Ingredient 

'Delalutin'®  is  a Squibb  trademark 
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Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.i-is  Studies  performed  in  conjunction  with 
gastrectomy'*’^  and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between 
rugae.  Reactions  varying  from  mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.^  '*-®  This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer.'* 


CALURIN  is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 
high  solubility  forestalls  gastric  irritation  or  damage 


Regular  aspirin  crystals  24  hours  Calurin  crystals  in  solution  one  min- 

after  being  mixed  into  water.  ute  after  being  mixed  into  water. 


CALURIN 

STABLE  SOLUBLE  CALCI U M -ACETYLSALICYLATE-CARBAM I DE 


Particle-induced  ulceration  — section  through  lesion 
found  in  gastrectomy  specimen.  An  aspirin  particle  was 
; found  firmly  imbedded  in  this  undermined  erosion.  Such 
5 lesions  may  be  associated  with  the  relative  insolubility 
|i|  of  aspirin,  which  remains  in  particulate  form  after 
dispersion  in  gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  available  for 
absorption  into  the  systemic  circulation.  Salicylate 
blood  levels  in  12  subjects  receiving  both  Calurin  and 
plain  aspirin  were  found  to  rise  more  than  twice  as  high 
within  ten  minutes  following  Calurin.  Also,  these  levels 
persisted  higher  for  at  least  two  hours." 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 


1 

2 

3 

4 


High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage  is  of 
special  importance  in  arthritis  and  other  conditions  requiring  high-dosage, 
long-term  therapy. 

Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic,  anti- 
pyretic, anti-arthritic  effect. 

Sodium-free  — for  safer  long-term  therapy. 

Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if  desired 
— an  advantage  for  patients  requiring  aspirin  administration  during  the 
night  and  for  pediatric  patients. 


Dosage:  Each  tablet  of  Calurin  is  equivalent  to  300  mg.  (5  gr.) 
of  acetylsalicylic  acid.  For  relief  of  pain  and  fever  in  adult 
patients,  the  usual  dose  of  Calurin  is  1 to  3 tablets  every  4 
hours,  as  needed;  in  arthritic  states,  2 or  3 tablets  3 or  4 times 


daily;  in  rheumatic  fever,  3 to  5 tablets  4 or  5 times  daily. 
For  children  over  6 years,  the  usual  dose  is  1 tablet  every 
4 hours;  for  children  3 to  6 years,  Vz  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES'  1.  Waterson,  A.  P.:  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott,  G.  A.  M.:  Gastroscopic 
oDservation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach.  Lancet  2:1222,  1938.  3.  Editorial  Comments:  The  effect  of 
acetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  ulcer,  Brit.  M.  J.  2:7,  1955. 
5.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet  1:539,  1959.  6.  Schneider,  E.  M.:  Aspirin  as  a gastric  irritant,  Gastroenterology 
33:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff,  H.:  Salicylate  therapy  in  rheumatic  diseases.  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco, 
Calif.,  June,  1958.  8.  Batterman,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.: 
Laboratory  and  clinical  studies  with  buffered  and  nonbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin  plain  and 
buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of  acetylsalicylic  acid  or  calcium 
acetylsalicylate  to  human  subjects,  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharmacology,  Geo.  Washington  Univ.  School  of  Medicine, 
Washington,  D.  C.,  Sept.  5,  1958. 


^TRADEMARK 


SMITH-DORSEY  • a division  of  The  Wancjler  Company  • Lincoln,  Nebraska 


LABORATORIES 

New  York  18,  N.  Y. 


TWpt 

4 way  check  of 

DIARRHEA 


FORMULA: 

Each  75  cc.  (tablespoon)  contains: 


Sulfaguanidine  2 Gm. 

Pectin  225  mg. 

Kaolin  3 Gm. 

Opium  tincture 0.08  cc. 


(equivalent  to  2 cc.  paregoric) 


SUPPLIED: 

Bottles  of  16  fl.  oz. 

Exempt  Narcotic. 

Available  on  Prescription  Only. 


RASPBERRY  FLAVOR 


and  pink  color  make  POMALIN  pleasant  to 
take  and  appealing  to  both  children  and  adults. 

Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


DOSAGE: 

ADULTS:  Initially  T or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 teaspoons 
after  each  loose  bowel  movement; 
reduce  dosage  as  diarrhea  subsides. 

CHILDREN:  Vz  teaspoon  (=2.5  cc.)  per 
1 5 Ib.  of  body  weight  every  four  hours  day 
and  night  until  stools  are  reduced  to  five 
daily,  then  every  eight  hours  for  three  days. 
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For  every  topical  indication, 
a Burroughs  Wellconw  ‘SPORIN’. . . 


Ointment:  Tubes  of  M oz.  and  H oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Ointment;  Tubes  of  and  1 oz.  and  tubes  of  K oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 

N rW  i Lotion  : Plastic  squeeze  bottles  of  20  cc. 

11  tif  'I  Powder  : Shaker-top  bottles  of  10  Gm. 


Ointment;  Tubes  of  14  oz.,  1 oz.  and  14  oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL 

Vitamin-Minera!  Supplement  Lederle 


CapSllleS-14  VITAilNS  and  11  MINERALS 

For  Complete  Formula  see  PDR  (Physicians’  Desk  Referefice),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAFVliD  COMPANY,  Pearl  River,  New  York 
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of  nervous,  tense  patients 
recovered  or  improved 


For  your  patients,  Miltown  promptly  checks  emotional  and 
^ muscular  tension.  Thus,  you  will  make  it  easier  for  them  to 

lead  a normal  family  life  and  to  carry  on  their  usual  work. 

i . . 

For  you,  the  choice  of  Miltown  as  the  tranquilizer  means  the 
comfortable  assurance  that  it  will  relieve  nervousness  and  ten- 
sion without  impairing  your  patient’s  mental  efficiency,  motor 
control,  normal  behavior  or  autonomic  balance. 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets;  bottles  of  50. 


WALLACE  LABORATORIES,  Netu  Brunswick,N.  J. 
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arthritis 


cerebrovascular 

disease 


AIDS  EMOTIONAL  ADJUSTMENT 
TO  CHRONIC  ILLNESS 

IN 


hypertension 


asthma 


cancer 


heart  disease 


Through  effective  relief  of  anxiety,  irri- 
tability, insomnia  and  tension,  Miltown 
aids  the  patient  to  “live  with  his  dis- 
ease,” especially  during  difficult  adjust- 
ment periods. 

Miltown  is  well  tolerated  and  “there- 
fore well  suited  for  prolonged  treatment 
in  chronic  disorders  with  emotional  com- 
plications.” (Friedlander,  H.  S.:  Am.  J. 
Cardiol.  /:395,  March  1958.) 


Miltown 

meprobamate  (Wallace) 

Available  in  400  mg.  scored  and  200  mg.  sugar- 
coated  tablets:  bottles  of  50.  Also  available  as 
Meprospan*  (200  mg.  meprobamate  contmuoiis 
release  capsules)  and  Meprotabs*  (400  mg. 
unidentifiable,  coated  meprobamate  tablets). 

When  mental  depression  complicates  chronic 
disease:  Deprol*  (1  mg.  benactyzine  HCl  plus 
400  mg.  meprobamate).  «TRADE-MARK 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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^^tdicinei 


Through  the  centuries,  Medicine  has  measured  Its  most  significant  advances  In 

?■■ : 

' ;■;■  ■ terms  of  human  benefits.  Parke-Davis,  through  its  “Great  Moments  in  Medicine” 
lii"''’"'  series,  continues  to  remind  millions  of  people  throughout  the  world  of  Medicine’s 

I constant  efforts  to  promote  the  welfare  of  mankind  . . . from  the  very  outset  of 

i 

recorded  history  to  the  wonderful  realities  of  today.  The  advertisement  you  see 
here  will  be  the  fifth  In  this  striking  institutional  series,  and  will  soon  appear  in 
( LIFE,  SATURDAY  EVENING  POST,TIME,  READER’S  DIGEST  and  TODAY’S  HEALTH. 


» • 
Af. 


for  July,  1959 


19 


when  pollen  allergens 
attaek  the  nose . . . 


i Triaminic  provides  more  effective  therapy  in 

• respiratory  allergies  because  it  combines  two 

• antihistamines^''  with  a decongestant. 


These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
anti  paranasal  capillaries,  preventing  dilation  and  exudation.-® 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.^- ^ 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.'® triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 


References:  1.  Sheldon,  J.  M.:  Postgrad.  .Med.  14:465  (Dec.)  195.5.  2.  Hubbard,  T.  F. 
and  Berger,  A.  J.:  Annals  Allergy  p.  350  (.May-Junc)  1950.  3.  Kline.  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Thcr.,  Macmil- 
lan, New  York,  1956,  p.  532.  5.  Fabricant,  N.  D.:  E.F..N.T.  .Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer.  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 


1 riammic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  li. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides: 


Pheinlpropanolamine  HCl 50  mg. 

Pheniraminc  maleate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  Triaminic  Tablet  or  1/2 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a di\  ision  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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all  physicians  are  invited  to  attend... 

In  recognition  of  the  responsibility  of  the  pharmaceutical  industry  to  aid  postgraduate  medical 
education,  Lederie  originated  its  Symposium  Program  eight  years  ago.  Initiated  with  a meeting 
sponsored  by  the  Knoxville  Academy  of  Medicine  and  continued  with  other  medical  organiza- 
tions, the  program  presents  up-to-date  information  of  clinical  significance  to  physicians 
throughout  the  United  States  and  Canada.  Through  Symposia,  over  50,000  physicians  have 
had  the  opportunity  to  hear  and  question  specialists  in  every  field  and,  with  their  wives, 
participate  in  the  activities  of  a Symposium  day. 

You  and  your  wife  may  wish  to  attend  one  of  the  Symposia  below. 


JEKYLL  ISLAND,  GEORGIA-Thursday,  August  27.  1959 
The  Jekyll  Club 

BATON  ROUGE,  LOUISIANA- Friday,  Sept.  18,  1959 
The  Capitol  House  Hotel 

BEAUMONT,  TEXAS -Saturday,  September  19,  1959 
The  Hotel  Beaumont 

KANSAS  CITY,  KANSAS-Friday,  September  25,  1959 
Battenfeld  Memorial  Auditorium 
INDIANAPOLIS,  INDIANA -Wednesday,  Sept.  30. 1959 
The  Sheraton-Lincoln  Hotel 

OKLAHOMA  CITY,  OKLAHOMA-Friday,  October  2,  1959 
The  Skirvin  Hotel 

BIRMINGHAM,  ALABAMA -Sunday.  October  11,  1959 
The  Dinkler-Tutwiler  Hotel 

TACOMA,  WASHINGTON-Wednesday,  October  14,  1959 
The  Hotel  Winthrop 

TRAVERSE  CITY,  MICH IGAN -Friday,  October  1959 
The  Park  Place  Hotel  • 


LUBBOCK,  TEXAS -Saturday,  October  31,  1959 
The  Lubbock  Country  Club 

ST.  CHARLES,  ILLINOIS  -Wednesday.  November  4,  1959 
The  St.  Charles  Country  Club 
DALLAS,  TEXAS— Friday,  November  6,  1959 
The  Hilton  Hotel 

WICHITA,  KANSAS-Saturday,  November  7,  1959 
The  Hotel  Broadvievr 

SCHENECTADY,  NEW  YORK -Thursday,  November  12,  1959 
The  Mohawk  Golf  Club 

CORPUS  CHRISTI,  TEXAS -Friday,  November  13.  1959 
The  Robert  Driscoll  Hotel 

RIVERSIDE,  CALIFORNIA -Sunday,  November  15,  1959 
The  Mission  Inn 

SANTA  BARBARA,  CALIFORNIA-Wednesday,  Nov.  18,  1959 
The  Santa  Barbara  Biitmore 

MOLINE,  ILLINOIS -Wedrjesday,  December  2,  1959 
The  LeClaire  Hotel 


Symposi 

Clinicai  1 


Spap(»iiim  ott 
Practical  Procedures 
and 

Modem  Concepts  of  Therapy 


Wa>N^Y,AI»«IH5,19W 
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.but  seasoned 


A meal  of  even  the  most  colorful  and  the  most 
meticulously  prepared  food  can  be  dreary  eating  without  salt. 
Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  --  makes  eating  a pleasure  once  more. 


Neocurtasal 

An  excellent  salt  replacement 

for 

“Salt-Free”  (Low  Sodium)  Diets 

Assures  patient’ 

LABORATORIES  cooperation 

New  York  18,  N.Y. 


Contains  potassium  chloride, 
potassium  glutamate, 
glutamic  acid,  calcium 
silicate,  potassium 
iodide  ( 0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 
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Site  of  the  Tenth  Biennial  Rocky  Mountain  Medical 
Conference,  convening  September  8-11,  1959. 


The  color  television  control  van  shown  above,  which 
will  be  parked  outside  St.  Joseph’s  Hospital,  will 
transmit  six  hours  of  closed-circuit  color  telecasting 
to  the  Shirley  Savoy.  You  are  cordially  invited  to 
attend  these  programs. 


Rocky  Mountain  Medical  Conference  • Sept,  8-1 1 

American  College  of  Surgeons  • September  27- 
October  2 

Association  of  MUitary  Surgeons  • November  9-11 
Southern  Medical  Association  • November  16-19 
American  Medical  Association  • December  1-4 


ANNIVERSARY 

1949 

1959 


$KF 

MEDICAL  ■ 
COLOR  TELEVISION 


Smith  Kline  & French  Laboratories 


First  in  Medical  Color  Television 
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What’s 

Your 

Corticosteroid 

Score? 


True 


1 

2 

3 

4 


Corticosteroids  relieve  rheumatic 
pain  by  raising  the  pain  threshold. 


Corticosterone  is  the  only 
corticosteroid  identified  in 
adrenal  venous  blood. 


Approximately  10  mg.  of  urinary 
17-ketosteroids  are  excreted 
daily  during  normal  adrenocortical 
function. 

The  pioneer  experiments  on  the 
effects  of  adrenalectomy  were 
performed  by  Addison. 


False 


For  answers  to  quiz,  see  opposite  page. 


scores 
highest 
in  clinically 

important 

tests 


METICORTEN 

prednisone 

Even  in  long-term  therapy,  diet  and  salt 
restrictions  are  usually  unnecessary 
—a  benefit  of  Meticorten  repeatedly 
noted  by  investigators, 

Meticorten  — I,  2.5  and  5 mg’,  tablets. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


•pjBnbag-UMOjg  yCq  pauuoj.Tad— asjng  y "arug,  -g  -pa^t^uapi  os  uaaq  SBq  anos 
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corticosteroid  quiz 


CO-PYRONIL  "provides  quick  relief  that  lasts  and  lasts 

Just  two  or  three  Pulvules®  Co-Pyronil  daily  will  usually  keep  your  hay-fever 
patients  symptom-free  and  on  the  job  all  day  long.  Not  just  an  antihistamine, 
Co-Pyronil  is  a triple  combination  that  assures  more  complete  relief  from  hay  fever 
and  other  allergies. 

Each  Pulvule  contains: 

a vasoconstrictor,  Clopane®  Hydrochloride  (12.5  mg.),  to  complement  the  action 
of  two  antihistamines  by  opening  swollen  nasal  passages. 

a fast-acting  antihistamine,  HistadyF'*'  (25  mg.),  to  provide  relief  usually  within 
fifteen  to  thirty  minutes. 

a long-acting  antihistamine,  Pyronil®  (15  mg.),  to  maintain  relief  for  eight  to 
twelve  hours. 

Also  supplied  as  suspension  and  pediatric  Pulvules. 

Co-PyroniT"  (pyrrobutamine  compound,  Lilly)  Histadyr*'  (thenylpyramine,  Lilly) 

Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly)  Pyronil®  (pyrrobutamine,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

958009 
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Increasing— IT  seems  almost  countless — 
health  columns  and  news  stories  appearing 
in  the  public  press  about  medical  develop- 
ments certainly  attest  the  unprecedented 
reader  interest  in  these  subjects  during  re- 
cent years.  Our  lead- 
Misinterpr  elation  ing  editorial  in  the 

Of  Doctors’  Rocky  Mountain  Med- 

ical Journal  for  Octo- 
ber, 1956,  was  entitled, 
“A  Difficult  Reporting  Problem.”  We  were 
motivated  at  that  time  by  an  unfortunate, 
though  we  believe  unintentional,  press  in- 
terpretation of  a portion  of  the  1956  presi- 
dential address  before  the  Colorado  State 
Medical  Society  which  comprised  a very 
frank  discussion  of  medical  fees. 

We  pointed  out  then  that  surveys  had 
proved  the  public’s  avid  interest  in  all  med- 
ical and  health  stories.  We  pointed  out  that 
factual  information  on  medical  matters  dis- 
seminated through  the  public  press  is  good, 
especially  when  it  is  accurately  reported 
through  ethical  channels  such  as  meetings  of 
medical  societies.  But  we  noted  then,  and 
now  reiterate  the  unfortunate  fact,  that  re- 
porters simply  cannot  quote  entire  medical 
papers,  and  must  therefore  quote  out  of  con- 
text. The  result  too  often  affirms  conclusively 
the  truth  of  the  old  adage  that  a little  knowl- 
edge is  a dangerous  thing! 

As  our  guests  in  medical  meetings,  re- 
porters naturally  pick  up  statements  which 
strike  them  as  newsworthy.  While  hurriedly 
jotting  down  quotes  which  might  form  a 
headline,  a reporter  may  easily  miss  the 
speaker’s  next  few  sentences  which  clarify 
and  qualify  those  quotes.  Being  newspaper- 
men, reporters  are  alert  for  statements  which 
their  editors  might  play  up  with  a headline. 
Some  writers  overemphasize  the  truism  that 
controversy  always  makes  news.  A few  even 
believe  it’s  smart  to  be  critical  and  thereby 
start  a controversy! 

A recent  example  was  one  of  several 
articles  in  a regional  newspaper  during  the 


Shop  Talk 


annual  meeting  of  the  Southwestern  Surgical 
Congress  in  Denver,  A headline  across  the 
top  of  one  page  read:  “Doctors  Told  to  Shun 
Sentimentality  in  Work.”  A surgeon  was  then 
quoted,  distinctly  out  of  context,  as  stating 
that  “a  lot  of  patients  are  rushed  to  the  oper- 
ating rooms  without  the  doctor  knowing 
v;-hat  he  is  going  into.”  The  real  point  the 
speaker  was  making  concerned  treatment  of 
accident  victims,  and  he  was  merely  urging 
his  colleagues  to  carefully  study  the  conscious 
patient  in  the  emergency  room,  where  the 
patient’s  thinking,  motion  and  sensation  are 
valuable  diagnostic  aids,  prior  to  anesthesia 
and  actual  surgery. 

Another  speaker  was  quoted  completely 
out  of  context  as  saying  “we  should  know 
where  we  stand  and  what  we  are  doing  be- 
fore operating  on  cancer  patients”  and  the 
reporter  with  indirect  quotes  accused  the 
speaker  of  saying  that  “many  doctors  operate 
to  learn  the  extent  of  the  cancer  instead  of 
using  x-rays  and  other  methods  of  diagnosis.” 
Later  in  the  same  article,  a speaker  was  again 
quoted  out  of  context  as  saying  “never  be- 
come sentimentally  attached  to  a mutilated 
limb.”  (Hence  the  headline  quoted  above!) 
The  reporter  associated  sentimentality  with 
the  wrong  person.  The  speaker  had  pointed 
out  that  some  patients — not  doctors — become 
sentimentally  attached  to  a hopelessly  muti- 
lated extremity  which,  even  though  it  pos- 
sesses enough  blood  supply  to  survive,  does 
so  only  as  a useless  parasitic  appendage. 
Later,  some  of  these  patients  oppose  amputa- 
tion and  then  go  on  to  become  neurotic  and 
self-pitying  wards  of  insurance  companies  or 
the  government.  The  speaker  had  pointed 
out  that  early  diagnosis,  discussion  and  de- 
finitive action  would  result  in  rehabilitation 
in  such  individuals,  whereas  procrastination 
would  spawn  and  encourage  crippling  dis- 
ability and  dependency. 

The  point  we  wish  to  make  is  that  a 
startling  headline  followed  by  incomplete, 
inaccurate,  and  misleading  quotations  imply- 
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ing  a non-existent  controversy  between  phy- 
sicians reflects  unfairly  upon  our  profession. 

We  spoke  as  follows  in  the  editorial  of 
1956,  “The  patient  is  the  most  important  per- 
son in  the  practice  of  medicine.  He  is  not  so 
much  dependent  upon  us  as  we  are  upon  him. 
He  is  the  purpose  of  our  work  and  we  are 
honored  in  being  entrusted  with  his  life  and 
health.”  This  is  still  our  creed  and  we  believe 
it  is  wrong  for  our  intraprofessional  teaching 
to  be  misquoted  and  incompletely  quoted  out 
of  context  publicly  in  a manner  to  indicate 
that  our  creed  may  have  changed. 

Patrons  of  the  entertainment  world  have 
recently  turned  their  eyes  and  hearts  toward 
the  plight  of  Arthur  Godfrey.  The  upper  lobe 
of  his  left  lung  contained  a tumor  which  upon 
removal  was  found  to  have  been  malignant. 
The  surgeons  who  removed  it  are  among  the 
millions  of  people  who  hope  this  popular 
entertainer  will  be  able  to  return  to  his 
family,  his  occupation  and  his  public.  So  far 
as  we  are  able  to  determine,  the  reporting  in 
this  instance  has  been  accurate,  fair  to  all 
concerned,  and  well  done.  Would  that  all 
stories  published  in  the  press  about  matters 
concerning  life  and  health  could  be  as  well 
managed! 


o. 


'ne  of  our  colleagues  plucked  the  follow- 
ing editorial  from  the  Denver  Catholic  Reg- 
ister and  sent  it  in  for  publication  in  the 

Rocky  Mountain 


‘‘Editorial  Shots 
Wound  Physicians’’ 


Medical  Journal. 
It  is  by  John 
O’Hayre  and  ap- 
peared under  the 
above  title  a few  weeks  ago. 

In  recent  months,  doctors  have  become  the 
primary  target  for  the  badly  aimed  editorial  shots 
of  crusading  journalists  who,  apparently,  are  try- 
ing to  prove  that  most  physicians  are  concerned 
more  with  “wealth  than  with  health.” 

Unfortunately,  not  long  ago,  one  of  America’s 
most  widely  read  journalists  joined  in  the  on- 
slaught by  accusing  doctors  in  general  of  having 
“sold  out  their  vocations”  in  favor  of  the  wealth 
that  can  be  accumulated  rapidly  in  the  practice 
of  medicine — if  money  be  the  only  consideration. 

A widely  read  national  magazine — not  to  be 
caught  with  its  editorial  temperature  down — a 
few  weeks  later  ran  a “survey”  among  doctors 
in  an  “effort”  to  diagnose  whether  or  not  physi- 


cians found  the  mandates  of  money  more  binding 
than  the  Oath  of  Hippocrates. 

As  we  expected,  the  survey  left  the  impression 
that — deep  down — the  ordinary  doctor  really  was 
more  enchanted  with  earning  dollars  than  with 
saving  lives. 

Despite  this  campaign’s  popularity,  it  is  sad 
and  shameful.  Pope  John  XXIII  as  much  as  said 
so  a few  weeks  ago  when  he  pointed  to  physicians 
as  being  one  of  the  world’s  three  brightest  stars — 
along  with  priests  and  teachers — each  of  whom  is 
intimately  bound  up  with  the  health  of  man’s 
spirit,  mind,  and  body.  What  work  could  be  nobler 
than  this? 

In  the  past  I have  had  a passing  acquaintance 
with  many  doctors,  and  my  respect  for  and  ap- 
preciation of  them  has  never  passed  away.  To 
some,  I owe  money;  to  all,  I owe  gratitude. 

And  I have  seen  and  heard  of  many  great 
things  that  only  a physician  who  was  himself  great 
would  do. 

For  example,  I know  of  one  doctor  who  per- 
formed surgery  on  and  daily  cared  for  a young 
mother  who  died  of  cancer,  inch  by  inch,  over  a 
period  of  six  months.  For  this  surgery  and  daily 
care,  this  physician  would  accept  only  $10  as  pay- 
ment for  his  services. 

I know  of  still  another  who  records  only  every 
third  office  call  of  people  who  are  poor  or  have 
large  families; 

And  of  still  another  who  deducts  $10  from  his 
delivery  fee  as  each  child  is  born  and  who  de- 
livers all  children  after  the  fifth  free  of  charge; 

And  of  still  another  who,  only  this  past  Christ- 
mas, sent  most  of  his  patients  a year-end  state- 
ment that  contained  a special  “Merry  Christmas” 
message  to  the  effect  that  the  bill  owed  had  been 
cut  in  half.  In  many  instances,  this  cut  amounted 
to  upward  of  $100. 

I know,  too,  that  one  can  stand  outside  any  of 
the  many  clinics  around  town  and  watch  doctors 
go  and  come — constantly  giving  free  care  and 
treatment  to  those  who  otherwise  would  not  get  it. 

These  are  but  a few  examples.  They  can  be 
multiplied  by  the  hundreds  throughout  our  city 
and  by  the  thousands  throughout  our  land. 

Despite  the  onslaught  by  healthy  journalists 
and  despite  the  fact  that  there  are  a few  doctors 
who  perhaps  prefer  wealth  to  health,  physicians 
are  and  will  remain  among  the  noblest  of  men — 
in  the  eyes  of  God  and  in  the  hearts  of  men. 

Thank  you,  Mr.  O’Hayre.  We  agree  that 
the  attacks  upon  us  are  not  justified.  These 
columns  have  previously  pled  with  reporters 
and  other  writers  to  quote  us  correctly  when 
they  are  admitted  to  our  meetings,  to  grant 
us  a pre-publication  interview  to  be  sure  they 
have  properly  interpreted  our  message,  and 
not  to  misjudge  our  entire  profession  by  ap- 
parent misbehavior  of  the  renegade  minority 
— about  three  per  cent! 


28 


Rocky  Mountain  Medical  Journal 


Adherence  to  principle  versus 
conceding  to  expediency* 

James  C.  Sedg^vick,  M.D.,  Las  Cruces,  New  Mexico 


Upon  accepting  the  presidency  of  the  New 
Mexico  Society  a year  ago,  I stated  my 
mingled  emotions  — humility,  appreciation, 
dedication  to  a job  to  be  done,  and  a sense 
of  inadequacy  to  fulfill  your  expectations. 
To  date,  there  has  been  no  change  in  those 
feelings  except  that  a few  more  have  been 
added.  I have  learned  a lot,  and  to  know, 
admire  and  cherish  the  friendship  of  a great 
many  of  you.  There  have  been  a few  sad 
experiences  and  disappointments,  but  these 
have  been  far  outweighed  by  joys  and  pleas- 
ures of  working  with  and  for  such  a fine 
group  of  colleagues. 

I will  not  try  to  review  the  year’s  work, 
for  that  has  been  done  thoroughly  in  our 
House  of  Delegates  meeting.  Only  this  need 
be  said;  One  gets  a tremendous  amount  of 
credit  in  this  position  to  which  he  is  not 
entitled.  Your  President,  to  a large  extent, 
gets  credit  for  accomplishments  of  the  So- 
ciety during  the  year  of  his  administration. 
He  gets  credit  for  mistakes,  too,  of  course, 
which  he  frequently  deserves.  But  credit  for 
the  strides  that  have  been  made  in  your 
organization  belongs  to  the  committees  of  the 
Society,  the  Council,  and  the  officers.  Your 
President  is  a figurehead  and  a presiding  of- 
ficer. He  observes  everyone  else  busily  slav- 
ing away  and  then  gets  patted  on  the  back 
for  the  work  they  have  accomplished!  Thus 
I wish  to  express  my  heartfelt  thanks  to  the 
group  of  hard-working  dedicated  individuals 
in  this  Society  and  out  of  it.  To  single  out 
each  of  you  to  whom  honor  is  due,  for  public 

•Presidential  address  delivered  before  New  Mexico  Medical 
Society  at  Las  Cruces,  May  4-7,  at  its  77th  annual  meeting. 


notice,  would  be  a pleasant  task.  However,  it 
would  also  take  the  rest  of  the  day.  There 
are  a few  people  whom  I must  thank  individ- 
ually for  the  great  help  they’ve  been  to  me, 
to  your  officers.  Council,  and  Executive  Sec- 
retary during  the  past  year. 

One  person  who  stands  out  vividly  is  my 
wife,  Norma.  This  wonderful  woman  has  sat 
at  home  for  an  entire  year,  run  it,  eight  dogs, 
twelve  cats  and  one  horse,  watched  over  a 
teenage  son  and  a daughter  in  college — all 
with  precious  little  help  from  me  and  with- 
out one  word  of  complaint.  She  has  had  worse 
treatment  than  a golf-widow,  and  still  she 
has  given  me  a tremendous  amount  of  en- 
couragement throughout  the  year.  She  knows 
how  much  it  means  to  me,  but  I want  to  make 
this  public  statement  of  appreciation.  To  my 
associates  who  have  kept  a practice  together 
for  me,  have  done  my  work  unstintingly  and 
uncomplainingly,  who  have  made  it  possible 
for  me  to  pay  my  bills  with  reasonable  regu- 
larity— I say,  thank  you.  My  brother,  Dr. 
W.  D.  Sedgwick,  Dr.  Wallace  Carroll  and 
Dr.  J.  P.  Voute:  You  have  been  invaluable. 

Tribute  to  Ralph  Marshall 

Every  President  before  me  in  the  past  10 
years  has  tried  to  express  his  appreciation 
for  the  inestimable  help  received  during  his 
year’s  tenure  from  our  Executive  Secretary. 
I wish  to  make  no  exception  to  the  precedent. 
There  are  no  adequate  words  to  describe  this 
man.  He  is  par  excellence,  an  executive,  a 
father-confessor,  a diplomat,  a public  rela- 
tions man,  an  organizer,  politician,  business 
man,  administrator — and  a wonderful  friend. 
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Without  this  man,  the  New  Mexico  Medical 
Society  would  be  a non-functioning  organiza- 
tion. To  Ralph  Marshall,  for  the  whole  So- 
ciety, thank  you.  To  the  Council  and  com- 
mittee chairmen,  who  have  given  so  unstint- 
ingly  of  their  time,  money  and  brains — I 
also  wish  to  express  deepest  appreciation. 
Speaking  for  the  New  Mexico  Medical  So- 
ciety, I express  gratitude  to  the  following 
individuals  for  services  rendered  our  Society 
in  making  this  meeting  possible;  His  Honor, 
James  Emerson  Neleigh,  Mayor  of  Las  Cru- 
ces, for  his  official  and  personal  interest  and 
effort  in  making  contacts  with  the  officers 
and  personnel  of  the  Holloman  Air  Develop- 
ment Center.  A vote  of  thanks  to  Lt.  Col. 
John  McCurdy,  Information  Services  Officer, 
and  his  staff  for  their  efforts  in  our  behalf. 
To  Lt.  Col.  Rufus  R.  Hessberg,  Chief,  Aero- 
nautical Field  Laboratory,  Holloman  Air 
Force  Base,  special  thanks  and  recognition 
for  working  out  the  scientific  part  of  the 
program  and  obtaining  speakers  of  interna- 
tional repute  whom  we  will  hear  during  this 
convention.  To  Dr.  Roger  Corbett,  President 
of  New  Mexico  State  University,  and  to  Mr. 
Anderson  our  appreciation  for  making  the 
facilities  of  the  University  available  to  us. 
To  all  of  these  gentlemen,  a most  heartfelt 
thank  you. 

“Smoke-filled  room” 

At  one  point  in  our  foray  about  the  state 
while  visiting  the  county  medical  societies, 
Ralph  and  I were  asked,  “What  does  the 
State  Society  do  for  us?”  I must  confess  to 
more  than  a little  irritation  at  the  question 
and  the  lack  of  thought  that  prompted  it. 
My  answer  was,  “Nothing,  gentlemen,  you 
are  the  State  Society.  Whatever  is  done  is 
your  doing;  whatever  is  neglected  is  your 
neglect.  The  State  Society  is  made  up  of 
constituent  county  societies  and  their  mem- 
bers, and  can  only  function  in  direct  pro- 
portion to  the  dedication  and  willingness  to 
serve  all  of  its  members.  Whatever  is  done, 
you  have  to  do  for  yourselves.”  There  have 
been  times  when  your  State  Society  officers 
and  Council  have  been  accused  of  being  a 
small,  closed  clique  of  medical  politicians 
who  make  all  the  decisions  in  a little  smoke- 
filled  room.  No  truer  accusation  was  ever 
made.  The  men  who  make  up  your  Council 


and  have  served  as  committee  chairmen  and 
officers  of  the  various  county  societies  usual- 
ly meet  in  small  rooms  and  most  of  them 
are  heavy  smokers.  They  are  also  a devoted 
group  of  intelligent  men,  dedicated  to  the 
principles  for  which  American  medicine 
stands,  and  willing  to  give  their  time,  physi- 
cal and  mental  effort,  and  their  own  money 
in  order  that  we  can  continue  to  promote  the 
ideals  and  principles  on  which  American 
medicine  has  been  built.  There  are  too  few 
of  these  men.  I would  change  that  earlier 
indictment  in  but  one  respect — that  is  to 
eliminate  the  word  “closed.”  This  “clique” 
is  wide  open  to  membership.  The  only  quali- 
fications necessary  to  becoming  a member  of 
it  are  a devotion  to  those  things  for  which 
we  all  stand  and  a willingness  to  give  your 
time  and  effort.  You’ll  be  welcomed  into  the 
“clique” — and  we’ll  find  a bigger  room! 

It  is  to  a discussion  of  these  principles  and 
ideals  that  I wish  to  devote  the  greater  part 
of  my  allotted  space.  A year  ago  last  Decem- 
ber, at  the  Philadelphia  meeting  of  the 
American  Medical  Association,  Dr.  David  B. 
Allman  closed  his  presidential  address  — a 
masterful  explanation  of  the  American  Medi- 
cal Association’s  opposition  to  Forand  type 
legislation — with  the  following  remark,  “I 
will  not  sacrifice  principle  for  expediency  or 
the  dollar  sign.”  That  statement  has  been 
banging  around  within  my  skull,  back  and 
forth,  for  some  18  months  now.  The  impact 
and  implications  of  that  ideal  are  tremen- 
dous. Throughout  my  year’s  term  of  office, 
I have  noticed  repeatedly  that  the  woes  and 
tribulations  and  difficulties  with  which 
American  medicine  is  faced  today  have  been 
brought  on,  in  large  part,  by  our  deliberate 
ignoring  of  that  one  ideal.  We  have  no  one 
but  ourselves  to  blame  for  many  of  the  prob- 
lems with  which  we  are  faced  today,  simply 
because  we  forgot  principle  for  expediency, 
for  the  dollar  sign.  All  of  the  social  planners 
and  pink-tinged  brethren  could  have  had  no 
impact  upon  us,  had  we  but  adhered  to  that 
one  ideal. 

Closed-panel  questions 

Your  officers,  plus  the  Presidents  of  your 
County  Societies,  have  just  recently  spent 
many  hours  trying  to  come  up  with  an 
answer  to  a question  promulgated  by  the 
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American  Medical  Association:  “What  would 
our  attitude  be  towards  third-party  practice 
of  medicine,  closed  panel  types  of  practice, 
and  the  many  other  ramifications  of  outsiders 
intruding  themselves  into  the  patient-physi- 
cian relationship?”  Every  state  in  America 
has  spent  many  hours  wrestling  with  this 
problem.  It  is  of  our  own  making. 

As  an  example  of  what  I am  talking  about. 
A certain  union  welfare  medical  program 
was  begun  in  one  of  our  states,  with  complete 
freedom  of  choice  of  physicians.  Because  of 
a certain  few  of  our  profession  who  insisted 
on  milking  this  plan  for  everything  it  was 
worth,  the  officials  of  the  plan  went  to  that 
State  Medical  Society  and  asked  them  to 
draw  up  a list  of  physicians  to  whom  their 
members  might  go  and  be  assured  of  good, 
honest  medical  care.  That  medical  society 
refused  to  draw  up  such  a list  and  was  told 
that,  because  of  the  refusal,  the  welfare  plan 
would  draw  up  its  own  list.  As  a consequence 
of  this  action,  a closed  panel  type  of  insur- 
ance program  was  instituted  in  which  the 
union  designated  those  physicians  and  hos- 
pitals to  whom  their  members  could  go  for 
prepaid  medical  care.  You  are  all  aware  of 
the  unfortunate  situation  that  has  arisen  since 
that  time,  and  the  many  bitter  denunciations 
and  criticisms  which  have  been  a direct  re- 
sult of  that  action. 

Principles  violated 

Last  year,  after  many  hours  and  many 
conferences  with  the  Department  of  Public 
Welfare  in  our  state,  a plan  was  worked  out 
that  we  hoped  might  help  solve  some  of  the 
problems  connected  with  furnishing  medical 
care  to  indigent  patients  in  this  state.  In  an 
effort  to  cut  down  on  the  hospitalization  of 
indigent  patients,  there  was  a liberalization 
of  office  treatment  acceptable  to  the  Welfare 
Department  and  the  medical  society.  It  is 
hard  to  believe,  but  true,  that  following  this 
agreement,  two  members  of  the  New  Mexico 
Medical  Society  submitted  as  many  requests 
for  extra  office  calls  for  welfare  clients  as 
all  the  rest  of  the  state  put  together.  I can 
assure  you  that  their  practices  were  not  that 
heavily  laden  with  welfare  clients. 

In  the  administration  of  the  Medicare  pro- 
gram for  this  state,  there  was  a small  but 
significant  number  of  obviously  unjustified 


and  falsified  claims.  Fortunately,  these  were 
settled  at  a state  level.  There  are  other  viola- 
tions of  principle  that  are  leading  us  down 
the  road  to  self-destruction.  One  incident  that 
comes  to  mind  is  that  of  a phyiscian  who 
allowed  his  hospital  to  shoulder  the  blame 
for  a legitimate,  but  unfortunate,  complica- 
tion of  surgery  . . . rather  than  have  the 
patient  think  that  such  a complication  could 
possibly  happen  to  one  of  his  patients.  There 
have  been  other  incidences  of  complaints 
from  insurance  companies  of  falsified  claims 
against  insured  patients  . . . like  the  patient 
who  had  his  appendix  removed  three  times. 

We  also  violate  principle  when  we  subject 
one  of  our  fellow  physicians  to  the  possibility 
of  unjustified  malpractice  suit  by  thought- 
less and  selfish  remarks.  Sixty-five  per  cent 
of  all  malpractice  suits  against  physicians  are 
instigated  by  other  physicians’  remarks. 
When  will  we  learn  to  quit  trying  to  over- 
come our  own  inferiority  complexes  by  being 
critical  of  others?  It  is  a small  person  who 
can  only  build  up  his  own  ego  by  belittling 
another  physician,  particularly  when  that  be- 
littling results  too  often  in  the  physician 
being  unjustifiably  sued. 

By  our  sacrifice  of  principle,  we  are  al- 
lowing encroachment  upon  the  freedom  of 
practice  of  medicine  by  Forand-type  legisla- 
tion. Our  freedom  is  being  endangered  by 
the  broadening  of  Social  Security  benefits, 
the  eventual  economic  ruin  of  this  country 
through  the  taxation  necessary  to  finance 
such  a program,  and  by  the  increased  scope 
of  activity  of  our  Public  Health  Department. 
All  of  this,  simply  because  we  are  not  fur- 
nishing the  American  public  with  what  it, 
shall  I say,  “needs” — certainly  not  what  it 
wants  in  the  way  of  medical  care. 

Self-discipline  needed 

We  occasionally  chip  our  teeth  and  gnash 
our  gums  at  the  osteopath,  and  yet  those 
men  are  furnishing  a segment  of  the  popula- 
tion with  medical  care  that  is  not  available 
to  them  through  the  legitimate  medical  pro- 
fession. Until  the  medical  profession  is  both 
willing  and  able  to  furnish  medical  care  to 
that  group  of  people,  all  of  the  hollering  and 
yelping  that  we  can  do  will  be  of  no  avail. 
And  so  it  goes,  ad  infinitum.  I could  cite  other 
examples  of  violations  of  principle  by  our 
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own  physicians,  but  space  does  not  permit. 
There  is  one  striking  figure  I will  mention 
specifically.  The  United  Mine  Workers’  Fund 
states  that  their  fund  was  milked  by  3 per 
cent  of  the  physicians  with  whom  they  dealt. 
Three  per  cent  of  Medicare  claims  submitted 
to  your  state  office  had  to  be  adjudicated. 
All  of  the  questionable  claims  submitted  to 
the  Welfare  Department  came  from  3 per 
cent  of  our  physicians.  Are  we  to  go  on  let- 
ting 3 per  cent  of  our  membership  bring 
down  the  wrath  of  the  public  on  the  remain- 
ing 97  per  cent  of  our  ranks?  Until  the  medi- 
cal profession  is  willing  to  accept  responsi- 
bility for  disciplining  its  own  membership, 
until  we  are  willing  to  control  the  3 per  cent, 
until  we  are  willing  to  guarantee  to  the 
public  quality  medical  care  at  a cost  they 
can  afford — we  shall  continue  down  our  self- 
chosen  road  of  self-destruction.  Standing  on 
a soap-box  and  preaching  the  “virtues  of  the 
medical  profession”  won’t  help. 

License  is  privilege,  not  “right” 

The  practice  of  medicine  in  this  state  and 
in  all  other  states  is  a privilege,  not  a right. 
It  is  a privilege  granted  to  us  by  a Board  of 
Medical  Examiners,  and  by  a license  the  state 
gives  us  . . . and  can  take  away.  Unless  we 
are  willing  to  police  our  own  ranks  to  guar- 
antee medical  care  of  high  quality,  sooner  or 
later  that  same  state — or  the  federal  govern- 
ment— is  going  to  take  this  privilege  away 
from  us  and  run  the  practice  of  medicine  in 
America.  The  concept  of  living  up  to  prin- 
ciple is  not  a new  one.  In  writing  to  the 
Thessalonian  Christians,  Paul  says,  “Prove 
all  things;  hold  fast  to  what  is  good,  abstain 
from  every  form  of  evil.”  Paul,  as  usual,  is 
urging  upon  his  readers  the  cultivation  of  a 
character  that  is  absolutely  above  reproach, 
and  conduct  that  is  non-reprehensible  even 
to  the  sharpest  critic.  Remember  Esau,  in 


the  Old  Testament,  who  sold  his  birthright 
for  a mess  of  pottage?  He  lost  tomorrow  be- 
cause he  thought  only  of  meeting  the  de- 
mands of  today,  in  the  easiest  possible  way. 
Are  we  going  to  give  up  our  birthright  of 
freedom  of  practice  of  medicine,  force  the 
patient  to  give  up  his  birthright  of  freedom 
of  choice  of  physician  and  hospital — all  for 
a mess  of  pottage? 

Definition  of  success 

The  Principles  of  Medical  Ethics  of  the 
A.M.A.  gives  us  this  commission:  “The  medi- 
cal profession  should  safeguard  the  public 
and  itself  against  physicians  deficient  in 
moral  character  or  professional  competence. 
Physicians  should  observe  all  laws,  uphold 
the  diginity  and  honor  of  the  profession,  and 
accept  its  self-imposed  disciplines.  They 
should  expose,  without  hesitation,  illegal  or 
unethical  conduct  of  fellow  members  of  the 
profession.” 

We  all  strive  for  success.  As  a medical 
society,  as  physicians,  and  as  human  beings. 
The  way  isn’t  clear  or  simple.  The  choices 
we  must  make  in  life  are  often  complex. 
But  Edgar  Guest  had  a “definition  of  suc- 
cess” that  covers  the  matter  rather  well.  I 
found  this  quotation  while  going  through  a 
folder  in  my  father’s  library  after  his  death, 
and  I share  it  with  you  at  this  time: 

“He  has  achieved  success  who  has  gained 
the  respect  of  intelligent  men  and  the  love 
of  children;  who  has  filled  his  niche  and 
accomplished  his  task;  who  has  left  the 
world  better  than  he  found  it,  whether  by 
an  improved  poppy,  a perfect  poem  or  a res- 
cued soul;  who  has  never  lacked  appreciation 
of  earth’s  beauty,  or  failed  to  express  it;  who 
has  always  looked  for  the  best  in  others  and 
given  the  best  he  had;  whose  life  was  an 
inspiration;  whose  memory  was  benedic- 
tion.” • 


Occupational  Medicine  course  offered 

A two-month  course  in  Occupational  Medicine 
designed  for  physicians  engaged  in  the  practice 
of  medicine  in  industry,  full-time  or  part-time,  is 
being  offered  by  the  New  York  University  Post- 
graduate Medical  School  in  recognition  of  the  need 
for  specialized  training  in  industrial  medicine. 


Didactic  instruction  will  be  supplemented  with 
field  trips  to  industrial  plants,  to  governmental 
agencies  concerned  with  occupational  health,  and 
to  union  health  centers.  Opportunity  will  be  given 
to  attend  medical,  surgical  and  clinical-pathologic 
conferences  held  in  the  New  York  University- 
Bellevue  Medical  Center. 
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A family  outbreak  of  shigellosis* 

Mary  L.  Casey,  R.N,,  B.S.,  and  Bettie  Smith,  Hamilton,  Mont. 


Nine  members  of  a family  of  ten 
were  acutely  ill,  and  salmonella 
sonnei  was  recovered  from  the 
stools  of  four  after  antibiotic  therapy. 
Two  children  died. 

Specific  diagnostic  agglutinin 
titers  were  detected  in 
the  sera  of  the  survivors. 


Although  reports  of  shigellosis  in  the  Rocky 
Mountain  area  are  infrequent,  this  infection 
should  not  be  overlooked  as  a cause  of  severe 
dysentery  and  death,  as  illustrated  by  the 
following  report.  The  acute  illness  of  nine 
members  of  a western  Montana  family,  re- 
sulting in  two  fatalities,  presented  a problem 
in  diagnosis  and  epidemiology  to  physicians 
and  laboratory  workers. 

On  April  14,  1957,  a 31-year-old  mother 
awakened  early  and  found  that  her  2 1/2 -year- 
old  daughter  had  died  during  the  night.  An 
emergency  physician  was  called  and  on  ex- 
amination found  the  seven  remaining  chil- 
dren and  the  mother  presenting  symptoms 
of  a gastrointestinal  illness  of  varying  de- 
grees of  severity.  The  entire , family  except 
the  father  was  immediately  hospitalized. 
Table  1 shows  their  signs  and  symptoms  on 
admission. 

Treatment  on  all  hospitalized  members  of 
the  family  for  the  diarrheal-type  illness  was 
started  at  once;  intravenous  fluids,  Chloro- 


‘From  the  U.  S.  Department  of  Health,  Education  and  Welfare, 
Public  Health  Service,  National  Institutes  of  Health,  National 
Institute  of  Allergy  and  Infectious  Diseases,  Rocky  Mountain 
Laboratory,  Hamilton,  Montana. 
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mycetin,  Combiotic,  and  an  anti-diarrhetic 
mixture  of  Streptomagma,  milk  of  bismuth, 
and  paregoric  were  administered.  Results  of 
complete  blood  counts,  cephalin  flocculation 
tests,  icteric  indices,  and  urinalysis  were  non- 
contributory to  diagnosis.  At  no  time  during 
the  day  of  admission  of  these  patients  did 
any  stool  show  gross  blood.  Stools  of  one 
child  were  recorded  as  liquid,  stringy,  and 
dark  green,  but  descriptions  of  stools  from 
other  family  members  were  not  available. 

Condition  of  the  family  remained  essen- 
tially unchanged  until  evening  of  the  day  of 
admission  when  listlessness  and  glassy  eyes 
with  dilated  pupils  were  noted  in  the  8~year- 
old  girl.  At  10  p.m.  this  child  voided  involun- 
tarily, and  listlessness  was  more  conspicuous. 
Her  abdomen  was  greatly  distended.  At  11 
p.m.  she  had  a severe  generalized  convulsion, 
became  cyanotic,  and  stopped  breathing.  Arti- 
ficial respiration  and  caffeine  were  admin- 
istered, followed  by  return  of  slow,  shallow 
respiration.  Tracheotomy  was  then  performed 
and  a chest  respirator  was  applied.  Rectal 
temperature,  which  had  been  102.8  at  2 p.m., 
fell  to  93.4  at  2 a.m.  The  child  expired,  with- 
out having  regained  consciousness,  at  5:10 
p.m.  on  April  15,  32  hours  after  admission. 

A physician  and  the  senior  author 
(M.  L.  C.)  traveled  to  the  community  to  aid 
in  diagnosis  of  what  local  newspapers,  subse- 
quent to  the  second  death,  were  terming  a 
“mysterious  malady.”  Postmortem  examina- 
tion revealed  no  significant  findings,  grossly 
or  microscopically.  Specimens  of  brain,  tra- 
chea, lung,  liver,  spleen,  adrenals,  stomach, 
and  large  and  small  intestine  were  collected 
from  the  second  child  who  died  and  were 
taken  to  the  Rocky  Mountain  Laboratory  for 
testing.  Results  of  culturing  these  specimens 
were  not  significant.  Specimens  from  the 
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TABLE  1 

Signs  and  symptoms  noted  in  members  « 
of  the  family  at  the  time  of 
hospital  admission 


Age 

Sex 

Temperature 

Diarrhea 

Nausea 

Vomiting 

39 

M 

' *100°  F. 

0 

0 

0 

31 

F 

*100°  F. 

0 

0 

0 

10 

F 

101°  F. 

4- 

-t- 

+ 

9 

F 

100°  F. 

0 

0 

0 

8 

F 

CO 

O 

o 

-f- 

0 

0 

7 

M 

101°  F. 

+ 

-f 

4- 

6 

M 

99°  F. 

-t- 

-f 

-4 

4 

F 

104°  F. 

0 

0 

0 

1 

M 

104°  F. 

-f- 

0 

0 

*Oral  temperatures. 


child  who  died  at  home  were  not  obtained 
because  of  the  presence  of  embalming  fluid 
in  the  body  before  autopsy. 

Stool  samples  and  throat  swabs  were  ob- 
tained from  members  of  the  family  on  the 
second  day  of  hospitalization.  Cultures  of 
the  throat  swabs  did  not  yield  Beta-hemolytic 
streptococcus,  and  stool  samples,  when  cul- 
tured, showed  abnormal  flora,  an  evidence 


of  the  antibiotic  therapy  that  had  been  started 
the  day  before  sampling.  No  Shigella  or  Sal- 
monella were  recovered.  Initial  blood  speci- 
mens taken  April  15  did  not  agglutinate 
Shigella  antigens.  ^ 

Recovery  of  survivors  ; 

The  survivors  gradually  improved  and  all  j 
were  discharged  from  the  hospital  on  April 
29, 15  days  after  admission.  Antibiotic  therapy 
had  been  discontinued  on  April  28.  Follow-up 
specimens  including  rectal  swabs  and  blood 
samples  were  obtained.  Table  2 shows  the 
schedule  of  sampling  and  results  of  tests. 

It  is  of  interest  that  the  first  evidence  of 
Shigella  sonnei  was  found  eight  days  after  < 
the  end  of  a 15-day  period  of  antibiotic  ther- 
apy. Shigella  agglutinations  were  positive  in 
most  members  of  the  family  about  three 
weeks  after  onset  and  again  at  one  month. 
Eight  weeks  after  onset  all  stool  cultures 
were  negative,  as  were  spot  agglutinations. 
However,  tube  type  tests  continued  to  show 
the  presence  of  agglutinins. 

Interview  with  the  mother  revealed  the  ; 
following  pertinent  epidemiologic  history: 

During  the  week  preceding  acute  onset  of 


TABLE  2 

Results  of  laboratory  tests  on  specimens  collected 

Shigella  sonnei 


during  a family  outbreak  of 


Age 

Sex 

Date  of 
onset 
1957 

April 

1st 

rectal 

swab* 

1st 

blood 

samplet 

— —May  ( 
2nd 
rectal 
swab' 

2nd 

blood 

sample 

May  1‘ 

3rd 

rectal 

swab 

3rd 

blood 

sample 

June 

4th 

rectal 

swab 

4th 

blood 

sample 

39 

M 

not  ill 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

31 

F 

4/8 

Neg. 

Neg. 

Neg. 

Pos. 

Neg. 

Pos. 

Neg. 

Neg. 

10 

F 

4/12 

Neg. 

Neg. 

Pos. 

Pos. 

Pos. 

Pos. 

Neg. 

Neg. 

iS.  sonnei) 

(S.  sonnei) 

9 

F 

4/11 

Neg. 

Neg. 

Pos. 

Pos. 

Neg.  no  specimen 

Neg. 

Neg. 

(S.  sonnei) 

8 

F 

4/13 

Deceased 

7 

M 

4/13 

Neg. 

Neg. 

Neg. 

Pos. 

Neg. 

Pos. 

Neg. 

Neg. 

6 

M 

4/13 

Neg. 

Neg. 

Neg. 

Pos. 

Neg. 

Pos. 

Neg. 

Neg. 

4 

F 

4/13 

Neg. 

Neg. 

Pos. 

Pos. 

Neg. 

Pos. 

Neg. 

Neg. 

(S.  sonnei) 

2 

F 

4/14 

Deceased 

1 

M 

4/11 

Neg. 

Neg. 

Pos. 

Pos. 

Pos. 

Pos. 

Neg. 

Neg. 

<S.  sonnei) 

iS.  sonnei) 

‘For  bacteriologic  culture. 

tFor  serum  agglutination,  tests  with  Shigella  antigen  by  spot  method. 
'No  antibiotic  therapy  for  eight  days. 


i 
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illness  in  her  family,  she  had  suffered  a gas- 
trointestinal upset  with  accompanying  diar- 
rhea, nausea,  dizziness,  and  weakness.  Diar- 
rhea was  severe  on  one  day  with  bowel  move- 
ments every  half  hour.  She  stated  that  she 
did  not  feel  feverish  at  any  time  and  felt  well 
the  day  before  onset  of  illness  in  her  chil- 
dren. A history  of  nutritionally  inadequate 
diet  two  weeks  prior  to  April  14  was  non- 
contributory. Pasteurized  milk  from  a local 
dairy  was  obtained  in  gallon  glass  jars  and 
then  poured  into  an  uncovered  pitcher.  A 
sample  of  milk  was  not  available  for  test, 
since  the  supply  had  been  consumed  prior  to 
hospitalization  of  the  family.  The  water  sup- 
ply and  sewer  system  were  never  in  question 
as  both  were  city  utilities. 

Interview  with  a neighbor,  a registered 
nurse,  disclosed  that  evidences  of  bloody 
diarrhea  present  on  bed  linen  and  night  cloth- 
ing were  found  in  the  home  immediately 
after  the  family  had  been  hospitalized. 

Although  laboratory  evidence  of  S.  sonnei 
infection  in  the  two  fatal  cases  was  lacking, 
the  organism  in  the  bowel  contents  of  four 
members  of  the  family  and  of  agglutinins  in 
blood  samples  of  seven,  strongly  suggest  that 
this  organism  was  the  cause  of  death.  Sudden 
death  from  shigellosis  is  not  unknown^’  -■ 


Specimens  from  the  family  discussed  in  this 
report  were  forwarded  to  the  Communicable 
Disease  Center,  Chamblee,  Georgia,  where 
Dr.  W.  H.  Ewing  confirmed  the  presence  of 
S.  sonnei. 

The  mother’s  history  of  a diarrheal  type 
of  illness  just  prior  to  onset  of  similar  symp- 
toms in  her  children  and  presence  of  Shigella 
agglutinins  in  her  first  convalescent  blood 
specimen  would  suggest  that  she  was  the 
source  of  the  other  infections.  Efforts  to  learn 
where  she  acquired  the  infection  were  un- 
successful. 

Summary 

The  findings  presented  in  this  report  are 
significant  because  of  the  recognition  of  S. 
sonnei  as  a causative  organism  of  dysentery 
in  the  northwestern  section  of  the  United 
States  and  because  of  the  recovery  of  this 
organism  in  the  spring  of  the  year.  It  has 
been  the  general  opinion  that  S.  sonnei  causes 
a summer  illness  and  is  not  found  in  the 
Northwest.  The  medical  profession  should 
recognize  the  importance  of  adequate  anti- 
biotic therapy  in  cases  of  dysentery,  but 
should  be  aware  of  the  importance  of  obtain- 
ing stool  samples  before  therapy  in  order  to 

facilitate  diagnosis.  * references  on  46 


Acute  gastric  dilatation 

James  R.  Wheeler,  M.D.,  Greeley,  Colorado 


We  must  not  fail  to  remember  this 
dangerous  condition  in  differential 
diagnosis  of  complications  of  stress, 
either  trauma  or  disease. 


Acute  gastric  dilatation  is  a complication  of 
unknown  etiology  which  results  in  an  exces- 
sive enlargement  of  the  stomach  and  upper 
small  bowel  with  fluid  and  gas.  It  has  also 
been  called  gastromesenteric  ileus^,  cast  syn- 


drome^ acute  duodenal  ileus^  and  acute 
hemorrhagic  gastrorrhea®.  It  was  first  de- 
scribed before  the  turn  of  the  century  and 
many  reports  were  written  until  Borchgrev- 
ink’s^  classical  review  in  1913.  Little  mention 
was  then  made  until  about  1950  when  isolated 
case  reports  began  appearing  in  the  litera- 
ture. The  mortality  rate  has  changed  little 
over  the  years  although  the  more  recent  use 
of  the  naso-gastric  tube  and  intravenous  fluid 
and  electrolyte  therapy  has  reduced  the  inci- 
dence of  acute  gastric  dilatation.  I would  like 
to  discuss  some  of  the  important  points  in  the 
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recognition,  progression  and  therapy  of  this 
dangerous  complication. 

Acute  gastric  dilatation  may  occur  as  a 
complication  of  nearly  any  form  of  stress,  be 
it  surgery,  trauma  or  medical  disease.  It  is 
most  frequently  seen  after  relatively  minor 
surgical  procedures  though  it  may  occur  as 
the  terminal  event  in  many  older  patients 
with  severe  geriatric  problems.  Acute  gastric 
dilatation  has  even  complicated  mental 
stress^.  Gastric  distention  caused  by  positive 
pressure  anesthesia  and  a partially  obstructed 
airway  may  result  in  acute  gastric  dilatation. 

Recognition 

Clinically  acute  gastric  dilatation  is  not 
hard  to  recognize,  but  the  most  important 
thing,  of  course,  is  to  think  of  the  diagnosis. 
It  usually  occurs  12  to  72  hours  after  surgery 
or  injury.  The  patient  will  complain  of 
nausea,  epigastric  fullness,  and  often  an  in- 
satiable thirst.  Usually  there  is  no  pain.  Vom- 
iting is  a late  manifestation  and  when  it 
occurs  it  is  effortless  and  involuntary,  re- 
sembling regurgitation.  The  vomitus  is  usual- 
ly black  and  will  therefore  suggest  massive 
hemorrhage  especially  since  the  patient  is 
often  in  shock.  Chemical  analysis  shows  that 
the  black  sediment  is  altered  blood,  but  that 
it  is  only  a small  part  of  the  total  volumeh 
Actually  the  hemoglobin  and  hematocrit  rise 
with  acute  gastric  dilatation. 

Physical  examination  in  the  early  stages 
reveals  abdominal  distention  confined  to  the 
epigastrium  and  peristalsis  will  usually  be 
heard.  There  is  no  abdominal  tenderness  until 
the  abdominal  wall  is  stretched  to  the  point 
that  board-like  rigidity  develops.  As  the  dila- 
tation progresses,  the  lower  edge  of  the  stom- 
ach will  extend  to  the  pubic  symphysis.  With 
the  marked  accumulation  of  fluid  in  the  stom- 
ach it  is  possible  to  elicit  a fluid  wave  which 
may  be  confused  with  ascites.  Frequently  a 
succession  splash  may  be  heard.  In  the  pre- 
terminal phase  the  patient  will  lapse  into 
coma,  no  blood  pressure  can  be  obtained  and 
the  pulse  is  fast  and  thready. 

X-rays  of  the  abdomen  will  confirm  the 
diagnosis.  A scout  film  of  the  abdomen  will 
often  show  the  outline  of  the  greater  curva- 
ture of  the  stomach  (Fig.  1).  More  diagnostic, 
however,  is  to  demonstrate  an  air-fluid  level 


by  means  of  an  upright  film  or  a lateral 
decubitus  film  of  the  abdomen. 

Progression 

Untreated,  the  process  progresses  rapidly 
and  unrelentlessly  to  a fatal  termination. 
There  are  several  things  that  contribute  to 
this  progression.  Because  of  the  extreme  dila- 
tation of  the  stomach  and  the  fixation  of  the 
esophageal  hiatus  a U-shaped  angulation  oc- 
curs at  the  cardia.  Thus  passage  of  a naso- 
gastric tube  becomes  more  and  more  difficult. 
The  dilatation  of  the  stomach  also  pushes  the 
small  bowel  into  the  pelvis  thus  drawing  the 
superior  mesenteric  vessels  taut  over  the 
third  portion  of  the  duodenum  and  obstruct- 
ing it.  Under  conditions  of  stress  most  people 
become  aerophagic  and  this  causes  even  more 
distention  of  the  stomach.  Lastly  the  outpour- 
ing of  fluids  and  electrolyte  from  the  stomach 
and  duodenum  increases  three  to  four  fold- 
over  normal  and  may  approach  800  ml.  per 
hour.  With  this  rapid  depletion  of  circulating 
blood  volume  it  is  readily  understandable 
that  many  of  these  patients  rapidly  go  into 
circulatory  collapse. 
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Therapy 

The  simplest  form  of  therapy  is  preven- 
tive and  thus  the  more  frequent  use  of  a naso- 
gastric tube  has  greatly  reduced  the  inci- 
dence of  this  complication.  Intubation  of  the 
stomach  should  be  done  at  the  slightest  sus- 
picion of  its  occurrence  since  the  progression 
of  the  U-shaped  angulation  may  make  it 
impossible  to  pass  a naso-gastric  tube  into 
the  stomach.  It  is  possible  to  pass  the  tube 
to  the  lower  end  of  the  esophagus  and  be- 
cause of  the  nearly  constant  regurgitation  of 
fluid  from  the  stomach  to  mistakenly  believe 
that  the  intubation  has  been  adequate.  A 
surer  sign  of  proper  decompression  is  a long 
rush  of  air  from  the  naso-gastric  tube  the 
moment  that  it  enters  the  stomach. 

Fluid  and  electrolyte  replacement  must 
be  massive  from  the  beginning  of  treatment. 
Adequate  potassium  and  chloride  must  be 
given  because  of  their  dominance  in  gastric 
secretions.  Starr®  has  suggested  that  large 
doses  of  potassium  be  given  orally  after  re- 
lief of  the  distention  and  before  resumption 
of  oral  feedings. 


Surgical  therapy  is  not  indicated  in  acute 
gastric  dilatation  except  to  decompress  the 
stomach  to  the  point  where  a naso-gastric 
tube  can  be  passed.  Since  surgery  increases 
the  mortality  it  should  not  be  undertaken 
unless  it  is  found  impossible  to  pass  a tube 
by  any  other  means. 

Summary 

Acute  gastric  dilatation,  of  unknown  eti- 
ology, is  a rare  complication  with  a high  mor- 
tality rate  occurring  with  nearly  any  under- 
lying cause.  However,  early  recognition  com- 
bined with  adequate  decompression  and  ade- 
quate fluid  and  electrolyte  therapy  simplifies 
treatment  and  drastically  lowers  the  mor- 
tality rate.  • 
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Ventricular  aneurysm  with  calcification 


Gerald  O.  Laxson,  M.D.*,  Sheridan,  Wyoming 


Eight  cms.  in  diameter  and 
one-quarter  cm.  thick,  this  rock-like 
bulge  ivas  compatible  ivith  life  for 
over  sixteen  months. 


This  case  of  arteriosclerotic  heart  disease 
with  bundle  branch  block,  cardiac  enlarge- 
ment, and  left  ventricular  aneurysm  with 
calcification  is  reported  because  of  the  large 
area  of  heart  that  was  completely  calcified. 


’Director,  Professional  Services,  U.  S.  Veterans  Hospital, 
Sheridan,  Wyoming. 
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CASE  REPORT 

This  73-year-old  white  male  was  admitted  as 
a mental  patient  on  February  2,  1955,  with  a 
history  of  having  been  treated  as  a cardiac  patient 
for  at  least  one  year.  His  mental  condition  was 
now  such  as  to  require  hospitalization  in  a mental 
hospital. 

Previous  findings,  confirmed  here,  revealed  an 
elderly,  pale,  underweight,  white  male  too  con- 
fused to  give  a history.  Since  his  mental  disease 
has  no  special  interest  we  will  concern  our  report 
with  his  physical  condition.  Head  and  neck  were 
essentially  normal.  Chest  was  thin  and  symmetri- 
cal, lungs  clear  and  resonant,  blood  pressure 
112/70,  pulse  60  and  regular.  Patient  had  been 
placed  on  digitalis  several  weeks  before.  Heart 
sounds  were  of  fair  quality  but  showed  a faint 
to-and-fro  aortic  murmur  and  a faint  systolic 
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mitral  murmur.  Abdomen  was  soft  and  there  was 
a palpable  non-tender  liver.  There  was  a post- 
operative scar  in  the  upper  abdomen  running  from 
the  tip  of  the  sternum  obliquely  to  the  right  and 
down.  There  were  bilateral  healed  herniorrhaphy 
scars.  Prostate  was  two  plus  enlarged  and  benign. 
Extremities  had  normal  range  of  joint  motion  and 
senile  muscular  wasting.  Peripheral  pulsations  were 
fair;  vessels  were  sclerotic.  There  was  a question- 
able positive  left  Babinski  and  mild  non-sustained 
ankle  clonus  on  the  left;  ankle  and  knee  jerks 
were  not  obtained  on  the  left.  Examination  was 
hampered  by  patient’s  mental  condition. 

Laboratory  studies  included  a normal  urin- 
alysis, negative  serology,  normal  blood  count, 
urea  nitrogen  of  12  mg.  and  a fasting  glucose  of 
130  mg.  Chest  x-ray  (Fig.  1)  revealed  pleural 
thickening  over  the  left  base,  transverse  enlarge- 
ment of  the  cardiac  shadow  particularly  on  the 
left  with  dense  calcifications  in  the  pericardium 
over  the  lateral  border  of  the  left  ventricle.  Radio- 
logic  interpretation  of  this  was  as  follows:  “There 
appears  to  be  gross  dense  calcification  in  the  peri- 
cardium over  the  lateral  border  of  the  left  ven- 
tricle.” 

During  his  stay  in  the  hospital  for  15  months 
he  deteriorated  both  physically  and  mentally. 
His  first  major  difficulty  arose  ten  days  after 
admission  when  he  became  decompensated.  He 
was  maintained  on  a border  line  compensation 
for  a year  during  which  time  he  was  most  unco- 
operative. On  April  5,  1956,  he  developed  diarrhea 


which  was  checked  without  difficulty,  but  he 
seemed  to  lose  ground.  On  April  9,  1956,  systolic 
blood  pressure  was  98.  The  EKG  on  this  date 
showed  additional  myocardial  changes  and  patient 
was  placed  on  the  seriously  ill  list.  He  remained 
in  a precarious  state  without  elevation  of  tempera- 
ture until  he  expired  suddenly  on  April  28,  1956. 

Postmortem  findings  of  interest 

The  heart  was  hypertrophied,  weighing 
850  gms.  The  heart  was  tied  down  by  massive 
pericardial  adhesions  involving  the  entire 
visceral  and  parietal  layers  anteriorly  and 
over  the  apex.  Approximately  60  cc.  of  peri- 
cardial fluid  was  present  posteriorly.  There 
was  a large  calcified  bulging  resembling  an 
aneurysm,  approximately  8 cm.  in  diameter 
involving  the  apex  of  the  left  ventricle, 
which  extended  into  the  intraventricular 
septum  with  no  normal  appearing  myocar- 
dium over  the  area.  The  walls  were  approxi- 
mately 1/4  cm.  in  thickness  and  completely 
calcified,  hard  and  rock-like  to  palpation. 
(This  is  illustrated  in  Fig.  2 by  placing  a 
light  within  the  heart  and  letting  it  shine 
through  the  calcified  area.)  There  were  mas- 
sive old  adhesions  over  the  bulging  left  ven- 
tricle and  adhesions  posteriorly  over  the 


Fig.  1.  X-ray  of  chest.  Note  extensive  calcification 
in  the  region  of  the  apex.  This  was  erroneously 
diagnosed  as  calcified  pericardium. 


Fig.  2.  Photograph  taken  with  light  shining  through 
calcified  aneurysm  of  left  ventricle. 
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right  auricle,  firmly  adhering  the  visceral 
and  parietal  pericardial  layers.  Coronary  ves- 
sels appeared  patent.  There  was  minimal 
atherosclerosis  of  the  ascending  aorta.  All 
valve  cusps  appeared  essentially  normal. 

Summary 

This  case  is  presented  because  it  demon- 


strates the  ability  of  the  heart  to  function 
though  a large  part  of  it  is  non-functional, 
in  this  case,  calcified.  This  man  lived  with  a 
calcified  aneurysm  for  16  months  after  it 
was  first  demonstrated  though  not  correctly 
diagnosed.  It  is  safe  to  assume  that  it  must 
have  existed  for  months  or  years  before  it 
was  first  x-rayed.  • 


Current  concepts  of 
bacterial  susceptibility  and  immunity* 

Chester  S.  Keefer,  M.D.,  Boston,  Massachusetts 


Virulence  of  the  organism  and 
susceptibility  of  the  host  are 
still  basic  factors  in  development 
of  disease  in  man.  Here  is  a 
digest  of  currently  available 
facts  on  infections. 


In  the  autumn  of  1918  (40  years  ago) , a new 
disease  hit  the  world  with  great  force.  In  our 
country,  the  abrupt  appearance  of  a pros- 
trating, febrile  illness  during  the  last  week 
in  August  of  1918,  among  members  of  the 
armed  forces  housed  in  Commonwealth  Pier 
in  Boston,  marked  the  beginning  of  a pan- 
demic of  influenza.  The  disease  raged  for  a 
period  of  six  to  eight  weeks  before  it  waned, 
but  during  that  period  it  is  estimated  that 
20  million  came  down  with  the  disease  in 
the  United  States.  One  million  developed 
pneumonia  and  of  those  developing  pneu- 
monia, 50  per  cent  died.  In  the  United  States 
alone,  one  out  of  every  200  persons  living  at 
the  time  died.  The  patients  who  died  were 
often  young  people  in  the  prime  of  life  and 


♦Read  before  the  Regional  Meeting  lUtah-Idaho)  of  The 
American  College  of  Physicians,  September  27,  1958,  Sun 
Valley,  Idaho. 
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in  excellent  health  prior  to  the  onset  of  the 
illness.  In  this  respect,  the  pandemic  differed 
from  other  outbreaks  of  influenza  in  which 
high  fatality  rates  occurred  in  the  infants  and 
the  elderly. 

Moreover,  death  was  caused  by  an  infec- 
tion due  to  an  unknown  agent  and  bacteria, 
usually  the  pneumococcus  or  the  hemolytic 
streptococcus,  but  the  staphylococcus  and 
even  the  meningococcus  were  implicated. 
This  cataclysm  of  disease  and  death  left  a 
stunned  world.  In  the  United  States  and  else- 
where it  set  in  motion  a program  of  research 
and  inquiry  concerning  respiratory  infections 
which  has  increased  in  momentum  and  con- 
tinues today. 

This  naturally  occurring  infection  with 
its  high  mortality  is  not  usual,  nor  does  it 
represent  the  common  or  the  significant  mi- 
crobial diseases  in  our  communities  in  inter- 
pandemic periods. 

W hat  causes  new  disease? 

Such  experiences,  however,  raise  many 
questions.  The  best  explanation  we  have  for 
the  sudden  appearance  of  a new  disease  like 
pandemic  influenza  is  that  a mutant  strain 
occurs  in  the  population  and  it  spreads  with 
amazing  rapidity  and  strikes  with  great  force. 
The  widespread  occurrence  of  such  diseases 
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following  infection  may  be  due  to  the  lack 
of  previous  experience  with  such  a mutant 
so  that  the  normal  defense  mechanisms  fail. 
What  these  precise  mechanisms  are  cannot 
be  stated.  However,  it  should  be  pointed  out 
that  not  everyone  who  was  exposed  and  un- 
doubtedly infected,  came  down  with  the  dis- 
ease. These  problems  in  host  susceptibility 
and  host  resistance  need  intensive  study. 

Last  year,  a new  mutant  strain  of  influ- 
enza virus  appeared  in  the  United  States.  It 
was  called  the  Asian  strain.  Vaccine  was 
prepared  and  given  to  a large  number  of 
people  in  the  population.  There  is  some  evi- 
dence that  raising  the  anti-viral  immunity  in 
such  a population  decreased  the  incidence  of 
the  disease.  This  is  one  way  in  which  we 
attempt  to  improve  the  host’s  ability  to  pre- 
vent disease  following  infection.  I would  like 
to  comment  on  some  of  the  current  concepts 
concerning  host  susceptibility  and  immunity. 

Host  susceptibility 

What  are  the  factors  concerned  with  the 
progress  from  infection  to  disease?  Microbes 
are  widely  disseminated  in  nature.  They 
enter  man  in  large  numbers  and  in  great 
variety  from  birth  to  death.  They  often  live 
in  peaceful  coexistence  with  us,  but  this  state 
of  infection  (carrier  state,  dormant  state, 
etc.)  may,  on  occasions,  lead  to  disease  and 
produce  a pathologic  condition.  Microbial 
disease  is  one  of  the  inevitable  consequences 
of  life  in  a world  where  nothing  is  stable. 
The  major  question  is,  what  are  the  factors 
which  undermine  the  resistances  of  the  body 
and  therefore  make  us  susceptible  to  disease? 
We  take  infection  or  spread  of  bacteria  and 
viruses  for  granted.  It  is  what  happens  after 
infection  that  m.atters.  In  short,  host  sus- 
ceptibility to  disease  depends  in  part  upon 
the  defenses  of  the  host  and  in  part  upon 
virulence  of  the  parasite. 

Host  factors  and  resistance 

I have  said  that  infection  is  the  rule  and 
disease  the  exception.  There  are  many  fac- 
tors of  a general  nature  that  are  often  diffi- 
cult to  measure  quantitatively  that  indicate 
a changing  and  fluctuating  susceptibility  to 
disease  following  infection  or  invasion  of 
microbes  and  this  is  often  related  to  severity 
of  disease  as  assessed  by  mortality.  Such 


general  factors  as  age,  sex,  pregnancy,  nutri- 
tional state,  environment,  and  the  presence 
or  absence  of  non-infectious  diseases  are  a 
few  elements  to  consider. 

For  example,  we  know  that  a disease  like 
pneumococcic  pneumonia  is  more  severe  in 
infants  under  2 years  of  age  and  adults  over 
40.  It  is  also  more  severe  in  women  who 
are  pregnant,  and  in  men  and  women  who 
use  alcohol  to  excess,  and  who  are  in  a poor 
general  nutritional  state.  Patients  with  ne- 
phrosis are  more  susceptible  to  pneumococcic 
infection.  So  all  of  the  general  host  factors 
are  important  in  relating  infection  to  disease 
or  infection  to  susceptibility  of  disease  and 
they  give  us  leads  that  may  help  us  investi- 
gate these  problems.  We  do  not  know  why 
these  factors  make  the  host  more  susceptible 
and  what  breaks  down  the  barriers  when 
infection  produces  disease. 

Virulence  and  immune  reactions 

Let  us  look  at  the  subject  of  bacterial 
virulence  and  immune  reactions.  Pathogenic 
microorganisms  vary  greatly  in  their  capac- 
ity to  invade  tissues  and  produce  disease. 
This  is  thought  to  be  related  in  some  in- 
stances, at  least,  to  the  larger  number  of  their 
cellular  constituents  and  products  which  are 
elaborated  during  their  growth  and  repro- 
duction, and  their  capacity  to  destroy  and 
poison  tissue.  Using  the  staphylococcus  as  an 
example,  it  is  recognized  that  the  strains  of 
staphylococci  that  are  isolated  from  patients 
with  disease  produce  golden  pigment,  coagu- 
lase,  hyaluronidase,  leukocidin,  hemolysin, 
lethal  factor,  complicated  carbohydrates  and 
proteins  in  vitro  but  it  is  not  clear  that  any 
of  these  products  per  se  play  a determinant 
part  in  the  ability  of  the  staphylococci  to 
establish  themselves  in  the  tissues  and  cause 
disease.  To  use  a cliche — this  is  an  area  for 
further  investigation. 

One  of  the  perplexing  problems  in  the 
understanding  of  the  virulence  of  staphylo- 
cocci is  concerned  with  the  rapid  change  in 
their  properties  as  they  are  influenced  by 
physiochemical  factors  of  the  environment. 
These  factors  lead  to  development  of  mutant 
forms  and  they  become  manifest  when  some 
change  in  the  environment  in  vitro  and  in 
vivo — such  as  exposure  to  antibiotics — gives 
selective  advantage  to  mutant  forms.  Thus 
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mutant  organisms  are  often  different  in  their 
characteristics  from  their  parents  and  those 
responsible  for  the  original  disease.  A culture 
recovered  from  an  abscess  may  have  lost 
temporarily  some  of  the  properties  that  had 
first  endowed  it  with  its  invasive  power.  So 
organisms  may  change  once  they  enter  the 
body. 

Persisters 

One  of  the  curious  features  about  bacteria 
and  the  host  is  that  a certain  number  of 
microorganisms  may  persist  in  the  tissues  in 
a dormant  stage  following  disease,  for  an 
indeterminate  period  of  time.  (Tuberculosis 
is  an  example.)  In  some  cases  these  persisters 
may  be  aroused  and  resume  multiplication 
and  cause  disease — often  known  as  a relapse 
or  a recurrence.  The  staphylococcus  is  a com- 
mon persister  in  vivo  and  in  vitro  even  when 
it  is  exposed  to  chemotherapeutic  agents  to 
which  it  is  susceptible.  It  is  postulated  that 
these  persisters  may  be  in  a semi-dormant  or 
resting  metabolic  phase  and  in  this  stage  are 
able  to  resist  chemical  agents.  They  become 
susceptible  again  during  their  period  of 
growth  phase.  Some  of  these  persisters  may 
become  degraded  to  another  form. 

We  know  that  in  experimental  animals 
infected  with  staphylococci  some  organisms 
persist  for  long  periods  of  time  in  spite  of 
the  fact  that  the  normal  clearing  mechanism 
has  destroyed  most  of  the  organisms  given 
with  the  infecting  dose  within  two  hours. 
What  is  the  nature  of  the  environment,  intra- 
and  extra-cellular,  that  permits  these  organ- 
isms to  persist  in  the  tissues  in  a dormant 
state  and  protects  them  against  chemicals 
and  other  host  defense  mechanisms?  These 
are  facts  that  we  need  to  know  if  we  are  to 
understand  and  control  infections  in  the  fu- 
ture. 

Naked  viruses 

There  is  another  subject  we  will  be  hear- 
ing more  about  in  the  future.  That  is  the  role 
of  the  “naked  viruses”  and  the  “protoplasts” 
of  bacteria — ghosts  or  bacteriophages.  These 
are  chemically  changed  microbes  or  viruses, 
incapable  in  their  changed  form  of  causing 
disease  but  capable  of  existing  as  a substrate 
for  the  formation  of  a complete,  full-dressed 
microbe  capable  of  producing  disease. 


It  is  known,  for  example,  that  the  nucleic 
acid  of  some  viruses  is  infective  and  does  not 
produce  the  disease.  It  exists  in  tissues  with- 
out causing  destruction.  But  when  a change 
takes  place  so  that  the  nucleic  acid  joins  with 
the  other  ingredients  of  the  lethal  virus,  then 
it  is  capable  of  reproduction  and  producing 
disease.  The  question  here  is,  what  is  it  that 
excites  or  evokes  activity  in  these  dormant 
pathogens,  or  what  alters  our  margin  of 
safety?  We  all  live  on  the  brink  of  disease. 

“Protoplasts”  of  bacteria  are  bacteria 
without  a cell  wall.  When  a wall  is  built 
around  the  center,  it  is  a complete  bacterium 
capable  of  producing  disease.  A “protoplast” 
is  an  incomplete  organism  incapable  of  caus- 
ing disease  until  it  is  dressed  up  in  its  best 
clothes. 

Finally,  there  are  essentially  whole  bac- 
teria called  persisters  which  remain  dormant. 
The  question  here  is,  what  are  the  trigger 
mechanisms  that  evoke  these  infective  forms 
of  life  into  activity?  Is  it  a change  in  the  at- 
tacking or  offensive  forces  of  the  microbial 
army  or  is  it  a crumbling  Maginot  Line  of 
body  defenses?  Perhaps  it  is  a combination 
of  the  two. 

The  recent  announcement  of  the  synthesis 
of  D.N.A.  (desoxynucleic  acid) , the  substance 
which  carries  the  hereditary  characteristics 
of  cells,  is  a great  advance.  When  Avery, 
McCarthy  and  McLeod  demonstrated  that 
the  simultaneous  injection  of  avirulent  non- 
encapsulated  pneumococci  and  the  killed 
“protoplasts”  of  virulent  pneumococci  were 
injected  into  mice,  they  died  with  pneumonia 
caused  by  pneumococci  of  the  type  character- 
ized by  the  virulent  pneumococci.  Moreover, 
this  characteristic  of  virulence  and  encapsu- 
lation was  carried  on  by  new  generations. 
It  was  shown  further  that  the  important  sub- 
stance in  this  transformation  was  D.N.A. 

The  non-encapsulated  and  hence  harmless 
pneumococcus  could  be  made  to  acquire  a 
capsule  and  become  virulent  when  chemicals 
were  present  which  could  be  synthesized  into 
a different  organism. 

Bacterial  susceptibility  to  antibiotics 

One  development  that  has  brought  staphy- 
lococcic infections  into  prominence  is  “anti- 
biotic failure”  in  treatment.  Approached  from 
the  point  of  view  of  susceptibility  of  staphy- 
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lococci  to  antibiotics,  we  can  say  that  the 
staphylococci  represent  a large  family  of 
organisms  which  has  members  capable  of 
resisting  their  survival  to  various  antibiotics. 
Some  are  killed  by  penicillin,  others  by  broad- 
spectrum  antibiotics,  still  others  by  novobio- 
cin, and  so  it  goes  down  the  line.  How  to 
prevent  or  at  least  control  the  mutant  or 
persistent  strains  of  staphylococci  that  cause 
disease,  and  how  to  treat  these  diseases  re- 
mains an  important  problem  for  solution. 
There  is  no  antibiotic,  and  it  is  unlikely  that 
there  will  be  an  antibiotic,  that  will  solve  all 
of  the  problems  of  staphylococcic  infection 
and  disease.  We  need  to  know  more  about 
the  organism  and  more  about  the  host. 

Host  susceptibility  to  staphylococci 

What  are  some  of  the  factors  in  host  sus- 
ceptibility to  staphylococcic  infections?  This 
question  is  vital  and  there  are  no  complete 
answers.  In  the  first  place,  if  we  take  a broad 
look  at  the  problem  and  a deep  look  at  the 
patient  who  develops  staphylococcic  disease, 
we  find  the  following  long  list.  That  is,  who 
are  the  candidates  for  staphylococcic  infec- 
tion? Many  are  those  who  have  a rupture  or 
breakdown  of  the  normal  defense  mechan- 
ism: 

(a)  Break  in  the  skin — Wounds,  opera- 
tions, needle  punctures,  intravenous  drugs, 
bone  marrow  aspirations,  cracks  in  lactating 
nipples,  impetigo,  lumbar  puncture. 

(b)  Drugs  that  alter  tissue  responses — 
ACTH,  cortisone,  broad  spectrum  antibiotics, 
drug  allergy,  leukopenic  producing  drugs. 

tc)  Instruments  — Catheters,  intranasal 
tubes. 

(d)  Anesthesia  and  prolonged  operations. 

(e)  X-ray  therapy — Total  body  radiation. 

(f ) Other  non-inf ectious  diseases  — Leu- 
kemia, agammaglobulinemia,  liver  disease, 
nephrosis,  malnutrition,  stress  (boils),  dia- 
betes and  ketosis,  serum  sickness,  chronic 
pulmonary  diseases,  arteriosclerosis,  periph- 
eral vascular  diseases. 

In  any  consideration  of  the  staphylococcal 
problem,  it  is  well  to  remember  that  many 
of  our  hospitalized  patients  today  are  less 
able  to  cope  with  staphylococci  than  former- 
ly. They  are  older,  they  have  multiple  dis- 
eases, and  we  do  necessary  things  in  treat- 
ment for  them  that  may  break  down  their 


resistance.  The  point  here  is  to  review  and 
intensify  our  aseptic  practices. 

Increasing  body  defenses 

Next,  we  need  more  research  on  the  sub- 
ject of  finding  means  for  increasing  body 
defenses  against  the  staphylococcus.  This 
means  discovering  what  determines  the  in- 
vasiveness of  certain  staphylococci,  how  man 
manages  to  live  in  peaceful  coexistence  with 
them  and  how  to  improve  his  defenses — 
antitoxins,  antibacterial  substances,  vaccines, 
chemotherapy. 

Some  progress  is  being  made  by  Dubois 
and  others  in  studying  the  host  factors  ex- 
perimentally which  may  decrease  the  resist- 
ance to  staphylococcic  infections  in  animals. 
Such  factors  as  nutritional  and  metabolic  dis- 
turbances, acute  starvation,  uncontrolled  dia- 
betes, von  Gierkes’  disease,  bacterial  tox- 
emias, subclinical  allergic  reactions,  changes 
in  vascular  bed,  changes  in  biochemical  en- 
vironment prevailing  at  the  site  of  infection 
and  in  the  inflammatory  response  are  all 
important.  This  will  be  the  war  of  the  future. 

Activating  dormant  disease 

One  of  the  problems  of  the  experimental 
biologist  has  been  to  develop  an  understand- 
ing of  how  to  evoke  activity  in  dormant 
pathogenic  infections.  Some  procedures  are 
well  known.  For  example,  it  is  known  that 
latent  bartonella  infestation  in  rats  or  latent 
malaria  in  man  may  become  active  following 
splenectomy  and  it  is  known  that  splenec- 
tomy in  children  for  congenital  hemolytic 
jaundice  makes  them  more  susceptible  to 
pneumococcic  infections. 

Mucormycosis  of  rabbits  remains  latent 
and  dormant  and  fails  to  cause  disease  until 
they  are  rendered  diabetic  with  alloxan. 
Then,  they  develop  a generalized  disease. 
Here  it  is  not  the  hyperglycemia  of  diabetes 
but  the  ketosis  that  is  responsible.  We  know 
that  pseudotuberculosis  in  rodents  can  be- 
come active  following  cortisone  and  vitamin 
deficiencies  and  tuberculosis  and  dysentery 
in  monkeys  becomes  a problem  when  the 
animals  are  kept  on  restricted  diets  or  under 
bad  sanitary  conditions. 

P.V.M.  viruses  in  mice  are  activated  by 
instillation  of  serum  intranasally,  and  influ- 
enza virus  infections  spread  to  the  lungs  of 
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ferrets  after  anesthesia.  Latent  herpes  sim- 
plex virus  can  be  activated  in  man  by  a num- 
ber of  environmental  factors.  Psittacosis  and 
ornithosis  breaks  out  in  birds  when  kept 
under  poor  sanitary  conditions  when  they 
carry  the  virus. 

Clues  to  folloiv 

These  examples  are  well  documented.  We 
are  beginning  to  learn  more  and  more  about 
these  variables.  One  area  that  is  being  ex- 
plored is  the  organic  acids  in  tissues  which 
exert  a manifold  effect  on  antimicrobial  ac- 
tivity of  tissues. 

For  example,  derangements  of  glucose- 
lactic  acid  metabolism  are  important.  Phago- 
cytes utilize  glycogen  in  phagocytosis.  De- 
rangements of  glycogen  metabolism  are  im- 
portant in  the  infectious  process.  Repair  of 
wounds  is  related  to  nutrition  in  man  and 
animals.  There  is  a need  for  ascorbic  acid,  an 
adequate  intake  of  amino  acids.  Also,  the 
walling  off  of  processes  of  infection  is  im- 
portant because  the  breakdown  of  tissue  ac- 
companying increased  proteolytic  activity  in- 
creases susceptibility  to  the  infectious  proc- 
esses. 

All  of  these  unrelated  factors  influence 
disease  so  that  epidemiology  or  occurrence 
of  disease  cannot  be  explained  solely  upon 
epidemiology  of  infection  vs.  epidemiology 
of  disease.  What  changes  conditions  of  a 
healthy  life  into  one  of  disease?  What  acti- 
vates a dormant  infection?  What,  aside  from 
the  microbes,  produces  disease  or  transfers 
infection  into  disease? 

Microbial  immunity 

It  is  known  that  the  tissues  of  the  body 
respond  to  the  invasion  of  microbes  in  va- 
rious ways  to  destroy  these  foreign  invaders 
or  to  keep  them  under  control.  The  clearing 
mechanism  for  bacteria  is  a complicated  one. 
Chemicals  on  the  skin  and  mucous  mem- 
branes remove  or  destroy  bacteria  or  prevent 
them  from  growing.  The  reticuloendothelial 
cells  and  the  circulating  phagocytes  ingest 
microbes  and  destroy  them  or  keep  them  in 
control.  The  tissues  respond  by  encapsulat- 
ing bacteria  in  fibrous  cells.  Such  substances 
as  properidin  and  other  chemicals  that  can 
cause  lysis  of  bacteria  are  present  in  all  of  us. 
Then,  there  are  specific  antibodies  such  as 


antitoxins,  antibacterial  globulins,  that  play 
an  important  role. 

But  the  real  point  here  is  that  we  are 
beginning  to  appreciate  that  while  specific 
microbial  immunity  is  important  in  limiting 
disease  and  in  aiding  in  the  prevention  of 
disease,  disturbances  in  the  specific  immune 
process  do  not  account  for  activation  of  latent 
infection.  We  are  beginning  to  appreciate 
that  the  factors  which  activate  infections 
operate  through  certain  common  pathways 
and  a most  important  one  is  derangement  of 
tissue  and  cellular  metabolism  and  the 
changes  in  the  organic  acids  that  follow  these 
derangements.  Here  is  one  of  the  important 
areas  for  research  in  the  future,  obviously 
the  most  difficult  but  the  most  rewarding. 

Now,  if  we  return  to  the  question  of  bac- 
terial immunity  against  the  staphylococcus, 
we  can  say  that  little  is  known  about  ac- 
quired protective  immunity  to  the  staphylo- 
coccus. Antitoxic  immunity  is  suggested  by 
experimental  work;  antibacterial  immunity 
is  not  too  well  understood.  There  is  sugges- 
tive evidence  that  intracellular  destruction 
of  organisms  is  important.  What  we  need  is 
to  identify  the  products  of  staphylococci  that 
are  responsible  for  their  ability  to  establish 
infection  and  cause  lethal  damage  and  utilize 
these  as  immunizing  agents. 

The  future 

To  make  progress  in  the  future,  we  need 
to  know  more  about  the  determinants  of  host 
susceptibility  and  bacterial  virulence.  We 
need  to  know  more  about  reactions  of  im- 
munity in  man. 

There  is  no  hope  at  present  that  the 
staphylococcic  problem  will  be  solved  by  the 
discovery  of  a new  antibiotic.  We  need  to 
stress  “aseptic  technic.”  We  need  to  avoid 
all  means  of  reducing  the  bodily  defenses 
whenever  possible  and  to  restore  them  when 
they  have  been  reduced.  We  need  more  in- 
formation about  the  mechanism  of  disease 
development  following  infection.  In  short, 
we  need  to  know  more  about  host  resistance 
and  staphylococcic  immunity. 

Finally,  in  the  future  war  against  the 
microbes,  more  emphasis  will  be  placed  upon 
the  study  of  ecology.  That  is,  the  total  in- 
ternal and  external  environment  and  its  rela- 
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tion  to  disease — the  factors  of  emotional  stress 
and  strain,  changes  in  climate,  changes  in 
environment  and  food.  The  factors  of  endo- 
crine and  nitrogen  balance,  sanitation,  vac- 
cination and  chemotherapy  are  all  part  of 
the  conditions  of  a healthy  life. 

By  the  broad  study  of  ecology,  i.e.,  man 
and  his  environment,  it  does  not  seem  too 
much  to  hope  that  increased  knowledge  con- 
cerning what  converts  infection  into  overt 


disease  will  help  us  achieve  more  frequently 
and  more  readily  a state  of  peaceful  coexist- 
ence with  potential  enemies  that  are  an  in- 
escapable part  of  ecologic  environment. 

By  relating  the  activation  of  microbial 
disease  to  biochemical  and  physiologic  dis- 
turbances, as  related  to  the  host,  under  such 
unrelated  factors  as  emotional  stress,  starva- 
tion and  x-radiation,  then  we  will  develop  a 
better  understanding  of  disease.  • 


Smart  drivers  use  seat  belts 


Because  they  reduce  mjuries 
by  more  than  half  . . . 
because  they  save  lives. 


Careful  driving  comes  first.  Seat  belts  are 
important  personal  protection  equipment. 
Like  the  hard  hats,  safety  glasses  and  hard- 
toe  shoes  used  in  industry,  seat  belts  help 
decrease  the  severity  of  accidental  injury  or 
prevent  injury  when  accidents  occur.  But 
seat  belts  are  certainly  no  substitute  for  care- 
ful driving. 

The  quick  and  the  dead 

There  is  an  important  difference  between 
the  two,  and  very  often  what  makes  the  dif- 
ference is  a seat  belt.  The  findings  of  Cornell 
University’s  Automotive  Crash  Injury  Re- 


*Reprinted  from  Traffic  Safetj’^  Magazine,  published  by  the 
National  Safety  Council. 
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search  confirm  this.  Two  groups  of  accidents 
were  compared.  The  accidents  were  selected 
to  make  them  as  identical  as  possible  in  all 
respects,  except  that  the  passengers  in  one 
group  wore  safety  belts.  In  the  group  without 
belts,  the  frequency  of  injury  was  75.5  per 
cent.  The  frequency  of  injury  among  those 
with  seat  belts  was  only  29.9  per  cent — a sta- 
tistical difference  of  60.4  per  cent. 

How  do  they  work? 

In  many  ways  the  human  body  is  remark- 
ably durable.  It  can  survive  far  greater  jolts 
than  are  experienced  in  most  auto  crashes, 
provided  it  does  not  strike,  or  is  not  struck 
by,  some  hard  or  sharp  object.  Col.  John  P. 
Stapp,  director  of  the  Air  Force  Aero  Medical 
Field  Laboratory,  has  subjected  himself  to 
crash  stops  from  632  m.p.h.  to  0 in  1.4  seconds. 

To  get  the  same  effect,  you  would  have  to 
drive  an  automobile  at  120  m.p.h.  into  a brick 
wall. 

Col.  Stapp  suffered  no  disabilities  because 
he  was  held  in  his  seat  by  safety  belts.  Fie 
survived,  as  many  car  drivers  with  seat  belts 
do,  by  coming  to  a comparatively  gradual 
stop. 

When  a car  crashes,  the  motorist  without 
a seat  belt  to  stop  him  flies  forward  at  un- 
reduced speed — for  a split  second  still  un- 
injured-— until  he  hits  something  solid.  This 
is  the  impact  that  kills  and  maims.  It  is  the 
violence  of  the  reduction  in  speed,  not  the 
speed  itself,  which  kills.  Thus,  even  low  speed 
collisions  can  produce  high  deceleration  rates. 
Seat  belts  help  prevent  injury  by  letting  you 
slow  down  and  live. 

Who  says? 

The  American  Medical  Association,  the 
Public  Health  Service  and  the  National  Safe- 
ty Council,  among  others.  Existing  safety 
programs  must  continue  to  be  strengthened 
because  the  best  insurance  is  not  to  have  an 
accident  in  the  first  place.  But  the  seat  belt 
is  the  best  self-help  now  available  to  cut  the 
toll  of  dead  and  injured — if  an  accident  does 
happen. 


pie.  Even  if  your  head  does  hit  the  dash, 
with  a seat  belt  the  blow  is  not  nearly 
so  hard.  That  can  mean  a minor  injury 
instead  of  a major  injury,  living  instead 
of  dying. 


You  ARE  MUCH  SAFER  INSIDE  THE  CAR.  A 

seat  belt  will  help  keep  you  there.  In 
the  Cornell  study,  12.8  per  cent  of  car 
occupants  ejected  through  open  doors 
were  killed,  but  only  2.6  per  cent  of 
those  who  remained  in  the  cars  were 
killed.  Thus,  the  risk  of  death  is  five 
times  greater  for  those  thrown  from  the 
car.  Even  inside  the  car,  you  are  safer 
if  you  are  held  in  place  by  a seat  belt — 
60.4  per  cent  safer. 


I 


Everyone  is  safer  when  the  driver  is 
KEPT  BEHIND  THE  WHEEL.  In  case  of  an 
unexpected  crash  or  sudden  swerve,  a 
seat  belt  keeps  the  driver  from  being 
thrown  from  behind  the  wheel.  Thus,  he 
stays  in  control  of  the  car  and  can  pre- 
vent an  additional  crash. 


Why? 

Careful  analysis  of  auto  accidents  by  crash 
injury  research  experts  shows  that  in  a traf- 
fic accident: 


Any  questions? 

How  about  a car  on  fire  or  under  water? 
Persons  using  seat  belts  are  more  likely  to 
stay  conscious  and  are  therefore  more  likely 
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to  be  able  to  escape.  It  takes  only  an  instant 
and  only  one  hand  to  release  the  belt  buckle. 

How  many  seat  belts  are  needed  in  a car? 
A separate  seat  belt  should  be  provided  for 
each  passenger.  This  includes  the  driver  and 
all  passengers,  in  the  back  seat  as  well  as  the 
front.  A seat  belt  is  especially  important  for 
a youngster,  since  he  can  be  thrown  forward 
so  easily  by  sudden  stops. 

Are  seat  belts  necessary  for  short,  local 
trips?  Yes!  Seat  belts  should  be  fastened  any 
time  the  car  is  in  motion.  Two-thirds  of  the 
drivers  involved  in  fatal  accidents  have  their 
accidents  less  than  25  miles  from  home.  Many 
people  are  hurt  at  slow  speeds.  More  than 
half  of  all  injuries  occur  in  urban  areas.  That 
short  trip  to  the  grocery  store  can  be  danger- 
ous, so  “fasten  your  safety  belts,  please!” 

How  about  long  trips?  Seat  belts  should 
be  worn  when  riding  on  the  open  highway. 
The  driver  who  sees  a crash  coming  will  slow 
down  as  rapidly  as  possible  to  make  the  crash 
less  severe.  Even  if  a collision  is  avoided,  the 
fast  stop  can  cause  serious  injury — unless 
there  are  seat  belts  to  hold  driver  and  pas- 
sengers in  place.  As  a matter  of  fact,  many 
people  say  that  seat  belts  reduce  fatigue  on 
long  trips  by  reducing  the  strain  of  staying 
in  place  on  normal  stops  and  turns.  Belts 
should  be  adjusted  to  a snug  fit  at  all  times. 

The  right  choice 

Choosing  a seat  belt  need  not  be  a prob- 
lem, if  the  buyer  insists  on  an  approved  belt 
that  measures  up  to  the  safety  belt  standards 
set  by  the  Society  of  Automotive  Engineers. 
These  S.A.E.  standards  cover  such  matters  as 
breaking  strength,  ease  of  releasing  buckle 


and  resistance  to  abrasion  and  corrosion. 

See  that  the  belt  is  installed  according  to 
the  manufacturer’s  instructions  that  come 
with  the  belt. 


Af  leasf  t " of 
strap  should  extend 
beyond  last  slot 


K SAFETY 


LOCK  WASHER 


WASHER 


NUT 


The  most  practical  style  of  belt  fastens 
across  the  lap,  with  the  belt  securely  an- 
chored to  the  floor  pan  of  the  car  frame  just 
behind  the  seat.  A frame  rail  or  cross  member 
provides  the  most  reliable  anchorage,  be- 
cause the  sheet  metal  of  the  floor  may  be 
weakened  by  rust  or  corrosion.  However,  the 
belt  ends  can  be  fastened  to  the  car  floor 
with  safety  if  the  floor  pan  is  in  good  condi- 
tion and  the  recommendations  for  installa- 
tion are  followed. 

Most  auto  companies  provide  belts  in  a 
variety  of  colors  for  about  $7.00  to  $10.00 
each,  with  installation  usually  about  $6.00 
per  pair.  A good  belt  and  installation  might 
be  obtained  from  a private  garage  for  a little 
less.  Just  beware  of  cut-rate  deals.  • 


As  you  like  it  . . • cont.  from  6 

Balfour,  no  doubt,  had  in  mind  when  he  spoke  of 
‘things  that  would  have  been  clearer  if  they  had 
not  been  explained.’)”  Reviews  of  Books,  Lancet 
2:445  (August  30)  1958. 

12.  ‘‘What  is  to  be  readily  remembered  must  be 
taught  without  tears.”  Leading  Articles,  Lancet  2: 
449  (August  30)  1958. 

13.  “If  the  teacher  can  so  infect  the  pupil  that  he 
will  read,  or  listen  to  music,  or  look  at  pictures 
for  himself,  then  the  battle  of  general  education 


is  half  won.”  Sir  Eric  James,  Brit.  M.  J.  2:576 
(September  6),  1958. 


Shigellosis  cont.  from  35 


REFERENCES 

^Hoefnagel,  D.:  Fulminating,  Rapidly  Fatal  Shigellosis  in 
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■•Lewis,  I.  C.,  and  Claireaux,  A.  E.:  Fulminating  Sonne  Dysen- 
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Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar* 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  15  Vi  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Brown,S.S.;  Libo,H.W.,  and  Nussbaum,  A.  H.;  Norethandrolone 
in  the  Successful  Management  of  Anorexia  and  "Weight  Lag"  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  the 
American  Academy  of  Pediatrics,  Chicago,  Oct.  20-23,  1958. 
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The  wonderful  moment  when  a fifteen-footer  drops  in  . . . 


Good  for  you! 


GREAT  PUTT!  A real  honey.  One  like  that 
makes  the  whole  day  worth  while.  Now 
relax  ...  sit  baek  with  a good  cold  glass  of 
beer.  It’ll  quench  your  thirst— sure.  But 
much  more.  Beer’s  bright,  wonderful,  alive. 
Nothing’s  more  rewarding— and  it  really 
picks  you  up,  too. 


Beer  Belongs— to  the  fun  of  living! 


United  States  Brewers  Foundation 

CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 
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THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTIO] 
OF  ALUMINUM  HYDROXIDE  IN  1929 


K 


>1 


Greamalin 


>v. 


A N TAG  I D 
TA  B L ETS 


GREAMALIN  NEUTRALIZES  MORE 

Quicker  Relief  • Greater 


Acid  neutralization  with  10  leading  antacid  tablets* 
(per  gram  of  active  ingredients) 


FASTER 


tableto 


^ore  Lasting  Relief 


Duration  of  action  at  pH  from  3 to  5* 

(per  gram  of  active  ingredients) 


MINUTES 
0 10 


9 

widely 

prescribed 

antacid 

tablets 


B 

E 

— 

A 

I** 

F*. 

G** 

H** 


new 
GREAMALIN 
tablets 


widely 
. prescribed 
antacid 
tablets 


Tablets  were  powdered  and  suspended  in  distilled  water  In  a constant  temperature 
container  (37oC)  equipped  with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
acid  was  added  as  needed  to  maintain  pH  at  3.5.  Volume  of  acid  required  was 
recorded  at  frequent  Intervals  for  one  hour. 


•Hinkel,  E.  T.,  Jr,  Fisher,  and  Tainter,  M.  L.;  A new  highly  reactive  aluminum  hydro; 
complex  for  gastric  hyperacidity.  To  be  published. 

••pH  stayed  below  3. 


Each  Greamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short  pol] 
mer  dried  aluminum  hydroxide  gel,  (stabilized  with  hexitol),  with  75  mg.  magnesium  hydroxidi 

1.  Neutralizes  acid  faster  (quicker  relief)  j 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  f more  lasting  relief) 

4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


Adult  Dosage:  Gastric  hyperacidity— 2 to] 
tablets  as  necessary.  Peptic  ulcer  or  gastrir 
— 2 to  4 tablets  every  two  to  four  houi 
Tablets  may  be  chewed,  swallowed  wil 
water  or  milk,  or  allowed  to  dissolve 
the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


No  chalky  taste.  New  Greamalin  tablets  are  not 
chalky,  gritty,  rough  or  dry.  They  are  highly  pal- 
atable, soft,  smooth,  easy  to  chew,  mint  flavored. 
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LECTIONS 

Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“Things  are  not  always  where  they  seem” 
(apologies  to  W.  S.  Gilbert). 

Clinical  data 

A 64-year-old  housewife  submitted  herself  for 
an  annual  check-up.  Three  years  earlier,  a left 
radical  mastectomy  had  been  performed  for  a 
carcinoma  of  the  breast,  which  was  followed  by 
equally  aggressive  radiotherapy.  There  were 
neither  complaints  at  the  present  time,  nor  evi- 
dence of  recurrence  of  the  tumor. 

Radiographic  studies 

A chest  film  showed  several  calcifications  in 
the  right  side  of  the  chest  (see  Fig.  1),  but  was 
otherwise  within  normal  limits,  and  unchanged  in 
appearance  since  a previous  film  made  a year 
earlier.  These  small,  round,  unexciting  calcifica- 
tions were  barely  mentioned  in  the  text  of  the 
film  interpretation,  and  presumed  to  be  the 
charred  remains  of  a healed  tuberculosis  (or  pos- 
sibly histoplasmosis),  devoid  of  clinical  impor- 
tance. 

Coincidentally,  we  had  become  interested  in 
breast  radiography  at  this  time,  and  for  this 
reason  only,  a tangential  view  of  this  patient’s 
right  breast  was  obtained.  The  calcifications  ob- 
served in  the  large  film  on  the  right  side  are  now 
clearly  demonstrated  to  reside  in  the  breast  itself 
(Fig.  1,  inset).  In  this  case,  they  were  thought  to 
represent  fibroadenomata.  (It  is  important  to  note 
that  calcifications  within  these  benign  breast  tu- 
mors can  assume  bizarre  shapes,  and  can  usually 
be  distinguished  from  the  fine  punctate  calci- 
fications sometimes  seen  in  a scirrhous  carcinoma.’) 

Epicrisis 

Occasionally  the  radiologist  becomes  aware  of 
the  extrapulmonary  location  of  calcifications  (and 
masses)  that  appear  to  be  intrapulmonary.  Our 


two  main  sources  of  error  are  in  those  calcifica- 
tions in  the  breast,  as  above,  and  those  seen  in  the 
lung  apices  which  are  sometimes  in  the  thyroid 
gland.  For  conclusive  interpretation,  both  situa- 
tions require  a high  index  of  suspicion  coupled 
with  special  projections. 
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A monthly  news  summary  from  the  nation's 
capital  by  the  Washington  Office  of  the  A.M.A. 

Congress  went  into  the  final  months  of  this 
session  with  a heavy  workload  of  appropriation 
bills  and  foreign  aid  legislation  to  be  acted  upon 
before  adjournment. 

Congress  must  act  upon  the  appropriation  bills 
before  adjournment  to  provide  money  for  opera- 
tion of  the  federal  government  during  the  1960 
fiscal  year.  Foreign-aid  legislation  also  is  generally 
put  in  the  “must”  category  now. 

With  so  much  “must”  legislation  requiring 
action  and  Congress  hoping  to  adjourn  by  late 
August  or  maybe  earlier,  many  bills  of  varying 
importance  will  be  left  for  further  consideration 
next  year. 

An  upsurge  in  the  national  economy  strength- 
ened the  position  of  the  Administration  and  econ- 
omy-minded members  of  the  House  and  Senate 
in  their  opposition  to  big-spending  bills.  Sup- 


porters of  a Senate-approved  $465  million  airport 
bill  conceded  in  advance  that  a House-Senate  con- 
ference committee  would  approve  a figure  closer 
to  the  $297  million  version  which  the  House 
passed. 

Substantial  gains  in  industrial  production,  cor- 
porate profits,  employment  and  other  key  eco- 
nomic factors  raised  Administration  hopes  for  only 
a small  deficit,  if  not  a balanced  budget,  in  the 
fiscal  year  1960  which  began  July  1.  There  also 
was  some  talk  in  influential  quarters  of  a possible 
tax  cut  next  year.  But  at  this  stage,  it  was  highly 
speculative.  And  it  appeared  most  likely  that  if 
there  is  one,  it  will  be  small. 

During  the  first  five  months  of  this  session. 
Congress  completed  action  on  only  two  appropria- 
tion bills.  They  provided  funds  for  operation  of 
the  Treasury  and  Post  Office  Department  in  fiscal 
1960,  and  additional  funds  for  various  government 
activities  during  1959. 

Early  in  June,  the  House  approved,  393  to  3, 
a $38,848,339,000  Defense  Department  appropria- 
tion which  included  $88.8  million  for  care  of  cer- 
tain dependents  of  military  personnel  in  civilian 
hospitals.  In  recommending  the  Medicare  appro- 
priation, the  House  Appropriations  Committee 
commended  the  Defense  Department  “for  its  re- 
sponse to  the  intent  of  Congress  . . . that  de- 
pendents of  military  personnel  have  the  benefit 
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of  prompt  and  adequate  medical  treatment  at  all 
times  wherever  they  may  be.” 

This  contrasted  with  the  committee’s  criticism 
about  two  months  ago.  The  committee  then  ex- 
pressed concern  at  what  it  termed  “the  high  cost 
of  care  for  military  personnel  and  their  dependents 
in  civilian  hospitals  and  the  high  fees  allowed  in 
the  program.” 

In  another  Medicare  development,  the  Surgeon 
General  of  the  Army  ruled  (ODMC  Letter  No. 
7-59)  that  a patient  under  the  program  who  has 
suspected  or  proven  malignancy  is  acutely  ill  and 
qualifies  for  care.  The  government  will  pay  for 
urgently  required  treatment  in  such  cases  when 
certified  by  the  attending  physician. 

But  it  was  made  clear  that  payment  would  be 
based  “solely  on  the  medical  requirement  for 
immediate  hospitalization.”  Qualifications  of  ur- 
gency cannot  be  based  on  mental  anguish,  emo- 
tional attitudes  or  socio-economic  factors. 

The  Defense  Department  rejected  two  pro- 
posals of  the  Florida  Medical  Association  for 
changes  in  the  Medicare  program.  The  Florida 
Medical  Association  proposed  that  a health  insur- 
ance program  be  provided  for  dependents  of 
military  personnel  or  that  control  of  the  Medicare 
program  be  transferred  to  the  Department  of 
Health,  Education  and  Welfare. 

Dr.  Frank  B.  Berry,  Assistant  Secretary  of 


Defense  for  Health  and  Medicine,  said  the  present 
program  could  be  handled  best  by  the  military 
service  because  military  dependents  “are  a highly 
transient  population.” 

Dr.  F.  J.  L.  Blasingame,  Executive  Vice  Presi- 
dent of  the  American  Medical  Association,  sug- 
gested to  the  House  Subcommittee  on  Administra- 
tion of  the  Social  Security  Laws  that  it  consider 
the  advisability  of  a single  Public  Assistance  med- 
ical program  at  the  prerogative  of  individual 
states.  There  are  now  four  such  programs  cover- 
ing the  blind,  the  aged,  dependent  children,  and 
the  permanently  and  totally  disabled. 

In  a letter  to  Rep.  Burr  P.  Harrison  (D.,  Va.), 
Chairman  of  the  subcommittee.  Dr.  Blasingame 
also  suggested  consideration  of: 

Whether  the  medical  staff  of  the  Bureau  of 
Public  Assistance  is  now  sufficient  to  provide 
adequate  counselling  to  states  on  their  individual 
programs,  and 

Whether  “sufficient  liaison  has  maintained  with 
the  various  professional  organizations  actually 
providing  medical  care.” 

Another  suggestion  of  Dr.  Blasingame  was  that 
a special  medical  advisory  committee  might  be 
established  in  view  of  the  fact  that  there  are  no 
physicians  on  the  recently-appointed  Social  Se- 
curity Advisory  Committee. 


(Ni-jS-phenethylbiguanide  HCI)  is  an  entirely  new  oral  hypoglycemic  compound, 
different  in  chemical  structure,  mode  of  action,  and  in  spectrum  of  activity  from  the  sulfon- 
ylureas.  DBI  is  usually  effective  in  low  dosage  range  (50  to  150  mg.  per  day). 

''full  - range’'  hypoglycemic  action— DBI  lowers  elevated  blood-sugar  and 
eliminates  glycosuria  in  mild,  moderate  and  severe  diabetes  mellitus . . . 

brittle  diabetes,  juvenile  or  adult — DBI  combined  with  injected  insulin  improves  regulation 
of  the  diabetes  and  helps  prevent  the  wide  excursions  between  hypoglycemic  reactions  and 
hyperglycemic  ketoacidosis. 

stable  adult  diabetes  — satisfactory  regulation  of  diabetes  is  usually  achieved  with  DBI 
alone  without  the  necessity  for  insulin  injections. 

juvenile  diabetes  — DBI  often  permits  a reduction  as  great  as  50  per  cent  or  more  in  the 
daily  insulin  requirement. 

primary  and  secondary  sulfonylurea  failures  — DBI  alone,  or  in  conjunction  with  a sulfon- 
ylurea, often  permits  satisfactory  regulation  of  diabetes  in  patients  who  have  failed  to 
respond  initially  or  who  have  become  resistant  to  oral  sulfonylurea  therapy. 

smooth  onset  — less  likelihood  of  severe  hypoglycemic  reaction  — DBi  has  a smooth, 
gradual  blood-sugar  lowering  effect,  reaching  a maximum  in  from  5 to  6 hours,  and  a 
return  to  pretreatment  levels  usually  in  10  to  12  hours. 

safety  — daily  use  of  DBI  in  therapeutic  dosage  for  varying  periods  up  to  2Vi  years  has 
produced  no  clinical  toxicity. 

side  reactions— side  reactions  produced  by  DBI  are  chiefly  gastrointestinal  and  occur  with 
increasing  frequency  at  higher  dosage  levels  (exceeding  150  mg.  per  day).  Anorexia,  nausea 
or  vomiting  may  occur— but  these  symptoms  abate  promptly  upon  reduction  in  dose  or 
withdrawal  of  DBI. 

supplied  — DBI,  25  mg.  scored,  white  tablets  — bottle  of  100. 

IMPORTANT-  before  prescribing  DBI  the  physician  should  be  thoroughly  familiar  with 
general  directions  for  its  use,  indications,  dosage,  possible  side  effects,  precautions  and 
contraindications,  etc.  Write  for  complete  detailed  literature. 

an  original  development  from  the  research  laboratories  of 

u.  s.  vitamin  & pharmaceutical  corporation 

Arfingtori'Funk  Laboratories,  division  • 250  East  43rd  Street,  New  York  17,  N.  Y. 
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Exhibit  at  Atlantic  City 

Preston  J.  Burnham,  M.D.,  was  invited  to  show 
his  exhibit  on  “Conservative  Treatment  of  Frac- 
tures in  the  Hand”  at  the  American  Medical  Asso- 
ciation Annual  Convention  in  Atlantic  City  on 
June  8.  This  exhibit  was  also  shown  at  the  Ameri- 
can Academy  of  Orthopedic  Surgeons  Meeting  in 
January  of  this  year. 


His  award,  which  included  a trip  to  the  A.M.A.’s 
Annual  Meeting  in  Atlantic  City,  was  presented 
for  his  exhibit  on  “The  Role  of  Radioactive  Tes- 
tosterone on  Hematopoiesis,”  by  Dr.  Stanley  P. 
Reimann,  Philadelphia,  chairman  of  the  A.M.A. 
Council  on  Scientific  Assembly,  who  headed  the 
special  A.M.A.  judging  group  at  the  fair.  Dr. 
Samuel  P.  Newman,  Denver,  was  an  A.M.A.  judge 
for  the  third  consecutive  year.  The  awards  were 
made  at  an  A.M.A.-hosted  banquet  which  honored 
the  1,000  students,  counselors,  and  teachers  attend- 
ing the  annual  competition.  Louis  M.  Orr,  M.D., 
A.M.A.  President-elect,  was  the  featured  speaker. 

Martin’s  exhibit,  in  which  he  experimented 
with  radioactive  test  and  blood  smears  in  deter- 
mining the  union  of  testosterone  with  red  cor- 
puscles, was  chosen  from  a field  of  320  finalists 
from  48  states,  the  District  of  Columbia,  Puerto 
Rico,  Canada,  Germany,  and  Japan.  The  National 
Science  Fair  is  the  annual  climax  of  local  and 
regional  fairs,  many  of  which  are  sponsored  or 
assisted  by  state  and  county  medical  societies  and 
their  auxiliaries  in  order  to  attract  talented  high 
school  students  into  the  study  of  medicine. 


Colorado  boy  honored  at 
science  fair  by  A.M.A. 

Winner  of  one  of  the  two  top  American  Medical 
Association  awards  at  the  National  Science  Fair  in 
Hartford,  Conn.,  May  6-9,  was  a Colorado  boy, 
Martin  J.  Murphy,  Jr.,  Colorado  Springs,  a junior 
at  Holy  Cross  Abbey  School  in  Canon  City. 


Obituaries 

Well  known  Denver  doctor  dies 

Robert  Franz  Maul,  M.D.,  died  at  Presbyterian 
Hospital  on  June  9,  1959.  Dr.  Maul  was  born 
March  14,  1886,  in  Denver  and  attended  Denver 
schools  and  the  University  of  Colorado  Medical 
School.  He  was  licensed  in  Colorado  in  1920.  He 
became  a Life  Emeritus  member  of  the  Colorado 
State  Medical  Society  in  1957.  He  was  active  in 
Masonic  affairs. 

Survivors  include  his  wife,  a son  and  a daugh- 
ter. 

Trinidad  mourns  veteran  physician 

H.  E.  Abrums,  M.D.,  died  on  April  13,  1959,  at 
Mt.  San  Rafael  Hospital  at  the  age  of  79.  Dr. 
Abrums  was  born  in  Houston,  Texas,  on  December 
25,  1879.  He  was  graduated  from  Georgetown  Uni- 
versity School  of  Medicine  and  was  elected  a 
member  of  the  Colorado  State  Medical  Society 
in  1916.  He  was  a veteran  of  the  Spanish-American 
war  and  had  been  in  the  U.  S.  Indian  Service. 
He  practiced  in  Trinidad  for  51  years  and  only  a 
fractured  hip  forced  him  to  give  up  his  practice. 

He  is  survived  by  his  wife,  four  sons,  one 
daughter  and  nine  grandchildren.  Three  of  his 
sons  are  doctors. 

La  Junta  mourns  one  of  its  best 

Guy  Earl  Calonge,  M.D.,  of  La  Junta,  died  sud- 
denly on  May  6,  1959,  of  a heart  attack.  Dr.  Calonge 
was  born  September  15,  1892,  in  Athens,  Missouri, 
was  a graduate  of  Valparaiso  University  in  Indiana 
and  completed  his  medical  studies  at  Loyola  Uni- 
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versity  in  Chicago  in  1918.  Army  service  brought 
him  to  La  Junta  when  he  was  sent  to  work  in 
Santa  Fe  Railway  hospitals,  first  in  Topeka  and 
then  in  La  Junta.  He  was  a member  of  the  Ameri- 
can Academy  of  General  Practioners,  American 
Board  of  Geriatrics,  American  Trudeau  Society, 
International  Academy  of  Proctology,  as  well  as 
the  Otero  County  Medical  Society,  Colorado  State 
Medical  Society  and  the  American  Medical  Asso- 
ciation. 

He  was  a member  of  the  School  Board  and 
the  City  Council  in  La  Junta.  He  was  an  organizer 
of  all  Masonic  bodies,  as  well  as  Past  President  of 
the  Lions  Club  and  Chamber  of  Commerce. 

Dr.  Calonge  is  survived  by  his  widow,  his  son, 
Dr.  Guy  D.  Calonge,  a daughter  and  seven  grand- 
children. 

Noted  Pathologist  passes  away 

Otto  S.  Kretschmer,  M.D.,  died  on  June  7,  1959, 
in  St.  Luke’s  Hospital.  Dr.  Kretschmer  was  born 
June  19,  1888,  in  Essen,  Germany,  and  came  to  the 
United  States  at  the  age  of  4.  He  graduated  first 
from  Catholic  University  in  Washington,  D.  C.,  and 
received  both  M.A.  and  M.D.  degrees  in  1920  from 
the  University  of  Colorado.  He  was  elected  to  the 
Colorado  State  Medical  Society  in  1921  and  was 
also  a fellow  of  the  American  Society  of  Clinical 
Pathologists.  He  was  a member  of  Kappa  Psi,  Phi 
Rho  Sigma  and  Sigma  Xi  honorary  fraternities. 
His  clinical  pathologic  laboratory  in  the  Republic 
Building  was  known  all  through  the  West. 

Dr.  Kretschmer  is  survived  by  his  wife,  three 
daughters  and  a brother. 


Fifty-Sixth  Animal  Meeting 
Neiada  State  ^Medical  Association 
Program  on  following  pages. 

Obituary 

ROBERT  L.  FENLON 

Robert  L.  Fenlon,  M.D.,  Boulder  City,  Nevada, 
died  of  acute  coronary  occlusion  due  to  coronary 
heart  disease,  on  May  19,  1959. 

Born  in  Clinton,  Iowa,  November  18,  1886,  he 
graduated  from  Southern  University  of  Iowa  Col- 
lege of  Pharmacy  and  from  the  Southern  Uni- 
versity of  Iowa  College  of  Medicine  in  1919. 
He  practiced  in  Iowa  before  moving  to  Nevada  in 
1930.  Dr.  Fenlon  is  survived  by  his  wife,  Bernice, 
and  two  daughters,  Roberta  Fenlon,  M.D.,  and 
Mrs.  Luana  Emery. 


ULMER'S  JUNIOR  VITAMIN  TABLET 


^CH  jv  CONTAINS: 

Vifomin  A Acefote  . . . 5000  u 

Vifomm  D. 1000  u. 

Ascorbic  Acid  USP  ...  50  mg. 

Thiomine  Mononitrote  USP.  1 mg 

Riboflavin  USP 1 mg 

Nlcotinomide 10  mg 

Supplied  in  boflles 
of  60  foblefi 


* accepted  pediatric  formula 

• complete  patient  acceptance 
» versatile  new  dosage  form 

jv's  will  be  os  popular  os  circus  candy 
with  your  young  potients.  These  delight- 
fully flavored  rnulfivitamin  toblets  can  be 
eoten  like  candy  with  or  without  water. 
For  bobies,  mother  con  crush  a tablet 
with  a spoon  and  sprinkle  it  over  cereal 
or  even  dissolve  the  crushed  tablet  in 
infants  formula.  Testing  so m pies  on  request. 
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FIFTY-SIXTH  ANNUAL  MEETING  ^ 

Nevada  State  Medical  Association 

August  19,  20,21,22,  1959 


Quest  Speakers 


Donald  E.  Cassells,  M.D. 
Professor  of  Pediatrics 
University  of  Chicago 


William  Dock,  M.D. 

Professor  of  Medicine 
State  University  of  New  York 


Frank  Mayfield,  M.D. 

Clinical  Associate  Professor  of 
Neurosurgery,  University  of 
Cincinnati;  President,  Ohio 
State  Medical  Association 


Wednesday,  August  19,  1959 
Registration — The  Mapes  Hotel — Fee:  $20.00 
Executive  Committee  meeting,  Nevada  State  Medi- 
cal Association,  10  a.m. 

The  first  meeting  of  the  newly  constituted  House 
of  Delegates  will  convene  at  2 p.m. 


Thursday,  August  20,  1959 

Morning 

Scientific  session  will  be  opened  with  an  address 
by  the  Honorable  Grant  Sawyer,  Governor  of 
Nevada 

Dr.  Cassells,  “Diagnosis  and  Treatment  of  Rheu- 
matic Heart  Disease” 

Dr.  DeBakey,  “Surgery  of  Aneurysmal  Disease” 

Dr.  Dock,  “Management  of  Patients  With  Coronary 
Disease” 

Luncheon:  Doctors  and  Wives — Skyroom  of  The 
Mapes  Hotel.  Dr.  Strughold  will  speak  on  “The 
Effect  of  Space  Medicine  on  Medicine  in  General” 

Afternoon 

Dr.  Larson,  “Facts  and  Fallacies  About  Alcohol” 

Dr.  Mayfield,  “Whiplash  Injuries;  the  Role  of  the 
Cervical  Roots  in  the  Production  of  Pain  in  the 
Head,  Neck  and  Shoulder  Girdle” 

Dr.  Meigs,  “Surgical  Treatment  of  Cancer  of  the 
Cervix” 

Evening 

Cocktail  Party — Moana  Supper  Club 


Friday,  August  21,  1959 

Morning 

Dr.  Strughold,  “The  Role  of  Medicine  in  the  Space 
Age” 

Dr.  Meigs,  “Endometriosis” 

Dr.  Mayfield,  “Surgical  Treatment  of  Parkin- 
sonism” 

Dr.  Larson,  “The  Medical-Legal  Autopsy” 

Panel  Luncheon:  Garden  Room  of  The  Riverside 
Hotel 
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with  the  NINTH  CONFERENCE  of 

Reno  Surgical  Society 

The  Mapes  Hotel  — Reno,  Nevada 


Friday  Afternoon 

Dr.  Dock,  “The  Internist  Looks  at  the  Ulcer-Cancer 
Problem  and  at  Upper  GI  Bleeding” 

Dr.  Cassells,  “Pulmonary  Vascular  Disease  in  Chil- 
dren” 

Dr.  DeBakey,  “Surgical  Consideration  of  Arthero- 
sclerotic  Occlusive  Disease” 

Evening 

Banquet  at  Hidden  Valley  Country  Club.  Speaker, 

Dr.  Siple 

Saturday,  August  22,  1959  Michael  Desakey,  m.d. 

Professor  of  Surgery  and 

Morning  chairman  of  the  Department, 

Baylor  University 

Panel  — Round  Table  Discussion  with  questions 
from  the  audience.  Moderator:  Dr.  John  Cline 


Woman's  Auxiliary  Program 

Thursday,  August  20,  1959 
Registration — The  Mapes  Hotel 
Luncheon — The  Skyroom,  The  Mapes  Hotel 
Formal  opening  of  Annual  Meeting,  2 p.m. 

Evening 

Cocktails — Moana  Supper  Club 

• Friday,  August  21, 1959 
Luncheon — -Hidden  Valley  Country  Club— Honor- 
ing Mrs.  Frank  Gastineau,  President,  Woman’s 
Auxiliary  to  A.M.A.,  and  Past  State  Presidents 
General  session  at  2 p.m.  Message  from  President 
Roland  Stahr,  Nevada  State  Medical  Association 

Evening 

Banquet  at  Hidden  Valley  Country  Club 


Charles  B.  Larson,  M.D. 
President,  College  of 
American  Pathologists 


Quesi  Speakers 


Paul  A.  Siple,  Ph.D.,  D.Sc. 
Scientific  Leader,  Amundsen- 
Scott,  I.G.Y.,  South  Pole  Station 
Washington,  D.  C. 


Pictures  not 
available 


Hubertus  Strughold,  M.D.,  Ph.D. 
Head,  Department  of  Space 
Medicine,  IT.  S.  Air  Force 
Randolph  Field,  Texas 


Joe  Vincent  Meigs,  M.D. 
Clinical  Professor  of 
Gynecology,  Harvard 
University 


Quest  Speakers 


for  July,  1959 
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new. . . highly  effective  tranquilize 


1. . for  extended  office  practice  use 


NEW  PHENOTHIAZINE  COMPOUND  FOR  THE  LOWER  AND  MIDDLE  RANGE  OF  DISORDERS 


Positive,  rapid  calming  effect  in  mild  and  moderate  cases. 
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Proceedings  of  the  House  of  Delegates 
Montana  Medical  Association 

Twelfth  Interim  Session 
April  3-4,  1959 
Helena 

The  first  session  of  the  Twelfth  Interim  Ses- 
sion of  the  House  of  Delegates  of  the  Montana 
Medical  Association  was  called  to  order  by  Her- 
bert T.  Caraway,  M.D.,  President,  at  8:30  a.m., 
April  3,  in  the  Western  Life  Insurance  Company 
Building,  Helena. 

President  Caraway  introduced  Herman  A. 
Dickel,  M.D.,  President  of  the  Oregon  State  Medi- 
cal Society,  who  was  present  at  the  Interim  Session 
as  his  guest. 

The  Acting  Secretary-Treasurer,  W.  E.  Harris, 
M.D.,  announced  that  all  delegates  seated  had 
presented  proper  credentials  and  that  a quorum 
was  present. 

It  was  regularly  moved  and  severally  seconded 
that  the  reading  of  the  minutes  of  the  80th  Annual 
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Meeting  held  in  Billings,  September  11-13,  1958, 
be  dispensed  with,  inasmuch  as  these  minutes 
were  published  in  the  December,  1958,  issue  of 
the  Rocky  Mountain  Medical  Journal.  It  was  then 
moved  and  severally  seconded  that  the  minutes 
of  the  80th  Annual  Meeting  be  approved  as  pub- 
lished. 

The  Chairman  of  the  Nominating  Committee, 
James  D.  Morrison,  M.D.,  presented  the  names  of 
the  following  members  of  this  Association  as  the 
nominees  of  the  committee  for  the  offices  of  Sec-  ^ 
retary-Treasurer  and  Assistant  Secretary-Treas- 
urer: 

Secretary-Treasurer:  W.  E.  Harris,  M.D.,  Liv- 
ingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwid- 
de,  M.D.,  Billings. 

President  Caraway  announced  that  he  would 
call  for  additional  nominees  to  these  offices  im- 
mediately preceding  the  election  which  was  to  be 
held  at  the  next  session  of  the  House  of  Delegates. 

In  the  absence  of  Raymond  F.  Peterson,  M.D., 
Delegate  to  the  American  Medical  Association,  the 
Acting  Secretary  read  a report  of  the  actions  of 
the  House  of  Delegates  of  the  A.M.A.  at  its  Clinical 
Session  in  Minneapolis,  Minnesota,  during  Decem- 
ber, 1958.  The  report  of  the  Delegate  was  referred 
by  President  Caraway  to  the  Reference  Committee 
on  Officers,  Meetings  and  Administration  for 
study. 

Acting  Secretary-Treasurer  report 

W.  E.  Harris,  M.D.,  read  the  following  report 
of  the  Acting  Secretary-Treasurer  which  was  re- 
ferred by  President  Caraway  to  the  Reference 
Committee  on  Officers,  Meetings  and  Administra- 
tion for  study: 

On  November  30,  1958,  the  Montana  Medical 
Association  lost  one  of  its  most  industrious  Secre- 
tary-Treasurers in  the  history  of  Montana  medi- 
cine, T.  R.  Vye,  M.D.  He  had  served  in  this  capac- 
ity since  1953  in  an  untiring  manner.  He  also  had 
the  singular  honor  of  giving  the  last  evening 
greeting  and  was  usually  finishing  his  breakfast 
as  the  rest  of  the  officers  appeared  for  their  repast 
in  the  morning.  On  December  9,  1958,  I received 
this  official  word  from  your  President,  Herbert  T. 
Caraway,  “Because  of  the  sudden  and  unexpected 
death  of  T.  R.  Vye,  M.D.,  who  was  elected  Secre- 
tary-Treasurer of  this  Association  at  its  annual 
meeting,  you  will  succeed  him  in  this  office  and 
will  become  Acting  Secretary-Treasurer  of  this 
Association.”  Consequently,  since  that  date,  I have 
served  in  that  capacity  with  the  able  assistance 
of  our  Executive  Secretary,  Russ  Hegland. 

This  year,  being  a legislatvie  one,  has  not  been 
dull  or  uninteresting.  It  has  been  full  of  dead- 
lines, action,  and  a certain  amount  of  drama.  We 
weathered  the  legislative  storm  in  great  shape 
and  our  Association  owes  an  extreme  debt  of  grati- 
tude to  Drs.  Layne  and  Little  and  many  others 
for  the  time,  effort,  and  money  spent  in  our  be- 
half. Despite  clever  legislative  politics,  the  osteo- 
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pathic  bill  was  defeated,  also  the  chiropractic  bill. 
Additional  legislation  was  enacted  for  recalcitrant 
tuberculosis  patients  and  as  far  as  I can  see  the 
medical  profession  was  fortunate  throughout  this 
entire  session.  The  Executive  Secretary  weathered 
the  legislative  battle  despite  flu,  long  hours,  and 
the  telephone.  He  labored  diligently  in  our  behalf, 
under  the  strain  of  oscillating  legislators  and  legis- 
lation, for  which  our  Association  owes  him  a multi- 
tude of  personal  thanks. 

The  month  by  month  progress  of  our  Associa- 
tion has,  in  my  opinion,  adequately  been  covered 
in  the  Bulletin  and  it  should  have  been  worth  your 
while  to  read  it  carefully. 

Income  and  expenses 

In  the  capacity  as  your  Treasurer,  I would  like 
to  submit  the  following  condensed  report  of  in- 
come and  expenses  of  the  Association  during  1958: 


Income: 

Membership  Dues  $28,960.25 

Interest  on  bonds  and  saving  account—  600.39 
Income  from  sale  of  exhibit  space  at 

Annual  Meeting  3,400.20 

Miscellaneous  Income  887.32 


(Rental  and  reimbursement  for  sup- 
plies from  Montana  State  Dental  As- 
sociation; sale  of  insurance  forms;  1 
per  cent  rebate  from  American  Medi- 


cal Association  for  dues  collection.) 

TOTAL  $33,848.16 

Expenses: 

Office  expense,  including  salaries, 
stationery,  postage,  rent,  telephone 

and  telegraph,  etc.  $20,255.76 

Expenses  of  officers,  committees, 

delegates  and  alternate  delegates 2,876.25 

Expenses  of  Annual  and  Interim 

Meetings  2,151.26 

Subscriptions  to  Rocky  Mountain 

Medical  Journal  for  members 1,275.00 

Membership  in  Public  Health  League 

of  Montana 1,530.00 

Expenses  for  legal  counsel,  legislative 

counsel  and  auditors  1,715.95 

Contribution  to  budget  of  Woman’s 

Auxiliary  1,876.00 

Taxes  353.82 

Dues  and  contributions  to  other  groups  335.00 

Miscellaneous,  including  printing  of 

certain  booklets  443.60 

Capital  expenditures  for  equipment 3,905.70 


TOTAL  $36,718.34 


Excess  of  expenses  over  income ($  2,870.17) 


The  Treasurer  also  wishes  to  explain  that  the 
Association  maintains  a savings  account  with  a 
balance  of  $9,067.03  as  of  December  31,  1958,  and 
has  funds  invested  in  government  bonds  with  a 
maturity  value  of  $15,000. 

In  closing  this  report,  during  1958  there  were 
543  active  dues-paying  members  of  this  Associa- 
tion. In  addition,  there  were  seven  honorary,  62 
inactive  members  from  whom  dues  were  not  re- 
ceived. The  year  1958  is  the  first  year  during  the 
last  10  years  that  has  not  shown  an  increase  in 
the  membership.  During  1957  there  were  544  ac- 
tive members,  one  more  than  remitted  dues  during 
1958.  In  1956  the  active  membership  was  523;  1955, 
503;  1954,  472;  1953,  460. 

In  final  word,  I wish  to  again  thank  Russ  Heg- 
land  and  his  diligent  office  staff  for  all  the  hard 
work  in  which  they  have  participated  during  the 
past  few  months. 

Delegates  seated 

It  was  regularly  moved,  seconded  and  carried 
that  the  following  members  of  this  Association  be 
seated  as  delegates  from  the  component  society 
indicated:  Deane  C.  Epler,  M.D.,  Gallatin  County 
Medical  Society;  George  G.  Sale,  M.D.,  Western 
Montana  Medical  Society;  James  D.  Morrison, 
M.D.,  Yellowstone  Valley  Medical  Society;  W.  J. 
Roberts,  M.D.,  Cascade  County  Medical  Society; 
John  C.  Wolgamot,  M.D.,  Cascade  County  Medical 
Society,  and  James  J.  McCabe,  M.D.,  Lewis  and 
Clark  Medical  Society. 

Executive  Committee  report 

Acting  Secretary  Harris  read  the  following  re- 
port of  the  Executive  Committee  which  was  re- 
ferred by  President  Caraway  to  the  Reference 
Committee  on  Officers,  Meetings  and  Administra- 
tion for  study: 

Since  the  Annual  Meeting  of  your  Association 
in  Billings  last  September,  the  Executive  Commit- 
tee has  met  to  discuss  and  transact  business  of  the 
Association,  ad  interim,  on  three  occasions.  The 
following  report  includes  a summary  of  the  busi- 
ness transacted  by  the  Executive  Committee  at 
meetings  during  September  and  October,  1958,  and 
during  January,  1959.  A supplemental  report  will 
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be  prepared  and  submitted  to  the  House  of  Dele- 
gates following  its  next  meeting  which  has  been 
scheduled  on  April  2. 

Under  the  direction  of  the  Executive  Commit- 
tee, the  Executive  Office  of  your  Association  has 
concluded  the  many  directives  of  the  House  of 
Delegates  following  its  1958  Annual  Meeting.  The 
Executive  Office  has,  for  instance,  cooperated  with 
the  insurance  agent  and  completed  installation  of 
the  group  life  insurance  plan  approved  by  this 
House  at  its  Interim  Session  last  year.  As  of 
March  12,  336  insurance  policies,  basic  and  supple- 
mental, have  been  issued  to  members  of  this  Asso- 
ciation. It  has  continued  to  cooperate  with  all  the 
standing  and  special  committees  of  this  Association 
and  has  completed  the  many  directives  of  these 
committees.  Legislation  approved  by  the  House  of 
Delegates  at  the  last  Annual  Meeting  upon  the 
recommendation  of  the  Tuberculosis  Committee 
was  drafted  by  legal  counsel,  in  cooperation  with 
the  various  committees  concerned  and  the  Execu- 
tive Office,  and  was  successfully  enacted  into  law 
during  the  recent  session  of  the  Legislative  As- 
sembly. 

The  House  of  Delegates  at  its  Annual  Meeting 
last  September  voted  to  refer  to  the  Executive 
Committee  recommendations  that  certain  commit- 
tee chairmen  and  committee  members  be  reim- 
bursed for  travel  and  hotel  expense  to  national 
conferences  and  to  certain  meetings  in  Montana. 
Because  of  budgetary  limitations,  no  committee 
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chairman  or  member  of  this  Association  is  at  pres- 
ent being  reimbursed  for  travel,  hotel  or  other 
expenses  and  to  reimburse  any  committee  chair- 
man or  member  for  such  expense  in  the  opinion 
of  the  Executive  Committee  will  establish  a harm- 
ful precedent  unless  all  such  individuals  may  be 
similarly  reimbursed.  It  is  agreed  by  the  Executive 
Committee  that  many  of  the  active  committee 
chairmen  and  committee  members  merit  reim- 
bursement for  various  expenses  but  that  such  re- 
imbursement cannot  be  made  to  all  such  individ- 
uals without  a substantial  increase  in  the  current 
dues  for  membership.  Accordingly,  your  Execu- 
tive Committee  voted  at  its  meeting  last  Septem- 
ber not  to  authorize  expense  reimbursement  for 
any  committee  chairman  or  any  committee  mem- 
ber unless  and  until  this  House  of  Delegates  dis- 
tinctly and  specifically  directs  it  to  authorize  such 
reimbursement. 

Society  merger 

Last  fall  the  officers  of  the  Lake-Sanders  Coun- 
ties Medical  Society  submitted  a request  that  that 
society  be  dissolved  and  the  territory  under  its 
jurisdiction  be  merged  with  the  Western  Montana 
Medical  Society  and  the  Flathead  County  Medical 
Society.  Since  the  membership  of  the  Western 
Montana  Medical  Society  and  the  Flathead  County 
Medical  Society  have  voted  to  approve  the  incor- 
poration of  the  territory  formerly  under  the  juris- 
diction of  the  Lake-Sanders  Counties  Medical  So- 
ciety within  their  societies,  it  is  the  recommenda- 
tion of  your  Executive  Committee  that  this  House 
of  Delegates  vote  to  revoke  the  charter  of  the 
Lake-Sanders  Counties  Medical  Society.  Such  ac- 
tion by  this  House  is  necessary  to  accomplish  this 
proposal  under  the  Constitution  and  By-Laws. 

During  January  your  Executive  Committee  was 
informed  that  the  Montana  Highway  Patrol  had 
included  a request  for  information  upon  the  blood 
type  of  applicants  for  a driver’s  license  upon  the 
license  application.  The  Montana  Society  of  Pa- 
thologists transmitted  this  information  to  your 
Executive  Committee  and  requested  that  it  protest 
the  mandatory  inclusion  of  this  information  on 
the  application  for  a driver’s  license.  As  a result 
of  action  by  the  Executive  Committee,  a letter 
was  written  to  Mr.  Alex  B.  Stephenson,  Super- 
visor of  the  Montana  Highway  Patrol,  requesting 
that  the  information  relative  to  the  blood  type  of 
any  applicant  for  a driver’s  license  be  deleted 
from  the  application  or  that  the  request  for  this 
information  be  made  optional  with  the  applicant. 
The  Highway  Patrol  subsequently  agreed  to  ad- 
vise all  applicants  for  a driver’s  license  that  it 
was  not  necessary  for  them  to  furnish  this  in-  j 
formation  but  that  it  may  be  included  upon  the  j 
driver’s  license  if  the  applicant  so  desires.  | 

Board  of  Medical  Examiners 

Early  this  year,  J.  Hugo  Aronson,  Governor 
of  Montana,  requested  the  Association  to  submit  ^ 
its  recommendations  to  him  upon  candidates  to  i 
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consider  for  appointment  to  the  State  Board  of 
Medical  Examiners.  A slate  of  nominees  was  sub- 
mitted as  requested  by  the  Governor  and  R.  L. 
Peterson,  M.D.,  Hamilton,  one  of  the  nominees, 
was  subsequently  selected  by  the  Governor  for  this 
appointment. 

The  audit  of  the  books  of  account  of  the  Asso- 
ciation by  its  certified  public  accountant  was  care- 
fully reviewed  by  the  Executive  Committee  at  its 
January  meeting.  The  auditor’s  report  indicated 
that  the  books  of  account  were  found  in  order  and 
that  all  funds  received  and  disbursed  by  the  Asso- 
ciation were  properly  recorded  in  its  financial 
records.  A copy  of  the  audit  of  the  books  of  ac- 
count for  1958  is  available  through  the  Secretary 
for  perusal  and  study  by  any  member  of  the  House 
of  Delegates. 

At  its  January  meeting,  the  Executive  Com- 
mittee also  carefully  studied  and  reviewed  a pro- 
posed budget,  prepared  and  submitted  by  the 
Treasurer,  of  anticipated  income  and  expense  for 
the  yeai  1959.  The  budget  as  approved  by  the 
Executive  Committee  anticipates  an  income  dur- 
ing the  current  year  of  $33,390  and  expenses  of 
$34,577.50.  Unless  the  income  of  the  Association  is 
greater  than  anticipated  and  the  expenses  less 
than  anticipated,  the  Association  will  operate  at 
a loss  of  approximately  $1,200  during  the  current 
year.  This  anticipated  excess  of  expenditures  over 
income  may  be  increased  by  $1,000  because  of  a 


contingent  liability  of  $1,000  which  is  subject  to 
payment  during  the  current  year  for  the  compila- 
tion and  editing  of  the  manuscript  of  the  history 
of  medicine  in  Montana. 

Dues  increase  recommended 

Because  the  expenses  of  the  Association  during 
the  last  two  years  were  greater  than  its  income 
and  because  of  the  anticipated  excess  of  expense 
over  income  for  the  current  year,  your  Executive 
Committee  voted  at  its  January  meeting  to  recom- 
mend to  the  House  of  Delegates  that  the  dues  for 
membership  be  increased  from  $53.50  per  year  to 
$65  per  year  effective  January  1,  1960.  It  is  the 
opinion  of  the  Executive  Committee  that  such  an 
increase  in  the  membership  dues  is  necessary  and 
justified  because  of  the  generally  increasing  costs 
of  doing  business.  The  financial  records  of  the 
Association  during  the  last  few  years  indicate  that 
there  has  been  an  increase  in  the  cost  of  all  of 
the  operating  expenses  of  the  office  of  the  Asso- 
ciation. During  1957,  the  excess  of  expenditures 
over  income  was  approximately  $925;  during  1958, 
it  was  nearly  $2,900.  The  increase  of  $11.50  recom- 
mended by  the  Executive  Committee  will  enable 
the  Association  through  its  officers,  committees 
and  Executive  Office  to  continue  to  operate  as  it 
has  during  the  previous  years  without  decreasing 
services,  but  it  is  doubtful  that  the  recommended 
increase  of  $11.50  will  provide  excess  funds  to 
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4 Berger,  F,;  Pharmacol.  Rev.  1:243,  1949. 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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develop  larger  or  more  numerous  services  and 
activities. 

Supplemental  report 

The  following  supplemental  report  of  the  Ex- 
ecutive Committee  was  then  read  by  Acting  Sec- 
retary Harris.  This  supplemental  report  was  re- 
ferred by  President  Caraway  to  the  Reference 
Committee  on  Officers,  Meetings  and  Administra- 
tion; 

Your  Executive  Committee  met  in  Helena  on 
April  2 to  consider  certain  additional  items  of 
business  of  the  Association.  During  January  a re- 
quest was  received  from  the  office  of  the  American 
Medical  Association  that  the  Montana  Medical 
Association  review  the  Report  of  the  Commission 
on  Medical  Care  Plans  and  that  the  opinion  of 
the  Association  upon  the  following  basic  questions 
be  transmitted  to  the  A.M.A.  for  purposes  of  in- 
formation when  its  House  of  Delegates  considers 
final  action  upon  the  report  of  the  Commission  in 
June: 

1)  Acknowledging  the  importance  of  free  choice  of  physi- 
cian, is  this  concept  to  be  considered  as  a fundamental  prin- 
ciple, incontrovertible,  unalterable,  and  essential  to  good 
medical  care  without  qualification? 

2)  What  is  or  will  be  your  attitude  regarding  physician 
participation,  in  those  systems  of  medical  care  which  restrict 
free  choice  of  physician? 

Upon  the  recommendation  of  the  Economic 


Committee  of  this  Association,  under  the  chair- 
manship of  David  Gregory,  M.D.,  your  Executive 
Committee  voted  to  approve,  with  the  concurrence 
of  this  House,  the  following  statements  for  trans- 
mittal to  the  A.M.A. : 

1)  The  essential  purpose,  unalterable,  and  incontrovertible, 
of  physicians  is  to  supply  the  best  quality  of  medical  care, 
equitably  distributed.  The  House  of  Delegates  of  the  Montana 
Medical  Association  is  of  the  opinion  that  this  care  can  best 
be  accomplished  through  free  choice  of  physician  and  it  re- 
asserts its  firm  belief  in  the  principle  of  free  choice  of  physi- 
cian as  one  of  the  inherent  rights  and  liberties  of  any  Ameri- 
can citizen. 

2)  The  Montana  Medical  Association  believes  that  the 
physician  should  always  direct  care  and  assume  direct  re- 
sponsibility for  the  individual  patient  and  that  no  censure 
should  be  given  to  a physician  who  participates  in  a closed 
panel  under  these  conditions  and  principles. 

Medical-Legal  Institute 

George  G.  Sale,  M.D.,  Chairman  of  the  Com- 
mittee on  Medical-Legal  Institute,  then  presented 
the  final  program  of  the  1959  Medical-Legal  Insti- 
tute which  will  be  held  in  Missoula  on  April  24 
and  25,  sponsored  by  this  Association  and  the 
Montana  Bar  Association.  Dr.  Sale  suggested  that 
all  members  of  the  House  of  Delegates  urge  the 
physicians  in  their  communities  to  attend  this 
institute. 

President  Caraway  announced  that  the  report 
of  the  various  standing  and  special  committees 
and  of  the  representatives  of  this  Association  to 
other  groups  as  well  as  the  several  resolutions  in- 
cluded in  the  file  of  each  delegate  would  be  con- 
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Virtual  freedom  of  Mellaril  from  major  toxic 
effects  is  due  to  greater  specificity  of  tran- 
quilizing  action  ^ divorced  from  suck 
“diffiise”  effects  as  anti-emetic  action. 


MELLARIL  is  virtuaMy  fre© 
of  such  toxic  effectB  as 
• jaundice 
* Parkinsonism 
- blood  dyscrasia 

"Thioridazine  [ MELLARIL]  is  as  effective 
as  the  best  available  phenothiazlne.  but 
with  appreciably  less  toxic  effects  than 
those  demonstrated  with  other  phenothia- 
zines. . . . This  drug  appears  to  represent 
a major  addition  to  the  safe  and  effective 
treatment  of  a wide  range  of  psycho- 
logical disturbances  seen  daily  in  the 
clinics  or  by  thi  general  practitioner."'' 


SANDOZ 


specific,  effisctive  tr^nqui/iz^r  • s0er  at  all  dosage  levels 


remarkable  lack  of  side  effects 


In  more  than  3,000  carefully-followed  patients,  Mellaril  has  been 
almost  completely  free  of  such  major  side  effects  as  jaundice, 
extrapyramidal  symptoms.  Parkinsonism,  blood  dyscrasia,  dermatitis- 
even  when  given  in  quantities  far  in  excess  of  the  usual  dosage. 


"POVERTY”  OF  SIDE  EFFECTS 


“The  most  striking  aspect  of  thioridazine  [Mellaril] 

therapy  is  the  poverty  of  side  effects In  its  lack  of 

side  effects  and  low  toxicity,  it  is  superior  to  all  other 
tranquilizing  drugs  tested.  For  this  reason  also  it  is  well 
tolerated  by  patients,  particularly  those  who  are  not 
hospitalized  and  who  frequently  discontinue  their  medi- 
cation because  of  dizziness,  sleepiness,  increased  tension 
or  parkinsonism  with  other  drugs.” ^ 

NEGLIGIBLE  SIDE  EFFECTS 

“Side  effects  were  negligible  at  all  dosage  levels:  no 
incidence  of  parkinsonism  or  other  extrapyramidal 
symptoms.  Minimal  sedation,  on  the  whole  lower  than 
with  other  tranquilizing  agents.  No  alteration  in  liver 
function,  urine  or  blood.  No  photosensitivity.  Patient 
acceptability  was  exceptional:  lack  of  drowsiness,  leth- 
argy or  ‘washed  out’  feeling,  permitted  patients  to  carry 
on  normal  everyday  activities.  Orthostatic  hypotension 
was  absent.  The  initial  ‘keyed  up’  tense  feeling  common 

to  other  drugs  of  this  type  was  absent Patients  forced 

to  interrupt  treatment  with  other  phenothiazine  deriva- 
tives because  of  parkinsonism  or  other  extrapyramidal 
symptoms  were  able  to  continue  therapy  with  thiorida- 
zine without  appearance  of  parkinsonism.”® 

SINGULARLY  FREE  OF  SIDE  EFFECTS 

“The  extrapyramidal  syndrome  was  not  encountered  in 


any  of  its  forms.  Dizziness  and  sleepiness  responded  to  a 

reduction  in  dosage.  Other  side  effects  did  not  occur 

It  is  singularly  free  from  the  side  effects  ordinarily  seen 
with  these  [phenothiazine]  compounds.”^ 

ABSENCE  OF  SIGNIFICANT  SIDE  EFFECTS 

“None  of  the  following  toxic  effects,  so  common  after 
administration  of  the  phenothiazines,was  present  during 
the  period  of  Thioridazine  administration:  Parkinson- 
ism or  Parkinson-like  symptoms,  photosensitivity,  ortho- 
static hypotension,  bone-marrow  depression.”^ 

MINIMAL  SIDE  EFFECTS 

“Side  effects  such  as  extrapyramidal  activity,  jaundice 
and  photosensitivity  have  not  been  observed  in  patients 
treated  with  Thioridazine  [Mellaril].  Extrapyramidal 
side  effects  produced  by  other  phenothiazines  have 
disappeared  promptly  with  no  deterioration  in  the  be- 
havioral response  when  these  patients  have  been  shifted 
to  Thioridazine.”® 

NO  JAUNDICE 

“No  allergic  reactions  were  observed  such  as  skin  erup- 
tions, jaundice  or  agranulocytosis.  Central  nervous 
system  toxicity,  as  manifested  by  extrapyramidal  effects, 
seizures,  and  excitement  did  not  occur  despite  the  use 
of  high  doses  ( up  to  2000  mg.)  of  the  drug.”® 


excellent  clinical  response 

In  office  practice  and  in  hospitalized  patients,  Mellaril  has  proved 
highly  useful  for  a wide  variety  of  major  and  minor  emotional 
disorders  (such  as  anxiety,  tension,  apprehension,  alcoholism, 
agitated  psychoneurosis,  agitated  psychotic  states,  etc.). 


EXTREMELY  SATISFACTORY  . . produced  extremely  satisfactory  results 
in  the  broad  therapeutic  range  represented  in  this  series.”^ 

POTENT  AGENT  . . appears  to  be  a potent  agent  in  the  symptomatic 
management  of  a variety  of  psychiatric  states.”^ 

MAJOR  ADDITION  TO  THERAPEUTICS  “This  drug  appears  to  represent  a 
major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological 
disturbances  seen  daily  in  the  clinics  or  by  the  general  practitioner.”* 

AN  ACTIVE  AGENT  “Thioridazine  is  an  active  therapeutic  agent.  . . . 

It  is  effective  in  a variety  of  psychiatric  disorders,  including  schizophrenic 
reactions.  . . . The  drug  is  particularly  advantageous  for  a group  of  schizophrenic 
patients  who  are  sometimes  made  worse  by  other  phenothiazine 
derivatives  or  Rauwolfia  alkaloids.  It  should  also  be  suitable  for  treating  patients 
with  psychoneuroses  and  chronic  brain  syndrome.”*’ 

EVEN  IN  VERY  SEVERE  CASES  “Of  the  152  patients  treated  25  have  been 
released  and  they  have  not  suffered  a relapse.  This  proportion  is  significant 
if  we  stop  to  consider  that  we  are  dealing  only  with  acute  cases  which  had  been 
considered  hopeless  and  obviously  destined  to  finish  their  days  in  an  asylum.”* 


excellent  therapeutic  RESPONSE  “Patients  with  emotional 
tensions  resulting  from  the  stress  and  strain  of  life  . . . were  treated  with 
Mellaril  at  the  dosage  level  of  10  mg.  three  times  daily. 

In  94  such  patients,  83  obtained  an  excellent  therapeutic  response.”® 


Mellaril 

THIORIDAZINE  HOI 

specific,  effective  tranquilizer  • safer  at  all  dosage  levels 


I tranquilizalionTi  y 


A 


". . . extremely  satisfactory  results . . 
in  a clinical  spectrum  ranging  from 
minor  nervous  disorders  to 
severe  psychotic  disturbances^ 


RESULTS  WITH  MELLARIL  IN  194  PATIENTS^ 


ACUTE  PSYCHOTICS 

83%  satisfactory  effect 

Some  cases  had  complete  re- 
mission of  symptoms.  Most 
were  able  to  return  home  to 
useful  occupations. 


CHRONIC  PSYCHOTICS 

68%  satisfactory  effect 

Relief  of  symptoms  in  cases 
permitted  easier  management 
and  a return  to  a more  or  less 
useful  life. 


NEUROTICS 

I 

67%  satisfactory  effect 

I 

Some  cases,  complete  relief  of 
symptoms.  Othercases,  partial 
relief  of  symptoms. 


RESULTS  WITH  MELLARIL  IN  PATIENTS  PREVIOUSLY  TREATED  WITH  OTHER  TRANQUILIZERS^ 

VERY 

DIAGNOSTIC  CATEGORY 

IMPROVED 

SATISFACTORY 

SATISFACTORY 

UNSATISFACTORY 

% 

% 

% 

% 

SCHIZOPHRENIA 

Acute 

89 

61 

28 

11 

Chronic  paranoid 

84.2 

31.6 

52.6 

15.8 

Chronic,  other 

73.9 

21.7 

52.2 

26.1 

Residual 

57.1 

9.5 

47.6 

42.9 

CHRONIC  BRAIN  SYNDROME 

66.6 

33.3 

33.3 

33.3 

CHRONIC  PSYCHONEUROSIS 

62.5 

12.5 

50 

37.5 

CHRONIC  PSYCHOSOMATIC 

DISORDERS 

75 

25 

50 

25 

Mellaril 

THIORIDAZINE  HCI 

specific,  effective  tranquilizer  • safer  at  all  dosage  levels 


Iranquilizalion  [ anli-emeiic 


(A) 


a new  advance  in  tranquilization: 

greater  specificity  of  tranquilizing  action  plus  fewer  side  effects 


Of  109  phenothinzines  synthesized  by  Sandoz,  Mellaril  was 
selected  as  the  most  promising  on  the  basis  of  extensive  evalu- 
ation. The  presence  of  a thiomethyl  radical  (S-CH,)  in  the 
position  conventionally  occupied  by  a halogen  in  other  pheno- 
thiazines  is  unique  and  could  be  responsible  for  the  relative 
absence  of  side  effects  and  greater  specificity  of  psychothera- 
peutic action.  This  is  shown  clinically  by: 


MELLARIL 


A specificity  of  action  on  certain  brain  sites  in  contrast  to  the 
more  generalized  or  “diffuse”  action  of  other  phenothiazines.  This 
is  evidenced  by  a lack  of  appreciable  anti-emetic  effect. 


Dampening  of 
sympathetic  and 
parasympathetic 
nervous  system 


PSYCHIC  RELAXATION 

DAMPENING  OF 
SYMPATHETIC  AND 
PARASYMPATHETIC 
NERVOUS  SYSTEM 


inlmal  suppression  of  vomitln 


ittle  effect  on  blood  pressure 
nd  temperature  regulation 


Psychic  relaxation 


Dai 


ng  suppression  of  vomitint 

pening  of  blood  pressure 
temperature  regulation 


other 

phenothlazlne-type 

tranquilizers 


Less  “spill-over”  action  to  other  brain  areas  — hence, 
absence  of  undue  sedation,  drowsiness  or  autonomic 
nervous  system  disturbances. 


O A notable  absence  of  extrapyramidal  stimulation. 

Lack  of  impairment  of  patient’s  normal  drive  and  energy, 
while  achieving  psychomotor  control  in 
mental  and  emotional  disorders. 

0 Virtual  freedom  from  toxic  effects  — jaundice, 
photosensitivity,  skin  eruptions,  disturbed  body 
temperature  regulation,  blood  forming  disorders  have  been 
absent  in  reports  currently  available. 


These  properties  add  up  to  a greater  margin  of  safety  in  general  office  practice, 
in  ambulatory  psychiatric  out-patient  clinics,  and  in  hospitalized  patients. 


a guide  to  administration  and  dosage 


Dosage  ranges  from  10  mg.  three  or  four  times  a day  in 
milder  situations  to  25  mg.  three  or  four  times  a day 
for  more  disturbed  patients.  In  ambulatory  psychiatric 
out-patients,  dosages  of  50  to  100  mg.  three  or  four 
times  a day  have  been  found  adequate.  For  severely  dis- 


turbed hospitalized  psychotics,  dosages  of  200  to  300 
mg.  three  times  a day  may  be  administered. 

Dosage  must  be  individualized  according  to  the  condi- 
tion and  degree  of  response.  In  all  cases,  the  smallest 
effective  dosage  should  be  determined  for  each  patient. 


INDICATION 

USUAL  STARTING  DOSE 

TOTAL  DAILY  DOSAGE  RANGE 

ADULTS 

Mental  and  Emotional  Disturbances: 

MiLD  — where  anxiety,  apprehension 
and  tension  are  present 

10  mg.  t.i.d. 

20-60  mg. 

MODERATE  — where  agitation  exists 
in  psychoneurosis,  alcoholism, 
intractable  pain,  senility,  etc. 

25  mg.  t.i.d. 

50-200  mg. 

SEVERE— in  agitated  psychotic 
states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.: 
Ambulatory 

Hospitalized 

too  mg.  t.i.d. 

100  mg.  t.i.d. 

200-400  mg. 

200-800  mg. 

CHILDREN 

BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  t.i.d. 

20-40  mg. 

PRECAUTIONS:  Although  possessing  a unique  structure 
and  a selectivity  of  action  which  broadens  its  therapeutic 
ratio,  the  physician  should  be  alert  to  the  possibility  of 
untoward  reactions  in  certain  susceptible  individuals.  In 


particular,  he  should  watch  for  potential  hemopoietic 
depression,  jaundice  or  orthostatic  hypotension.  As  with 
other  phenothiazines,  Mellaril  is  contraindicated  in 
severely  depressed  or  comatose  states  from  any  cause. 


SUPPLIED:  MELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg.  Bottles  of  100. 


1.  Ostfeld,  A.  M. : Scientific  Exhibit,  American  Academy  of  General  Practice,  San  Francisco,  April  6-9,  1959.  2.  Kinross-Wright,  V.  J.:  Lecture,  Clinical 
Meeting,  American  Medical  Association,  Minneapolis,  Dec.  4,  1958.  3.  Kinross-Wright,  V.  J.:  Scientific  Exhibit,  Clinical  Meeting,  American  Medical  Associ- 
ation, Minneapolis,  Dec.  2-5,  1958.  4.  Cohen,  S. : TP-21,  a new  phenothiazine.  Am.  J.  Psychiat.  115:358,  Oct.  1958.  5.  Glueck,  B. : Scientific  Exhibit,  American 
Psychiatric  Association,  Philadelphia,  April  27-May  1,  1959.  6.  Hollister,  L.  E.,  and  Macdonald,  B.  F, : Presented  at  California  Medical  Association;  Section  on 
Psychiatry,  San  Francisco,  Feb.  25, 1959.  7.  Remy,  M.:  Schweiz,  med.  Wchnschr.  88:1221,  Nov.  29,  1958.  8.  Freed,  S.  C.,  in  discussion  on  Thioridazine  (Mellaril) 
in  Psychiatric  Patients,  Hollister,  L.  E.,  and  Macdonald,  B.  F.,  presented  at  California  Medical  Association;  Section  on  Psychiatry,  Sail  Francisco,  Feb.  25,  1959. 


• controls  neurotic  and  psychotic  patients  with  anxiety,  apprehension,  nervous  tension 

• virtual  absence  of  jaundice,  parkinsonism,  photosensitivity,  dermatitis 

• minimal  sedation  and  drowsiness 

• does  not  mask  organic  conditions  such  as  brain  tumors,  intestinal  obstruction,  etc., 
because  of  lack  of  anti-emetic  action 

• increased  specificity  of  action  results  in  greater  safety  at  all  dosage  levels 


Each  ANTTVERT  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.^ 

Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
for  prompt  vasodilation.--® 

Advantage  of  “dual  therapy”  confirmed: 

Monger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”® 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2:110  (March) 
1956.  2.  Menger,  H.  C.:  Clin.  Med.  <t:313  (March)  1957. 
3.  Shuster.  B.  H.:  M.  Clin.  North  America  40:1787 
(Nov.)  1956. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 
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there's  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
^ chronic,  prima 
#,^secpndary  fibrositis 
t % ' * early  rheumatoid  a 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid' . . .additive  antirheumatic  action  of 
corticosteroid  plus  salicylate^'®  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects'  ® . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 


THERAPY  SHOULD  BE  INDJVIDUALtZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 

subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 

precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


any 
case 
it  calls  for 


tablets 


Composition 

METICORTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  .7. 325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D-,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 


helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult... because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That’s  why  Glytinic,  Boyle’s  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that’s  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you’re  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. . .available  in  100  tablet  or  1 pint  bottles. 
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•Rest,  Edward  J,.  and  Todd.  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York.  Macmillan.  1955).  p.  522;  p.  1074-5. 
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sidered  as  business  introduced  to  the  House  of 
Delegates  for  consideration  and  that  these  reports 
were  hereby  referred  to  the  reference  committee 
indicated  in  each  report  or  resolution.  President 
Caraway  then  called  for  the  introduction  of  other 
resolutions  and  new  business.  No  additional  new 
business  or  resolutions  were  presented,  however, 
for  the  consideration  of  the  House. 

M.P.S.  report 

Robert  H.  Leeds,  M.D.,  President  of  Montana 
Physicians’  Service,  then  presented  an  excellent 
report  upon  the  activities  of  M.P.S.  during  the 
past  six  months  and  of  its  aims  and  objectives 
during  the  coming  months.  This  report  was  re- 
ferred by  President  Caraway  to  the  Reference 
Committee  on  Affiliated  Organizations  for  study. 

The  first  session  of  the  House  of  Delegates 
recessed  at  9:20  a.m. 

SECOND  SESSION 

The  second  session  of  the  Twelfth  Interim 
Session  of  the  House  of  Delegates  of  the  Montana 
Medical  Association  was  called  to  order  by  Her- 
bert T.  Caraway,  M.D.,  President,  at  8:45  a.m.  in 
the  Western  Life  Insurance  Company  Building, 
Helena. 

Following  the  roll  call.  Acting  Secretary  Harris 
announced  that  a quorum  was  present. 
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Delegates  seoAed 

Upon  motion  regularly  seconded  and  carried, 
the  following  members  of  this  Association  were 
seated  as  delegates  from  the  component  society 
indicated:  John  A.  Layne,  M.D.,  Cascade  County 
Medical  Society;  John  S.  Gilson,  M.D.,  Cascade 
County  Medical  Society;  Leonard  W.  Brewer, 
M.D.,  Western  Montana  Medical  Society. 

Reference  Committee  on  Officers, 

Meetings  and  Administration 

The  following  report  was  presented  by  J.  S. 
Pennepacker,  M.D.,  Chairman  of  the  Reference 
Committee  on  Officers,  Meetings  and  Administra- 
tion: 

Report  of  the  Delegate  to  the  American  Medical 
Association:  This  report  was  reviewed  with  in- 
terest by  the  members  of  your  reference  commit- 
tee. It  commends  the  Delegate  from  this  Associa- 
tion, Raymond  F.  Peterson,  M.D.,  for  the  excel- 
lence of  his  report  as  well  as  for  the  long  and 
distinguished  service  he  has  rendered  in  this  posi- 
tion. Dr.  Peterson  has  brought  distinction  to 
Montana  medicine  during  his  term  in  the  House 
of  Delegates  of  the  A.M.A.  Your  committee  sug- 
gests that  his  report  be  received  and  placed  on 
file  since  it  contains  no  recommendations  and  that 
the  Secretary  of  this  Association  be  instructed  to 
forward  to  Dr.  Peterson  a formal  note  of  the  grati- 
tude of  this  Association  for  his  work  in  its  behalf. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Report  of  the  Acting  Secretary -Treasurer:  Your 
reference  committee  has  reviewed  with  interest 
the  report  of  the  Acting  Secretary-Treasurer,  W. 
E.  Harris,  M.D.  It  is  with  sincere  regret  that  your 
committee  recalls  the  passing  of  our  beloved  col- 
league, Theodore  R.  Vye,  M.D.  Your  committee 
congratulates  Dr.  Harris  upon  the  manner  in  which 
he  has  conducted  the  duties  as  Secretary  under 
most  difficult  circumstances.  Your  committee  rec- 
ommends that  each  member  of  the  House  scru- 
tinize the  Treasurer’s  report  most  carefully  in 
view  of  the  proposal  to  increase  the  membership 
dues  in  the  Association  which  will  be  considered 
subsequently. 

Dr.  Pennepacker  moved  the  adoption  of  this 
report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Report  of  the  Executive  Committee:  Your  ref- 
erence committee  has  carefully  considered  the 
report  of  the  Executive  Committee  of  the  Associa- 
tion. The  actions  of  this  committee  pertaining  to 
the  group  life  insurance  program  and  to  legisla- 
tive affairs  was  noted  with  approval. 

This  reference  committee  commends  to  the 
attention  of  the  House  the  decision  of  the  Execu- 
tive Committee  to  continue  the  policy  of  not 
authorizing  expense  reimbursement  to  committee 
chairmen  or  committee  members  unless  the  House 
of  Delegates  specifically  recommends  such  reim- 
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bursement.  Your  reference  committee  recommends 
that  the  House  of  Delegates  endorse,  as  the  stand- 
ing policy  of  the  Association,  this  proposal  of  the 
Executive  Committee. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Your  reference  committee  received  no  objec- 
tions to  the  recommendation  of  the  Executive 
Committee  that  the  Lake-Sanders  Counties  Medi- 
cal Society  be  dissolved,  as  requested  by  its  mem- 
bership, and  that  its  charter  therefore  be  revoked. 
For  this  reason,  your  reference  committee  recom- 
mends that  this  House  of  Delegates  dissolve  the 
Lake-Sanders  Counties  Medical  Society  and  re- 
voke its  charter  as  requested  and  that  the  territory 
under  the  jurisdiction  of  the  Lake-Sanders  Coun- 
ties Medical  Society  be  incorporated  within  the 
jurisdiction  of  the  Flathead  County  Medical  So- 
ciety and  the  Western  Montana  Medical  Society 
as  agreed  upon  by  the  members  of  these  compo- 
nent societies. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

The  comments  of  the  Executive  Committee 
upon  the  inclusion  of  blood  type  on  the  applica- 
tion and  driver’s  license  of  Montana  citizens  by 
the  Montana  Highway  Patrol  is  to  be  considered 
in  a formal  resolution  under  study  by  another 
reference  committee.  This  reference  committee, 
therefore,  presents  no  comment  or  recommenda- 
tion upon  this  portion  of  the  report  of  the  Execu- 
tive Committee. 

Your  reference  committee  spent  much  time 
considering  and  receiving  testimony  from  mem- 
bers of  this  Association  upon  the  increase  in  the 
membership  dues  of  $11.50,  recommended  by  the 
Executive  Committee.  In  addition,  your  reference 
committee  interviewed  the  President,  the  Acting 
Secretary-Treasurer  and  the  Executive  Secretary 
of  the  Association  and  studied  the  budgets  and 
audits  of  the  books  of  account  of  the  Association 
since  1952.  The  principal  objections  to  the  pro- 
posed increase  in  dues  were  as  follows: 

1)  The  current  deficit  of  the  Association  is  not  large  and 
conceivably  may  be  eliminated  by  suitable  economies. 


2)  The  1958  deficit  was  incurred  by  the  increased  expenses 
incident  to  the  1959  Legislative  Assembly  and  by  the  initial 
capital  expenditure  for  the  automobile  owned  by  the  Associa- 
tion. These  expenses  were  abnormal  and  non-recurring  costs. 

3)  The  reserve  funds  of  the  Association  consisting  of  ap- 
proximately $15,000  in  tr.  S.  Government  Bonds  and  of  ap- 
proximately $9,000  in  savings  are  relative  fixed  values  and 
will  not  appreciate  in  value  with  continued  inflation  and 
could  well  be  of  more  value  to  our  Association  presently  if 
used  for  current  expenditures. 

Proponents  of  the  recommendation  to  increase 
the  dues  for  membership  submitted  the  following 
in  response  to  the  above  objections: 

1)  The  present  budget  of  the  Association  is  barely  adequate 
to  meet  its  current  needs.  Certain  legitimate  expenses  such 
as  reimbursement  of  the  President  for  many  of  his  travel 
expenses  within  the  state  are  not  provided  in  the  budget. 

2)  During  future  years  the  average  annual  expenditure  for 
legislative  and  legal  counsels  will  be  equal  to  or  probably 
greater  than  the  expenses  to  date. 

3)  The  present  reserves  of  the  Association  are  not  exorbi- 
tant. They  would,  for  example,  support  the  operation  of  the 
Association  for  only  an  eight-month  period. 

After  due  reflection  and  careful  consideration, 
your  reference  committee  believes  that  this  Asso- 
ciation is  being  operated  efficiently,  if  not  aus- 
terely, and  that  it  is  in  a sound  financial  position. 
Your  committee  further  believes  that,  if  the  Asso- 
ciation is  to  continue  to  function  as  one  of  the 
better  small  state  medical  associations,  more  funds 
will  be  necessary  and  that  the  increase  proposed 
by  the  Executive  Committee  will  not  constitute 
an  undue  hardship  upon  any  member.  Therefore, 
your  reference  committee  recommends  that  the 
House  of  Delegates  approve  an  increase  of  the 
dues  for  membership  of  $11.50,  or  from  $53.50  per 
year  to  $65.00  per  year,  effective  January  1,  1960. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Supplemental  Report  of  the  Executive  Com- 
mittee: Your  reference  committee  has  carefully 
studied  the  supplemental  report  of  the  Executive 
Committee  which  was  read  to  this  House  of  Dele- 
gates during  its  first  session  on  April  3.  The  pro- 
posed statement  of  policy  seemed  agreeable  to 
both  panel  and  non-panel  physicians  who  testified 
before  this  committee.  It  proposes,  however,  that 
Section  2 of  the  statement  of  policy  be  amended 
to  read  as  follows: 

2)  The  Montana  Medical  Association  believes  that  the 
physician  should  always  direct  care  and  assume  direct  re- 
sponsibility for  the  individual  patient  and  that  no  censure 
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should  be  adjudged  to  a physician  who  participates  in  a 
closed  panel  provided  he  has  direct  authority  and  responsi- 
bility for  the  care  of  the  inividual  patient. 

In  the  opinion  of  your  reference  committee, 
the  wording  proposed  above  clarifies  the  statement 
but  in  no  way  amends  its  sense  or  intent. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

As  Chairman  of  this  reference  committee,  I 
wish  to  express  my  thanks  to  Robert  H.  Leeds, 
M.D.,  who  assisted  me  in  the  preparation  of  this 
report,  as  well  as  the  several  members  of  the 
Association  who  testified  before  the  committee. 

Dr.  Pennepacker  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Officers, 
Meetings  and  Administration  as  a whole.  This  mo- 
tion was  seconded  and  carried. 

Reference  Committee  on  Legislation 
and  Public  Relations 

The  following  report  was  presented  by  Wyman 
J.  Roberts,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations. 

This  reference  committee  reviewed  the  reports 
of  the  Public  Relations  Committee,  the  Legislative 
Committee  and  the  Rural  Health  Committee.  There 
were  no  reports  presented  during  this  session  by 
the  Mediation  Committee,  the  School  Health  Com- 
mittee or  the  State  Liaison  Representative  to  the 
A.M.A.  Legislative  Committee. 

Report  of  the  Public  Relations  Committee:  The 
Public  Relations  Committee  plans  to  publish  in 
the  Bulletin  of  this  Association,  which  is  mailed  to 
all  Montana  physicians,  a short  paragraph  per- 
taining to  public  relations  among  physicians.  It 
further  encourages  each  physician  to  obtain  ap- 
proval of  any  statement  for  public  release  from 
the  public  relations  committee  of  his  component 
society.  The  Public  Relations  Committee  also  plans 
to  continue  publication  of  articles  on  health  writ- 
ten by  committee  members  in  Montana  Health 
and  the  Montana  Farmer-Stockman.  The  Public 
Relations  Committee  also  encourages  all  Montana 
physicians  to  continue  to  distribute  the  booklet 
entitled.  Your  Doctor  Comments.  Your  reference 
committee  approves  of  these  suggestions  of  the 
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Public  Relations  Committee  and  commends  the 
committee  upon  its  activities  during  the  past 
months. 

Dr.  Roberts  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Legislative  Committee:  The  Leg- 
islative Committee  submitted  a lengthy  report 
which  in  the  opinion  of  your  reference  committee 
is  worthy  of  careful  study  by  each  member  of 
this  House.  The  Legislative  Committee  has  just 
completed  one  of  the  most  difficult  sessions  in 
many  years.  Your  reference  committee  feels  that 
a sincere  vote  of  appreciation  should  be  extended 
to  all  members  of  the  Legislative  Committee  and 
particularly  its  Chairman,  John  A.  Layne,  M.D.; 
its  Vice  Chairman,  Amos  R.  Little,  Jr.,  M.D.;  Mr. 
Patrick  F.  Hooks  and  his  associates  and  Mr.  L.  R. 
Hegland,  Executive  Secretary,  for  his  untiring  ef- 
forts in  our  behalf. 

Senate  Bill  60,  which  proposed  to  amend  the 
definition  of  chiropractic  so  that  Montana  chiro- 
practors would  be  authorized  to  utilize  all  of  the 
diagnostic  methods  used  by  any  of  the  healing 
arts,  was  defeated  in  the  Senate  upon  a roll  call 
vote,  26-25.  Senate  Bill  193,  defining  the  duties  of 
the  Montana  Board  of  Chiropractic  Examiners  and 
permitting  that  board  to  inspect  and  approve 
schools  for  Montana  licensure,  passed  both  houses 
but  was  vetoed  by  Governor  Aronson.  Senate  Bill 
96,  which  would  have  extended  the  privileges  of 
the  practice  of  osteopathy,  was  finally  killed  in 
the  Senate  on  a standing  vote,  28-18.  Senate  Bill 
133,  the  salutary  nervosism  bill,  was  again  killed 
in  committee.  House  Bills  92  and  93,  pertaining 
to  non-residents  with  tuberculosis  and  the  recalci- 
trant patient  with  tuberculosis,  were  passed  by 
both  Houses  and  became  law  upon  approval  by 
the  Governor.  House  Bill  267,  which  amended  the 
definition  of  optometry,  was  passed  by  both  houses 
in  a satisfactory  form.  House  Bill  370,  which  pro- 
vided that  surgical  repair  of  hernia  shall  be  classed 
in  the  same  category  as  other  industrial  accidents, 
became  law  upon  approval  by  the  Governor.  House 
Bill  528,  an  appropriation  measure  containing  the 
request  for  funds  for  the  Western  Interstate  Com- 
mission for  Higher  Education,  was  adopted  and 
provided  increased  funds  for  the  coming  biennium. 
House  Bill  164,  introduced  by  responsible  officers 
of  the  two  Montana  hospital  associations  to  repeal 
the  Thompson  Act  in  the  criminal  codes  of  Mon- 
tana, failed  to  pass  the  House.  The  officers  of  this 
Association  and  its  legal  counsel  were  not  con- 
sulted or  fully  informed  upon  this  measure  by 
either  hospital  association  so  took  no  position  upon 
the  measure.  House  Bill  243,  to  provide  for  the 
licensure  of  physical  therapists,  was  killed  in  the 
Senate. 

The  Legislative  Committee  in  its  report  points 
out  that  both  Montana  hospital  associations  with- 
drew their  opposition  to  Senate  Bill  96,  the  osteo- 
pathic bill,  less  than  18  hours  before  the  final 
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vote  upon  the  bill.  This  was  done  without  the 
prior  knowledge  of  the  officers  or  of  the  Legisla- 
tive Committee  of  this  Association.  The  Legislative 
Committee  recommends  that  within  the  next  few 
months  representatives  of  this  Association  and  of 
both  hospital  associations  should  meet  to  promote 
a better  understanding  between  the  physicians  of 
Montana  and  the  hospital  administrators. 

The  Legislative  Committee  presented  the  fol- 
lowing conclusions: 

1)  It  is  very  important  that  any  bill  presented  to  the 
Legislature  for  action  be  drawn  well  in  advance  and  discussed 
fully  with  the  groups  concerned. 

2)  The  Legisative  Committee  cannot  support  or  oppose 
any  measure  introduced  into  the  Legislative  Assembly  unless 
it  is  directed  to  do  so  by  this  House  of  Delegates. 

3)  The  “task  force”  concept,  that  is,  the  delegation  of 
responsibility  for  each  legislative  proposal  to  the  group  most 
interested,  proved  very  useful  during  the  Legislative  Session. 

4)  Contacts  with  members  of  the  Montana  House  of  Rep- 
resentatives and  Senate  should  be  made  with  dignity,  cor- 
rectness and  objectiveness. 

5)  The  Legislative  Committee  feels  that  it  was  able  to 
accomplish  practically  100  per  cent  of  its  objectives  during 
the  Legislative  Session. 

Your  reference  committee  fully  approves  the 
report  of  the  Legislative  Committee.  It  recom- 
mends its  approval  by  this  House  of  Delegates  and 
also  that  this  House  extend  its  heartfelt  gratitude 
to  each  member  of  the  Legislative  Committee,  to 
Mr.  Patrick  F.  Hooks  and  Mr.  L.  R.  Hegland  for 
their  hard  work  during  the  past  Legislative  Ses- 
sion. 

It  was  moved  by  Dr.  Roberts  and  seconded 
that  this  portion  of  the  report  of  the  reference 
committee  be  adopted.  Before  voting  upon  this 
motion,  John  A.  Layne,  M.D.,  Chairman  of  the 
Legislative  Committee,  review^ed  in  greater  detail 
the  activities  of  his  committee  during  the  Legis- 
lative Session.  He  also  answered  a number  of 
questions  of  the  delegates  pertaining  to  the  Legis- 
lative Assembly.  During  this  discussion,  it  was 
suggested  that  this  Association  should  consider 
sponsoring  a conference  of  professional  staff  of- 
ficers of  Montana  hospitals.  It  was  also  suggested 
that  the  chiefs  of  staff  of  the  various  Montana 
hospitals  should  become  members  of  the  Montana 
Hospital  Association,  since  they  are  eligible  for 
such  membership.  The  chiefs  of  hospital  staffs 
should  also  endeavor  to  attend  as  many  meetings 
of  the  hospital  associations  and  of  the  Board  of 
Trustees  of  their  individual  hospitals  as  possible. 
Following  this  discussion,  the  motion  by  Dr. 
Roberts  was  voted  upon  and  carried. 

Report  of  the  Rural  Health  Committee-.  The 
Rural  Health  Committee  has  suggested  that  the 
committee  chairman  or  a member  of  the  commit- 
tee be  reimbursed  by  the  Association  for  travel 
expenses  each  year  to  the  National  Conference 
on  Rural  Health.  This  House  of  Delegates  at  its 
Annual  Meeting  during  September,  1958,  voted 
to  refer  to  the  Executive  Committee  the  question 
of  reimbursement  of  such  travel  expenses.  The 
Executive  Committee,  in  its  report  at  this  meeting 
of  the  House  of  Delegates,  indicates  that  it  does 
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not  plan  to  authorize  expense  reimbursements  for 
any  committee  chairman  or  any  committee  mem- 
ber unless  and  until  this  House  of  Delegates  dis- 
tinctly and  specifically  directs  it  to  authorize  such 
reimbursement.  Your  reference  committee  heartily 
concurs  in  this  action  of  the  Executive  Committee. 

Dr.  Roberts  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

The  Rural  Health  Committee  believes  that  a 
pamphlet  published  by  the  Montana  Medical  Asso- 
ciation containing  information  and  answers  to  the 
most  common  questions  upon  health  insurance 
would  be  of  distinct  value  and  most  helpful  to 
patients.  Your  reference  committee  concurs  in  this 
suggestion  and  recommends  that  the  House  of 
Delegates  request  the  Board  of  Trustees  of  Mon- 
tana Physicians’  Service  to  consider  the  prepara- 
tion of  such  an  informative  booklet  on  medical 
and  hospital  insurance,  that  this  booklet  be  pub- 
lished under  the  auspices  or  sponsorship  of  the 
Montana  Medical  Association  and  its  Rural  Health 
Committee  and  that  upon  publication  copies  of 
it  be  furnished  to  each  Montana  physician  for 
distribution  to  his  patients  when  they  request  in- 
formation concerning  health  insurance. 

Dr.  Roberts  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Dr.  Roberts  then  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Legislation 
and  Public  Relations  as  a whole.  This  motion  was 
seconded  and  carried. 

Upon  motion  regularly  seconded  and  carried, 
C.  H.  Steele,  M.D.,  was  seated  as  a delegate  from 
the  Cascade  County  Medical  Society  and  H.  D. 
Rossiter,  M.D.,  as  a delegate  from  the  Silver  Bow 
County  Medical  Society. 

Reference  Committee  on  Legal  Affairs 
and  Professional  Relations 

The  following  report  was  presented  by  John 
A.  Newman,  M.D.,  Chairman  of  the  Reference 
Committee  on  Legal  Affairs  and  Professional 
Relations: 

This  reference  committee  considered  very  care- 


fully and  reviewed  with  interest  each  of  the 
following  committee  reports  which  had  been  re- 
ferred to  it  for  study: 

Report  of  the  Legal  Affairs  Committee:  It  is 
apparent  from  the  report  of  the  Legal  Affairs 
Committee  that  this  committee  continues  to  func- 
tion and  to  fulfill  its  duties  and  obligations.  The 
committee,  in  cooperation  with  the  Montana  Bar 
Association,  has  begun  definitive  study  upon  the 
possibility  of  proposing  legislation  two  years  hence 
to  provide  for  impartial  medical  witnesses.  This 
activity  of  the  Legal  Affairs  Committee  is  of 
interest  to  this  reference  committee  and  it  recom- 
mends that  the  committee  continue  to  endeavor 
to  draft  the  necessary  legislation. 

Dr.  Newman  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Economic  Committee:  The  Eco- 
nomic Committee  reported  that  the  Montana 
Judges  Association  recently  reaffirmed  its  pre- 
vious position  and  recommendation  that  fees  paid 
to  physicians  at  testimony  for  sanity  hearings  be 
at  least  $10.00  for  the  ordinary  sanity  hearing  and, 
if  the  hearing  developed  beyond  the  ordinary 
scope,  the  fee  for  testimony  of  a physician  shall 
be  determined  at  the  discretion  of  the  presiding 
judge.  Although  the  Montana  Judges  Association 
desires  to  reimburse  physicians  adequately  for 
their  testimony  at  sanity  hearings,  it  is  neverthe- 
less unable  to  recommend  any  specific  and  fixed 
fee  schedule  for  all  such  hearings  because  of  the 
great  variation  in  the  conduct  of  such  hearings. 
It  has  recommended  to  all  Montana  judges  a 
somewhat  flexible  fee  schedule  to  be  determined 
at  the  discretion  of  the  presiding  judge  and  has 
indicated  that,  in  the  opinion  of  the  judges,  fees 
for  such  testimony  should  be  locally  negotiated. 
This  action  of  the  Montana  Judges  Association  is 
reported  for  the  information  of  this  House  of  Dele- 
gates by  this  reference  committee. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and,  after  discussion, 
carried.  It  was  then  regularly  moved,  seconded 
and  carried  that  the  House  of  Delegates  reaffirm 
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HYDROPRES 

much  more  effective 
than  either  of  its 
components  alone 


• Effective  by  itself  in  a majority  of  patients.  Provides  smooth,  more  trouble-free 
management  of  hypertension. 

• Since  hydrodiuril  and  reserpine  potentiate  each  other,  the  required  dosage  of 
each  is  lower  when  given  together  as  hydropres  than  when  either  is  given  alone. 

• HYDROPRES  provides  the  needed  and  valuable  tranquilizing  effect  of  reserpine. 
Lower  dosage  may  reduce  such  side  effects  of  reserpine  as 

excessive  sedation  and  depression. 

• Arrest  or  reversal  of  organic  changes  of  hypertension  may  occur. 

• Headache,  dizziness,  palpitations  and  tachycardia  are  usually  promptly  relieved. 
Anginal  pain  may  be  reduced  in  incidence  and  severity. 

• With  HYDROPRES,  dietary  salt  may  be  liberalized. 

• Convenient,  controlled  dosage. 

HYDROPRES-25  HYDROPRES-50 

25  mg.  hydroDIURIL,  0.125  mg.  reserpine.  50  mg.  hydroDIURIL,  0.125  mg.  reserpine. 

One  tablet  one  to  four  times  a day.  One  tablet  one  or  two  times  a day. 

If  the  patient  Is  receiving  ganglion  blocking  drugs  or  hydralazine, 
their  dosage  must  be  cut  in  half  when  HYDROPRES  Is  added. 


MERCK  SHARP  & DOHME, 
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its  action  at  the  Interim  Session  during  1957  and 
again  recommend  that  a fee  of  $15.00  be  paid  to 
physicians  for  testimony  at  sanity  hearings  of 
less  than  30  minutes;  $25.00  at  hearings  of  more 
than  30  minutes,  but  less  than  one  hour;  for  hear- 
ings lasting  more  than  an  hour,  that  the  fee  be 
graduated  at  the  discretion  of  the  presiding  judge 
to  a maximum  of  $100.00  for  hearings  requiring 
the  physician’s  presence  for  a full  day. 

The  Economic  Committee,  in  its  report,  indi- 
cates that  as  a result  of  correspondence  and  of  a 
meeting  with  officers  of  the  State  Department  of 
Public  Welfare,  the  fee  for  examination  to  deter- 
mine eligibility  for  disability  benefits  under  Fed- 
eral Social  Security  laws  will  be  increased  as  of 
July  1,  1959,  from  $7.50  to  $11.00.  The  committee 
also  reports  that  the  entire  fee  schedule  of  the 
Department  of  Public  Welfare  will  be  reviewed 
and  subject  to  renegotiation  before  the  next  fiscal 
year  of  the  Department.  Your  reference  committee 
commends  the  Economic  Committee  for  its  work 
and  cooperation  with  the  Department  of  Public 
Welfare  and  suggests  that  this  House  endorse  its 
agreement  with  the  Department. 

Dr.  Newman  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Your  reference  committee  reviewed  with  inter- 


est the  portion  of  the  report  of  the  Economic 
Committee  relating  to  its  discussions  and  negotia- 
tions with  the  Veterans  Administration  upon  a 
plan  for  home  town  medical  care  for  veterans 
with  service  connected  disabilities.  The  Economic 
Committee  suggests  that  the  terminology  and  no- 
menclature used  in  the  standard  schedule  of  the 
Veterans  Administration  cannot  be  correlated  with 
the  Average  Fee  Schedule  of  this  Association  and 
expresses  the  opinion  that  it  would  be  unwise  for 
this  Association  to  adopt  a schedule  with  any 
organized  group  that  does  not  conform  to  the 
Average  Fee  Schedule  of  this  Association.  In 
addition,  the  Economic  Committee  suggests  that 
this  Association  should  endorse  a double  standard 
of  fees,  that  is,  one  for  specialists  and  another  for 
general  practitioners;  neither  should  it  endorse 
the  standards  of  the  Veterans  Administration  in- 
cluded in  its  schedule  for  the  determination  of  a 
specialist.  The  Economic  Committee  is  willing  to 
continue  negotiations  with  the  Veterans  Adminis- 
tration but  seeks  the  guidance  of  this  House  upon 
the  acceptance  or  rejection  of  the  Veterans  Ad- 
ministration fee  schedule  and  terminology.  Your 
reference  committee,  in  order  to  clarify  and  re- 
iterate the  position  of  this  Association,  recommends 
as  follows; 

1)  That  the  Economic  Committee  continue  to  negotiate 
with  the  Veterans  Administration  but  that  it  urge  the  V.A. 
to  accept  the  terminology  of  the  Average  Fee  Schedule  of 
this  Association  in  its  agreement  for  home  town  care  of 
veterans  with  service-connected  disabilities. 
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Remarkable  relief  from 

LOW  BACK  PAIN 


DYSMENORRHEA 


Potent  MUSCLE  RELAXANT 
...Equally  effective  as  a TRANQUILIZER 

tran-qui-lax-ant  (tran'kwi-lak'sant)  [ < L.  tranquillus, 
quiet;  L.  laxare.  to  loosen,  as  the  muscles] 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new,  orally  administered  non- 
hypnotic central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of  muscu- 
loskeletal and  neurologic  conditions  and  also 
exerts  a marked  tranquilizing  effect  in  anxiety 
and  tension  states. 


Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely 
new  major  chemical  contribution  to  thera- 
peutics. 


C— Cl 


N— CH, 


Chlormezanone:  2-(4-chlorophenyl)-3- 
niethyl-4-metathiazanone-l-dloxide 


Clinical  studies  of  over  4400  patients! 
by  105  physicians’  proved 
Trancopal  remarkably  effective  in 
musculoskeletal  conditions, 
anxiety  and  tension  states. 


MUSCULOSKELETAL  DISORDERS 


effective  in 


of  1570  documented  cases  of 

LOW  BACK  PAIN 

(LUMBAGO,  SACROILIAC  DISORDERS) 


By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and 
active  exercise  and  physical  therapy  to  accomplish  maximal  benefits 
for  rapid  recovery. 


BI  TTER  TOLERATED  AND  SAFER  THAN  OLDER  DRUGS^ 

With  Trancopal  there  is  no  clouding  of  consciousness,  no 
euphoria  or  depression.  Even  in  high  dosage,  there  is  no 
perceptible  soporific  effect.  Because  it  does  not  irritate  gastric 
mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Admin- 
istration does  not  hamper  work  — or  play.  Blood  pressure, 
pulse  rate,  respiration  and  digestive  processes  are  unaf- 
fected by  therapeutic  dosage.  Toxicity  is  extremely  low.  And 
Trancopal  has  a lower  incidence  of  side  effects  than  has 
zoxazolamine,  methocarbamol  or  meprobamate. 


INCIDENCE  OF  SIDE  EFFECTS  WITH 
TRANCOPAL  IN  4483  PATIENTS 


SIDE  EFFECTS  2.3% 


Patients 
without 


side  effects 

97.7% 


ANXIETY  AND  TENSION  STATES 


effective  in 


of  443  documented  cases  of 

DYSMENORRHEA 

AND  PREMENSTRUAL  TENSION 

Because  of  its  exceptional  calmative  property,  Trancopal  . . allows 
the  patient  to  use  his  energies  in  a more  productive  manner  in 
overcoming  his  basic  problems.”^ 


Dosage;  100  to  200  mg.  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


Thoroughly  evaluated  clinically, . . 

Clinical  studies  of  4483  patients  by  105  physicians^  have  demonstrated  that  Trancopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Trancopal  can  provide  more  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 


MUSCULOSKELETAL 

CONDITIONS 


PSYCHOGENIC 

CONDITIONS 


1415  Patients 


3068  Patients 


INDICATIONS 


TOTAL  4483  Patients 

MAJOR  IMPROVEMENT 

84% 


Musculoskeletal 

Low  back  pain  (lumbago) 
Neck  pain  (torticollis,  etc.) 
Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 


Disk  syndrome 
Fibrositis 

Ankle  sprain,  tennis  elbow,  etc. 
Myositis 

Postoperative  muscle  spasm 


Psychogenic 

Anxiety  and  tension  states 
Dysmenorrhea 
Premenstrual  tension 


Asthma 

Angina  pectoris 
Alcoholism 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 

References:  1.  Collective  Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  • 2.  Ganz,  S.E  : 

J.  Indiana  M.  A.  In  press.  • 3.  Lichtman,  A.L.:  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 
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2)  That  the  Economic  Committee  reject  any  attempt  to 
establish  a dual  schedule  of  fees. 

3)  That  this  House  of  Delegates  again  endorse  the  principle 
of  free  choice  of  physician  for  the  disabled  veteran. 

Dr.  Newman  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  adopted. 

The  Economic  Committee  in  its  report  discussed 
at  length  the  problem  of  medical  care  for  persons 
over  65  years  of  age  and  pointed  out  that  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation at  its  meeting  during  December,  1958, 
urged  commercial  underwriters  of  insurance  as 
well  as  the  voluntary  health  insurance  groups  such 
as  Blue  Shield  and  Blue  Cross  to  develop  special 
plans  to  provide  an  insurance  contract  at  a reason- 
able premium  for  persons  over  65  with  limited 
incomes.  The  Economic  Committee  recommends 
that  this  House  of  Delegates  urge  Montana  Physi- 
cians’ Service  to  offer  a service  type  medical- 
surgical  contract  on  a non-group  basis  to  persons 
over  65  with  an  income  of  less  than  $3,000  for  a 
single  person  and  of  less  than  $4,500,  combined 
family  income,  and  a net  worth  of  less  than  $20,000 
on  the  basis  of  pa5Tnent  to  the  physician  of  60 
per  cent  of  the  Average  Fee  Schedule.  Such  a 
contract  shall  not  include  home  or  office  call  bene- 
fits and  may  be  with  or  without  an  accompanying 
hospitalization  policy.  The  Economic  Committee 
also  suggests  that,  if  this  recommendation  is  adopt- 
ed by  this  House,  notification  be  forwarded  to  the 
Secretary  of  the  Council  on  Medical  Service  of 
the  American  Medical  Association  and  to  the  Blue 
Shield  Commission.  Your  reference  committee 
heartily  concurs  with  the  suggestions  and  recom- 
mendations of  the  Economic  Committee  and  recom- 
mends their  adoption  by  this  House.  It  also  recom- 
mends the  approval  of  the  entire  report  of  the 
Economic  Committee. 

Dr.  Newman  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Committee  on  Medical-Legal 
Institute-.  Your  reference  committee  approves  the 
informational  report  of  the  Committee  on  Medical- 
Legal  Institute  and  urges  that  each  member  of 
this  House  of  Delegates  encourage  the  physicians 
in  his  community  to  attend  this  institute  which 
will  be  held  in  Missoula  on  April  24-25.  Your 
reference  committee  also  reviewed  the  suggestion 
of  the  Chairman  of  the  Committee  on  Medical- 
Legal  Institute  that  in  the  future  all  members  ap- 
pointed to  this  special  committee  be  physicians 
residing  in  the  immediate  area  in  which  the  insti- 
tute is  to  be  held.  Your  reference  committee  be- 
lieves that  this  proposal  should  be  referred  to 
the  President  of  this  Association  for  his  considera- 
tion when  appointing  committee  personnel  and 
that  further  action  by  this  House  of  Delegates  is 
not  necessary. 

Dr.  Newman  moved  the  adoption  of  this  por- 


tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Hospital  Relations  Committee: 
Your  reference  committee  has  carefully  considered 
the  report  of  the  Hospital  Relations  Committee 
and  heard  much  testimony  upon  the  recommenda- 
tions in  this  report  presented  both  by  members 
of  the  Executive  Committee  and  the  Committee 
on  Legislation.  The  reference  committee  believes 
that  a meeting  should  be  arranged  between  repre- 
sentatives of  the  Montana  Medical  Association 
and  of  the  Montana  Hospital  Association  to  dis- 
cuss pertinent  actions  during  the  recent  Legisla- 
tive Session,  but  it  does  not  feel  that  the  officers 
of  this  Association  should  be  commanded  to  ar- 
range or  attend  such  a meeting.  In  fact,  your 
reference  committee  believes  that  an  absolute  de- 
mand of  this  nature  may  involve  certain  dangers, 
particularly  during  future  Legislative  Sessions.  It 
also  feels  that  a request  for  such  a meeting  does 
not  represent  a criticism  of  either  the  Executive 
Committee  or  of  the  Legislative  Committee,  but 
that  these  committees  should  be  commended  for 
their  actions  and  success  during  the  recent  Legis- 
lative Session.  With  these  thoughts  in  mind,  your 
reference  committee  recommends  that  the  Execu- 
tive Committee  of  the  Montana  Medical  Associa- 
tion carefully  consider  any  request  for  a meeting 
from  the  Montana  Hospital  Association  on  the 
basis  of  its  merit. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Committee  on  Necrology  and 
History  of  Medicine:  This  committee  reported 
upon  the  deaths  of  the  following  Montana  physi- 
cians since  the  1958  Annual  Meeting  of  the  Asso- 
ciation: 

Melvile  George  Danskin,  M.D.,  Billings,  October  11,  1958. 

Arthur  James  Movius,  M.D.,  La  Jolla,  California,  October 
21,  1958. 

Edward  Cans,  M.D.,  Harlowton,  November  30,  1958. 

Theodore  R.  Vye,  M.D.,  Billings,  November  30,  1958. 

D.  D.  Parke,  M.D.,  Bozeman,  November,  1958. 

Caroline  McGill,  M.D.,  Gallatin  Gateway,  February  4,  1959. 

C.  F.  Little,  M.D.,  Great  Falls,  March  19,  1959. 

(The  members  of  the  House  of  Delegates  rose 
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and  paused  in  silence  in  memory  of  these  physi- 
cians.) 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Advisory  Committee  to  the  In- 
dustrial Accident  Board:  The  Advisory  Committee 
to  the  Industrial  Accident  Board  reports  that  it 
has  met  on  several  occasions  with  Mr.  Robert 
Swanberg,  Secretary  of  the  Industrial  Accident 
Board,  and  has  received  excellent  cooperation.  As 
a result  of  some  of  the  problems  discussed  with 
the  Industrial  Accident  Board,  the  Advisory  Com- 
mittee proposes  the  adoption  of  the  following  reso- 
lutions: 

WHEREAS,  The  schedule  of  fees  paid  by  the  Industrial 
Accident  Board  for  services  rendered  to  claimants  covered 
by  the  industrial  accident  laws  has  not  been  revised  for 
several  years;  and 

WHEREAS,  The  fees  paid  for  services  by  the  Industrial 
Accident  Board  are  considerably  below  those  suggested  by 
the  Average  Fee  Schedule  adopted  by  the  Montana  Medical 
Association;  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  authorize  the  Advisory  Committee  to  the 
Industrial  Accident  Board  to  review  the  schedule  of  fees  paid 
by  the  Industrial  Accident  Board,  to  make  the  necessary 
revisions  to  increase  the  schedule  of  fees  to  an  average  or 
minimum  schedule  and  thereafter  present  its  proposed  re- 
visions to  the  Industrial  Accident  Board  for  its  consideration. 

WHEREAS,  There  exists  a wide  variation  in  the  method 
of  determining  the  degree  of  disability  of  injured  industrial 
workers  by  members  of  the  Montana  Medical  Association; 
and 

WHEREAS,  The  American  Medical  Association  has  pub- 
lished a guide  for  disability  rating,  which  guide  is  available 
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to  all  members  of  our  Association;  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  go  on  record  as 
recommending  to  all  members  of  the  Association  that  they 
obtain,  study,  and  in  as  far  as  possible,  adhere  to  the  prin- 
ciples presented  in  this  guide. 

WHEREAS,  Laws  governing  the  operation  of  the  Industrial 
Accident  Board,  in  the  State  of  Montana,  have  been  on  the 
statutes  without  revision  for  some  50  years;  and 

WHEREAS,  The  deficiencies  in  the  statutes  render  it 
difficult  or  impossible  for  the  Industrial  Accident  Board  to 
make  firm  decisions  regarding  degree  of  disability  in  many 
cases;  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  go  on  record  as  endorsing  a revision  of 
the  laws  governing  the  Industrial  Accident  Board,  in  the 
hope  that  such  revision  will  lead  to  the  greatest  efficiency 
of  operation  of  this  plan  for  the  injured  workmen  in  Montana. 

Your  reference  committee  approves  of  each  of 
these  resolutions  and  recommends  their  adoption 
by  this  House  of  Delegates. 

Dr.  Newman  moved  that  this  portion  of  the 
report  of  the  reference  committee  be  adopted. 

Dr.  Newman  then  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Legal  Af- 
fairs and  Professional  Relations  as  a whole.  This 
motion  was  seconded  and  carried. 

Reference  Committee  on 
Affiliated  Organizations 

On  behalf  of  E.  C.  Segard,  M.D.,  Chairman  of 
the  Reference  Committee  on  Affiliated  Organiza- 
tions, John  R.  Burgess,  M.D.,  a member  of  this 
reference  committee,  presented  the  following  re- 
port: 

Your  Reference  Committee  on  Affiliated  Or- 
ganizations has  given  careful  consideration  to  the 
several  reports  referred  to  it.  These  reports  are 
those  from  the  various  representatives  of  this 
Association  to  the  several  voluntary  health  groups 
and  are  not,  per  se,  reports  of  committees  of  this 
Association.  All  of  these  groups  are  lay  organiza- 
tions and  our  representatives  merely  report  upon 
the  activities  of  these  groups. 

Report  of  the  Public  Health  League  of  Mon- 
tana: The  report  of  the  Public  Health  League  of 
Montana  was  submitted  by  its  President,  E.  H. 
Lindstrom,  M.D.,  Helena.  Dr.  Lindstrom  presented 
a very  detailed  report  upon  the  activities  of  the 
League  during  the  36th  Legislative  Assembly.  . . . 
He  reported  that  members  of  the  Montana  State 
Dental  Association  assumed  the  initiative  and 
killed,  in  the  House  of  Representatives,  a bill  pre- 
viously passed  by  the  Senate  which  would  have 
virtually  prohibited  fluoridation  of  community 
water  supplies.  The  report  of  Dr.  Lindstrom  also 
included  a summary  of  certain  events  concerning 
the  reversal  of  the  position  of  the  Montana  Hos- 
pital Association  upon  Senate  Bill  96  (the  osteo- 
pathic bill)  after  its  attempt  to  repeal  the  Thomp- 
son Act  failed  in  the  House  of  Representatives. 
The  report  of  the  League  also  commented  upon 
its  correction  of  certain  misstatements  by  public 
officials  concerning  the  eligibility  of  foreign 
trained  physicians  for  licensure  in  Montana  and 
facts  concerning  the  physician-population  ratios 
in  this  state.  Dr.  Lindstrom  commented  that  pub- 
lic relations  is  a year-round  duty  and  expressed 
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the  hope  that  members  of  the  Montana  Medical 
Association  would  continue  to  support  the  League 
at  the  nominal  cost  of  $3.00  per  year.  Your  refer- 
ence committee  suggests  that  this  House  of  Dele- 
gates extend  its  congratulations  to  the  Public 
Health  League  of  Montana  upon  its  efforts  to 
maintain  high  medical  standards  in  this  state  and 
upon  the  excellence  of  its  publication,  Montana 
Health. 

It  was  moved  by  Dr.  Burgess  and  seconded 
that  this  portion  of  the  report  of  the  reference 
committee  be  adopted.  Following  a brief  discus- 
sion, it  was  regularly  moved,  seconded  and  carried 
that  action  upon  this  portion  of  the  report  be 
postponed  until  the  report  of  the  Reference  Com- 
mittee on  Resolutions  and  New  Business  was  con- 
sidered. 

Report  of  the  Advisory  Committee  for  Practical 
Nursing:  Our  representative  to  this  advisory  com- 
mittee, Deane  C.  Epler,  M.D.,  reported  that  it  held 
one  meeting  in  Havre  during  1958.  The  Advisory 
Committee  during  the  past  year  has  conducted  no 
special  activites  but  did  endorse  and  promote  leg- 
islation to  provide  a permissive  levy  for  adult 
education.  This  legislation  was  endorsed  by  the 
Advisory  Committee  because  it  felt  that  postgradu- 
ate courses  in  practical  nursing  and  even  full-time 
courses  may  be  approved  through  such  legislation. 

Dr.  Burgess  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Montana  Health  Planning  Coun- 
cil: The  report  of  the  Montana  Health  Planning 
Council  was  submitted  by  our  representative,  W. 
G.  Tanglin,  M.D.  Dr.  Tanglin  outlined  completely 
the  transactions  of  the  Council  at  two  of  its  meet- 
ings, one  in  November,  1958,  and  another  in  Feb- 
ruary, 1959.  At  each  of  these  meetings  many  sub- 
jects of  interest  to  health  and  medical  care  were 
discussed.  The  Montana  Health  Planning  Council 
voted  to  oppose  any  health  bills  presented  during 
the  36th  Legislative  Assembly  which  in  effect 
would  lower  the  standards  of  any  state  health 
agency.  In  his  report.  Dr.  Tanglin  summarized 
briefly  the  objectives  of  the  Health  Planning 
Council  and  suggested  that  a word  of  encourage- 
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ment  from  this  House  of  Delegates  may  serve  to 
stimulate  other  organizations  to  exercise  their 
privilege  and  name  active  representatives  to  mem- 
bership on  the  Council.  Dr.  Tanglin  commented 
that,  through  the  Council,  good  public  relations 
of  the  medical  profession  may  be  promoted.  Your 
reference  committee  concurs  in  this  philosophy 
and  wishes  to  express  its  congratulations  to  the 
Montana  Health  Planning  Council  for  its  splendid 
accomplishments  during  the  past  year. 

Dr.  Burgess  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  President  of  Montana  Physicians’ 
Service:  Robert  H.  Leeds,  M.D.,  President  of  Mon- 
tana Physicians’  Service,  presented  an  excellent 
report  to  the  members  of  this  House  at  its  previous 
session.  Suffice  it  to  say  that  the  two  major  ac- 
complishments of  Montana  Physicians’  Service 
during  1958,  namely,  the  adoption  of  the  unit  sta- 
bilization reserve  program  and  its  plan  for  even- 
tually increasing  fees  for  services  of  professional 
members  to  90  per  cent  of  the  Average  Fee  Sched- 
ule, are  both  deemed  worthy  of  the  commendation 
of  this  reference  committee.  During  1958,  the  oper- 
ating expenses  of  Montana  Physicians’  Service 
were  reduced  for  the  fifth  consecutive  year  and  a 
9 per  cent  growth  of  its  membership  was  realized. 
The  President  noted  that  expectations  for  1959 
are  generally  good  and  that  recent  actuarial  sur- 
veys show  the  plan  to  be  in  a sound  financial  con- 
dition. It  was  pointed  out  in  this  report  that  Blue 
Shield  and  the  medical  profession  have  stood  al- 
most alone  in  providing  an  alternative  for  com- 
pulsory health  insurance.  This  has  been  accom- 
plished with  the  support  of  the  majority  of  the 
physicians  in  Montana.  It  was  suggested  in  the 
report  that  more  cooperation  be  given  to  M.P.S., 
its  directors  and  officers,  by  Montana  physicians 
with  less  bickering  about  its  minor  ills.  To  this, 
your  reference  committee  wholeheartedly  agrees. 
Your  reference  committee  also  wishes  to  congratu- 
late the  President  of  M.P.S.  upon  his  report  and 
upon  the  fine  accomplishments  of  M.P.S.  on  behalf 
of  its  member  physicians. 

Dr.  Burgess  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Reference  Committee  on  Resolutions 
and  New  Business 

The  following  report  of  the  Reference  Commit- 
tee on  Resolutions  and  New  Business  was  pre- 
sented by  the  Chairman,  George  G.  Sale,  M.D.: 

The  Reference  Committee  on  Resolutions  and 
New  Business  has  reviewed  the  five  resolutions 
submitted  to  it  for  consideration.  Your  reference 
committee  concurs  with  the  philosophy  expressed 
in  the  resolution  upon  the  assignment  of  benefits 
by  patients  carrying  health  and  accident  insurance, 
which  was  introduced  by  Wyman  J.  Roberts,  M.D., 
but  wishes  to  suggest  certain  revisions  in  the 
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wording  of  this  resolution.  Your  reference  com- 
mittee recommends  the  adoption  of  the  amended 
resolution  as  follows: 

WHEREAS,  Most  insurance  companies  issuing  health  and 
accident  insurance  permit  the  insured  to  assign  all  of  the 
benefits,  hospital  and  medical-surgical,  to  either  the  hospital 
or  the  physician;  and 

WHEREAS,  The  intent  of  the  policy  as  represented  to  the 
insured  is  that  both  the  physician  and  the  hospital  will  re- 
ceive partial  payment  for  services  rendered;  and 

WHEREAS,  Most  physicians  will  not  request  their  patients 
to  sign  assignments  of  the  patients’  insurance  to  themselves 
for  even  the  medical-surgical  benefits,  to  say  nothing  about 
all  the  benefits  of  the  policy  including  those  due  to  the 
hospital;  and 

WHEREAS,  The  reverse  of  the  above  statement  is  not 
always  true  and  the  credit  departments  of  some  hospitals 
from  time  to  time  advise  patients  to  assign  all  of  the  bene- 
fits of  insurance  policies  to  the  hospital  with  exclusion  of 
any  benefits  due  the  physician;  therefore,  be  it 

RESOLVED,  That  the  Montana  Medical  Association  at  its 
interim  Session  in  Helena,  April  4,  1959,  express  the  opinion 
to  all  insurance  carriers  issuing  health  and  accident  insurance 
that  it  oppose  these  hospital  practices;  and  be  it 

RESOLVED  further,  That  assignment  of  benefits  of  insur- 
ance should  be  so  written  that  only  hospital  benefits  may  be 
assigned  to  the  hospitals  and  only  medical-surgical  benefits 
may  be  assigned  to  the  physician. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

The  resolution  introduced  by  the  Lewis  and 
Clark  Medical  Society  suggests  that  the  President 
of  this  Association  be  empowered  to  appoint  a 
committee  to  meet  with  various  agencies  to  study 
the  problem  of  medical  care  for  the  senior  citizens 
of  this  state.  This  reference  committee  suggests 


respectfully  to  this  House  of  Delegates  that  a spe- 
cial Committee  on  Aging  was  established  several 
years  ago  and  that  this  committee  has  been  very 
active  for  many  months.  The  committee,  under 
the  chairmanship  of  James  A.  Shown,  M.D.,  has 
been  doing  an  outstanding  job.  In  view  of  this, 
your  reference  committee  is  of  the  opinion  that 
the  adoption  of  this  resolution  will  serve  no  pur- 
pose and  suggests  that  the  resolution  not  be 
adopted. 

A resolution  upon  the  criteria  for  participation 
of  physicians  in  certain  welfare  programs  spon- 
sored by  the  State  Board  of  Health  was  submitted 
to  this  House  of  Delegates  for  consideration  by 
E.  J.  Drouillard,  M.D.,  of  Missoula.  Your  reference 
committee  respectfully  points  out  that  at  the  An- 
nual Meeting  of  this  House  of  Delegates  in  Sep- 
tember, 1958,  the  following  report  of  the  Reference 
Committee  on  Scientific  Work  was  adopted; 

The  Rheumatic  Fever  and  Heart  Committee  in 
its  report  also  recommended  that  surgeons  in  order 
to  be  approved  for  participation  in  State  Board 
of  Health  programs  involving  cardiac  surgery  shall 
be  eligible  for  certification,  or  be  certified  by,  the 
American  Board  of  Thoracic  Surgery  and  that  the 
anesthesia  for  such  surgery  shall  be  administered 
by  an  anesthesiologist  who  is  eligible  for  certifica- 
tion, or  is  certified  by,  the  American  Board  of 
Anesthesiology.  Both  the  Rheumatic  Fever  and 
Heart  Committee  and  the  reference  committee 
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recognize  a discriminatory  aspect  in  such  a recom- 
mendation but  neither  committee  is  able  to  offer 
a better  solution  to  the  problem  of  establishing 
standards  for  participation  in  such  programs.  Fur- 
thermore, a similar  requirement  is  already  in  ef- 
fect to  establish  the  eligibility  of  physicians  for 
the  performance  of  orthopedic  surgery  under  pro- 
grams sponsored  by  the  State  Board  of  Health. 
Your  reference  committee  recommends  the  ap- 
proval of  this  standard. 

Your  reference  committee  recognizes  the  phi- 
losophy behind  the  proposed  resolution  and  for 
this  reason  recommends  that  it  be  adopted  and 
referred  to  the  Rheumatic  Fever  and  Heart  Com- 
mittee of  this  Association. 

It  was  moved  by  Dr.  Sale  and  seconded  that 
this  portion  of  the  report  of  the  reference  commit- 
tee be  adopted.  During  the  discussion  of  the  report 
and  of  the  resolution,  several  amendments  to  the 
resolution  were  adopted  upon  motion  regularly 
seconded  and  carried.  The  following  resolution,  as 
amended,  was  then  adopted,  after  which  the  origi- 
nal motion  by  Dr.  Sale,  as  also  amended,  was  voted 
upon  and  carried: 

WHEREAS.  A previous  resolution  adopted  at  the  Annual 
Session  of  this  Association  in  Billings,  September  11-13,  1958, 
regarding  the  qualifications  for  surgeons  who  may  be  paid 
for  thoracic  and  cardiovascular  surgery  performed  for  patients 
of  the  State  Board  of  Health  is  considered  inequitable  and 
discriminating;  and 

WHEREAS,  It  limits  such  surgery  to  those  who  are  board 
certified  in  thoracic  surgery  and  ignores  the  training,  ex- 
perience, and  ability  of  those  who  are  board  certified  in 
general  surgery  and  who  have  had  extensive  experience  in 
thoracic  and  cardiovascular  surgery;  therefore,  be  it 

RESOLVED,  That  these  qualifications  be  maintained  until 
the  Rheumatic  Fever  and  Heart  Committee  can  establish 
criteria  to  include  those  who  are  board  qualified  or  certified 
in  general  surgery  who  have  had  training  and  experience  in 
thoracic  and  cardiovascular  surgery  hence  to  be  set  forth  by 
the  Rheumatic  Fever  and  Heart  Committee  of  the  Montana 
Medical  Association;  and  be  it 

RESOLVED  further.  That  the  Rheumatic  Fever  and  Heart 
Committee  hold  open  sessions  for  discussions  of  this  subject 
prior  to  presenting  its  final  recommendations  at  the  next 
Annual  Meeting  of  this  Association. 

This  reference  committee  has  carefully  re- 
viewed the  following  resolution  submitted  by  E. 
C.  Segard,  M.D.,  pertaining  to  the  recording  of 
blood  type  on  a driver’s  license: 

WHEREAS,  The  Montana  Highway  Patrol  now  has  on  the 
application  for  a Montana  driver’s  license  a space  for  the 
recording  of  the  driver’s  blood  type;  and 


WHEREAS,  This  recorded  blood  type  is  valueless  since  no 
responsible  person  would  use  it  as  the  basis  for  the  adminis- 
tration of  a transfusion  to  the  driver  or  as  the  basis  for  donor 
typing;  and 

WHEREAS,  In  the  event  that  such  recorded  blood  type 
was  erroneously  recorded  and  irresponsibly  used  as  the  basis 
for  a blood  transfusion,  a fatality  could  easily  occur;  and 

WHEREAS,  This  recording  of  a driver’s  blood  type  is  a 
source  of  confusion  and  possible  false  sense  of  security  to  the 
public;  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  do  recommend 
to  the  Montana  Highway  Patrol  the  deletion  of  a recording 
of  blood  type  on  the  application  for  a driver’s  license  and 
on  the  driver’s  license. 

Your  reference  committee  would  like  to  remind 
the  members  of  this  House  of  the  comment  upon 
this  subject  in  the  report  of  the  Executive  Com- 
mittee. That  committee  reports  that  the  Montana 
Highway  Patrol  has  agreed  that  applicants  for  a 
driver’s  license  will  not  be  required  to  provide 
this  information  on  their  application,  but  that  it 
may  be  provided  if  the  applicant  so  desires.  Your 
reference  committee  is  of  the  opinion,  however, 
that  the  adoption  of  this  resolution  will  clarify  the 
problem  and  so  recommends. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

The  Secretary  of  the  Montana  Academy  of  Oto- 
Ophthalmology,  R.  M.  Morgan,  M.D.,  submitted 
a resolution  requesting  that  the  Montana  Medical 
Association  refrain  from  contributing  any  portion 
of  the  dues  of  members  of  the  Montana  Academy 
of  Oto-Ophthalmology  to  the  support  of  the  Public 
Health  League  of  Montana  and  that  that  portion 
of  the  dues  previously  allocated  to  the  Public 
Health  League  of  Montana  be  contributed  to  the 
Montana  Association  for  the  Blind.  The  Reference 
Committee  on  Affiliated  Organizations  in  its  re- 
port to  this  House  of  Delegates  suggests  that  the 
League  be  commended  for  its  activities.  It  is  the 
feeling  of  that  reference  committee  that  the  Public 
Health  League  is  of  considerable  benefit  to  the 
Association  and  this  opinion  may  well  reflect  the 
belief  of  a large  majority  of  the  members  of  this 
Association.  The  membership  of  the  Montana 
Academy  of  Oto-Ophthalmology  comprises  less 
than  1 per  cent  of  the  membership  of  the  Associa- 
tion, yet  each  is  an  active  dues  paying  member 
supporting  the  activities  of  the  Association.  Since 
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the  feeling  of  the  members  of  the  Academy  is 
quite  strong  and  quite  unanimous,  this  reference 
committee  believes  that  their  attitude  deserves  the 
respect  of  this  House.  For  these  reasons  your  refer- 
ence committee  recommends  the  adoption  of  the 
resolution  presented  on  behalf  of  the  Academy  by 
its  Secretary. 

It  was  moved  by  Dr.  Sale  and  seconded  that 
this  portion  of  the  report  of  the  reference  commit- 
tee be  adopted.  During  the  discussion  of  this  report 
and  of  the  resolution,  it  was  pointed  out  that  it 
may  establish  a dangerous  precedent  and  weaken 
the  financial  position  of  the  Montana  Medical 
Association  if  this  House,  by  official  action,  per- 
mits a single  group  to  designate  and  direct  the 
expenditure  of  any  portion  of  the  membership 
dues.  It  was  suggested  that  through  the  introduc- 
tion of  this  resolution,  the  members  of  the  Mon- 
tana Academy  of  Oto-Ophthalmology  have  pre- 
sented a problem  to  this  House  which  should  be 
considered  after  careful  study,  but  that  the  reso- 
lution itself  should  be  disapproved.  Following 
further  discussion,  the  motion  by  Dr.  Sale  was 
voted  upon  but  failed  to  carry. 

Dr.  Sale  then  moved  the  adoption  of  the  report 
of  the  Reference  Committee  on  Resolutions  and 
New  Business,  as  amended,  as  a whole.  This  mo- 
tion was  seconded  and  carried. 

President  Caraway  then  asked  the  House  of 
Delegates  to  consider  action  upon  the  motion  to 
adopt  the  portion  of  the  report  of  the  Reference 
Committee  on  Affiliated  Organizations  upon  the 
Public  Health  League  of  Montana.  It  was  regu- 
larly moved,  seconded  and  carried  that  this  portion 
of  the  report  of  the  Reference  Committee  on  Af- 
filiated Organizations  be  adopted.  It  was  then 
moved,  seconded  and  carried  that  the  report  of 
the  Reference  Committee  on  Affiliated  Organiza- 
tions as  a whole  be  adopted. 

Rejerence  Committee  on 
Health  and  Well-Being 

The  following  report  was  presented  by  Paul 
J.  Gans,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Health  and  Well-Being: 

Report  of  the  Emergency  Medical  Service  Com- 
mittee: This  Reference  Committee  on  Health  and 
Well-Being  reviewed  with  interest  the  report  of 
the  Chairman  of  the  Emergency  Medical  Service 
Committee,  George  E.  Trobough,  M.D.  In  this  re- 
port the  committee  recommended  that 

1)  the  state  custodial  institutions  which  have  not  informed 
the  committee  of  the  progress  of  their  poliomyelitis  immuniza- 
tion program  again  be  contacted  and  urged  to  initiate  this 
program  as  promptly  as  possible; 

2)  each  component  medical  society  within  the  districts  as 
designated  in  the  revised  Civil  Defense  Health  Services  State 
Plan  assist  the  District  Director  in  developing  district  or- 
ganizational plans  for  the  health,  medical  and  radiological 
services  of  their  district  following  the  pattern  as  developed 
in  the  state  plan. 

Your  reference  committee  concurs  with  both 
of  these  recommendations  and  suggests  their  ap- 
proval by  this  House. 


Dr.  Gans  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Committee  on  Aging:  This  refer- 
ence committee  wishes  to  commend  the  Chairman 
and  members  of  the  Committee  on  Aging  for  the 
very  well  constructed  and  prepared  report  which 
it  has  submitted  to  this  House  of  Delegates.  In 
this  report  the  Committee  on  Aging  recommends 
that  the  various  component  societies  of  this  Asso- 
ciation appoint  a local  committee  on  aging  to  co- 
operate with  the  committee  of  this  Association. 
Your  reference  committee  heartily  concurs  with 
this  recommendation  and  suggests  its  approval  by 
this  House. 

The  Committee  on  Aging  in  its  report  also 
recommended  that  the  Montana  Physicians’  Serv- 
ice investigate  the  possibility  of  extending  pre- 
paid medical  and  surgical  insurance  coverage  to 
the  over-65  age  group.  A similar  proposal  was 
considered  and  adopted  by  this  House  when  it 
acted  upon  the  report  of  the  Reference  Committee 
on  Legal  Affairs  and  Professional  Relations.  No 
action  upon  this  recommendation  of  the  Commit- 
tee on  Aging  is,  therefore,  suggested. 

Another  recommendation  in  the  report  of  the 
Committee  on  Aging  concerns  the  construction, 
maintenance  and  care  of  facilities  for  the  aging. 
It  is  the  opinion  of  the  Committee  on  Aging,  in 
which  this  reference  committee  concurs,  that  to- 
gether with  the  State  of  Montana  and  the  State 
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Board  of  Health,  the  Montana  Medical  Associa- 
tion, through  its  Committee  on  Aging,  develop  a 
uniform  code  for  all  buildings  intended  to  serve 
in  any  way  the  health  needs  of  our  older  citizens. 
It  is  the  intent  of  this  proposal  to  provide  an  ade- 
quate and  realistic  inspection  of  such  facilities 
prior  to  licensing,  a coding  of  all  such  institutions 
so  that  patients  may  be  properly  placed  in  them 
by  their  physicians,  medical  advice  during  the 
planning  phase  of  such  new  facilities  and  the 
establishment  of  a supervisory  agency  to  maintain 
good  operating  standards. 

In  its  report,  the  Committee  on  Aging  also 
recommended  that  the  appointment  of  a Gover- 
nor’s Committee  on  Aging  be  endorsed  by  this 
Association  and  that  the  Governor  be  encouraged 
to  appoint  such  a committee  composed  of  repre- 
sentatives of  all  agencies  concerned.  Inasmuch  as 
the  Governor  of  Montana  already  plans  to  appoint 
such  a Governor’s  Committee,  it  is  the  opinion  of 
your  reference  committee  that  no  action  is  re- 
quired upon  this  recommendation  of  the  Commit- 
tee on  Aging. 

Dr.  Gans  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Committee  on  Highway  Safety: 
The  Committee  on  Highway  Safety  presented  a 
very  interesting  report  which  was  studied  care- 
fully by  this  reference  committee.  The  report  of 
the  Committee  on  Highway  Safety  contains  no 
recommendations  but  suggests  that  all  physicians 
as  well  as  the  Montana  Medical  Association  sup- 
port morally  and  financially  the  activities  of  the 
Montana  Council  on  Traffic  Safety.  Since  no  spe- 
cific recommendations  are  contained  in  this  re- 
port, however,  your  reference  committee  suggests 
that  it  be  received  and  placed  on  file. 

Dr.  Gans  moved  that  this  portion  of  the  report 
of  the  reference  committee  be  adopted.  This  mo- 
tion was  seconded  and  carried. 

Dr.  Gans  then  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Health  and 
Well-Being  as  a whole.  This  motion  was  seconded 
and  carried. 
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Reference  Committee  on 
Scientific  Work 

The  following  report  of  the  Reference  Com- 
mittee on  Scientific  Work  was  presented  by  T.  F. 
Walker,  M.D.,  Acting  Chairman; 

Your  Reference  Committee  on  Scientific  Work 
has  reviewed  carefully  the  reports  submitted  to 
it  and  presents  the  following  suggestions  and  rec- 
ommendations upon  them: 

Report  of  the  Arthritis  and  Rheumatism  Com- 
mittee: This  reference  committee  is  cognizant  of 
the  problems  of  the  Arthritis  and  Rheumatism 
Committee  and  recognizes  the  advances  made  by 
the  committee  since  its  appointment.  The  commit- 
tee in  its  report  presented  no  recommendations 
for  action  by  this  House  of  Delegates  and,  there- 
fore, your  reference  committee  suggests  that  the 
report  be  received  and  placed  on  file. 

Dr.  Walker  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Mental  Hygiene  Committee:  The 
Mental  Hygiene  Committee  reports  that  for  the 
past  several  months  it  has  worked  diligently  upon 
proposed  changes  in  the  Montana  statutes  govern- 
ing the  hospitalization  of  the  mentally  ill.  Your 
reference  committee  believes  that  the  amendment 
of  these  statutes  is  of  primary  importance  and 
urges  that  the  committee  proceed  with  its  study 
so  that  legislation  upon  this  subject  may  be  pre- 
sented to  the  next  session  of  the  Legislative  As- 
sembly in  1961  which  will  be  fully  supported  by 
all  groups  concerned.  The  report  of  the  Mental 
Hygiene  Committee  contains  no  specific  recom- 
mendations for  the  consideration  of  this  House  of 
Delegates.  Your  reference  committee,  therefore, 
suggests  that  the  report  be  received  and  placed 
on  file. 

Dr.  Walker  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Cancer  Committee:  The  Cancer 
Committee  submitted  a detailed  report  of  its  ac- 
tivities during  the  past  few  months.  This  report 
suggests  that  the  application  of  the  tumor  clinic  at 
St.  Vincent’s  Hospital,  Billings,  for  financial  sup- 
port from  the  Montana  Division  of  the  American 
Cancer  Society  be  resubmitted  to  the  Cancer  So- 
ciety with  the  approval  of  the  Yellowstone  Valley 
Medical  Society.  Your  reference  committee  con- 
curs with  this  recommendation  and  suggests  its 
approval  by  this  House.  The  report  of  the  Cancer 
Committee  also  suggests  that  it  “fails  to  be  im- 
pressed with  the  value  of  the  reactivation  of  the 
State  Tumor  Registry  and  wishes  to  suggest  that 
some  significant  evidence  of  improvement  must 
be  shown  by  the  Interim  Session  in  1960  or  the 
Cancer  Committee  will  recommend  permanent  de- 
activation of  the  Registry.”  Your  reference  com- 
mittee concurs  with  this  expression  of  opinion  of 
the  Cancer  Committee  and  recommends  its  ap- 
proval by  this  House. 
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Dr.  Walker  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Dr.  Walker  then  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Scientific 
Work  as  a whole.  This  motion  was  seconded  and 
carried. 

Elections 

President  Caraway  then  announced  the  elec- 
tion for  the  offices  of  Secretary-Treasurer  and 
Assistant  Secretary-Treasurer  for  the  balance  of 
this  administrative  year.  He  then  called  for  addi- 
tional nominations  for  the  office  of  Secretary- 
Treasurer.  There  being  none,  it  was  regularly 
moved,  seconded  and  carried  that  the  nominee 
of  the  Nominating  Committee,  William  E.  Harris, 
M.D.,  be  unanimously  elected  to  the  office  of 
Secretary-Treasurer. 

President  Caraway  called  for  additional  nomi- 
nations to  the  office  of  Assistant  Secretary-Treas- 
urer and  reported  to  the  House  of  Delegates  that 
Jess  T.  Schwidde,  M.D.,  Billings,  had  been  nomi- 
nated for  this  office  by  the  Nominating  Commit- 
tee. D.  Stuart  MacKenzie,  Jr.,  M.D.,  Havre,  was 
nominated  for  the  office  of  Assistant  Secretary- 
Treasurer  from  the  floor.  It  was  then  regularly 
moved,  seconded  and  carried  that  the  nominations 
be  closed.  President  Caraway  then  appointed 
tellers  to  distribute  ballots  and  tabulate  the  votes, 
after  which  it  was  announced  by  the  Chairman 
of  the  tellers  that  Jess  T.  Schwidde,  M.D.,  Billings, 
had  been  elected  to  the  office  of  Assistant  Secre- 
tary-Treasurer for  the  balance  of  this  administra- 
tive year. 

President  Caraway  then  expressed  his  appreci- 
ation to  the  Chairman  and  members  of  the  Pro- 
gram Committee  for  the  interesting  scientific  ses- 
sion that  it  had  planned  for  presentation  during 
this  Interim  Session.  He  also  expressed  his  ap- 
preciation to  Leonard  W.  Brewer,  M.D.,  President- 
Elect,  the  Chairman  and  members  of  the  Local 
Arrangements  Committee  of  the  Lewis  and  Clark 
Medical  Society  and  the  Jubileers  of  Montana 
State  University  for  their  superb  entertainment 
during  the  banquet  of  the  Interim  Session. 

John  A.  Layne,  M.D.,  Chairman  of  the  Resolu- 
tions Committee,  then  moved  that  the  Secretary 
be  instructed  to  write  appropriate  letters  of  ap- 
preciation to  all  of  the  individuals  and  organiza- 
tions that  had  contributed  to  the  success  of  the 
Twelfth  Interim  Session.  This  motion  was  second- 
ed and  carried. 

President  Caraway  then  expressed  his  thanks 
to  all  members  of  the  House  of  Delegates  for 
their  cooperation  and  diligent  efforts  on  behalf 
of  the  Association. 

There  being  no  further  business,  the  House  of 
Delegates  adjourned,  sine  die,  at  1:40  p.m. 

The  following  delegates  and  alternate  delegates 
attended  these  sessions  of  the  House  of  Delegates: 

CASCADE  COUNTY  MEDICAL  SOCIETY:  F.  H.  Crago. 
M.D.,  Great  Falls;  Harold  W.  Fuller,  M.D.,  Great  Falls;  John 


S.  Gilson,  M.D.,  Great  Falls;  John  R.  Halseth,  M.D.,  Great 
Falls;  John  A.  Layne,  M.D.,  Great  Falls;  A.  K.  Northrop, 
M.D.,  Great  Falls;  Wyman  J.  Roberts,  M.D.,  Great  Falls; 
Charles  H.  Steele,  M.D.,  Great  Falls;  William  G.  Shull,  M.D,, 
Great  Falls;  Thomas  F.  Walker,  Jr.,  M.D.,  Great  Falls;  John 

C.  Wolgamot,  M.D.,  Great  Falls. 

FERGUS  COUNTY  MEDICAL  SOCIETY'  William  M. 
Barelman,  M.D.,  Lewisto'wn. 

FLATHEAD  COUNTY  MEDICAL  SOCIETY:  Bruce  A. 
Allison,  M.D.,  Kalispell;  John  J.  Lipinski,  M.D.,  Kalispell. 

GALLATIN  COUNTY  MEDICAL  SOCIETY:  Deane  C. 
Epler,  M.D.,  Bozeman;  B.  J.  Heetderks,  Jr.,  M.D.,  Bozeman; 
V.  W.  Steele,  M.D.,  Bozeman. 

HILL  COUNTY  MEDICAL  SOCIETY:  Robert  H.  Leeds. 
M.D.,  Chinook. 

LEWIS  AND  CLARK  MEDICAL  SOCIETY:  L.  H.  Blatt- 
spieler,  M.D.,  Helena;  John  R.  Burgess,  M.D,,  Helena;  S.  A. 
Cooney,  M.D.,  Helena;  T.  L.  Hawkins,  M.D.,  Helena;  Raymond 
O.  Lewis,  M.D.,  Helena;  Amos  R.  Little,  Jr.,  M.D.,  Helena; 
James  J.  McCabe,  M.D.,  Helena;  Orville  M.  Moore,  M.D., 
Helena;  D.  O.  Schultz,  M.D.,  Helena;  G.  D.  Carlyle  Thompson, 
M.D,,  Helena. 

MOUNT  POWELL  MEDICAL  SOCIETY:  D.  R.  Reed,  M.D., 
Anaconda:  G.  E.  Trobough,  M.D.,  Anaconda;  M.  E.  Tuch- 
scherer,  M.D,,  Anaconda. 

NORTHCENTRAL  MONTANA  MEDICAL  SOCIETY:  Roger 

D.  Mason,  M.D.,  Conrad;  Robert  K.  West,  M.D.,  Cut  Bank. 
NORTHEASTERN  MONTANA  MEDICAL  SOCIETY:  David 

Gregory,  M.D.,  Glasgow. 

PARK-SWEET  GRASS  MEDICAL  SOCIETY:  W.  E.  Harris, 
M.D.,  Livingston;  V.  D.  Standish,  M.D.,  Big  Timber. 

SILVER  BOW  COUNTY  MEDICAL  SOCIETY:  M.  A.  Gold, 
M.D.,  Butte;  John  A.  Newman,  M.D.,  Butte;  H.  D.  Rossiter, 
M.D.,  Sheridan. 

SOUTHEASTERN  MONTANA  MEDICAL  SOCIETY:  James 
K.  Cope,  M.D.,  Forsyth;  B.  C.  Farrand,  M.D.,  Jordan;  Joseph 
S.  Pennepacker,  M.D.,  Sidney;  Raymond  W.  Polk,  M.D.,  Miles 
City. 

WESTERN  MONTANA  MEDICAL  SOCIETY:  Leonard  W. 
Brewer,  M.D.,  Missoula:  John  A.  Evert,  M.D.,  Missoula;  John 
F.  Fulton,  M.D.,  Missoula:  E.  K.  George,  M.D.,  Missoula; 
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James  E.  McIntosh.  M.D.,  Missoula;  George  G.  Sale,  M.D., 
Missoula;  R.  D.  Weber,  M.D.,  Missoula. 

YELLOWSTONE  VALLEY  MEDICAL  SOCIETY:  Perry  M. 
Berg,  M.D.,  Billings;  Matthew  W.  Calvert,  M.D.,  Laurel:  David 
R.  Davis,  M.D.,  Roundup;  William  G.  Ensign,  M.D.,  Billings; 
James  D.  Morrison,  M.D.,  Billings;  Richard  C.  Nelson,  M.D., 
Billings. 

Obituary 

P.  O.  NERAAL 

Paul  O.  Neraal,  M.D.,  Cut  Bank,  Montana,  died 
on  May  9,  1959.  Dr.  Neraal  was  born  in  Norway 
on  July  9,  1870.  He  received  his  M.D.  degree  from 
the  State  University  of  Iowa  College  of  Medicine 
in  1897.  Following  graduation,  he  practiced  in 
Minnesota,  Wisconsin  and  Colorado.  In  1915  he 
was  licensed  to  practice  in  Montana  and  entered 
the  general  practice  of  medicine  in  Cut  Bank, 
where  he  remained  until  his  death.  For  many 
years.  Dr.  Neraal  served  as  health  officer  of 
Glacier  County. 


Eighth  Western  Cardiac  Conference 

The  Eighth  Western  Cardiac  Conference  will 
be  held  in  Denver,  August  17-21,  1959. 

Speakers  include  Drs.  Paul  Dudley  White, 
Boston,  Clinical  Cardiology;  Joseph  Riseman,  Bos- 
ton, Angina  Pectoris;  Arthur  Grishman,  New  York, 
Vectorcardiography;  John  La  Due,  New  York, 
Laboratory  Aids  in  Diagnosis;  Samuel  Bellet,  Phil- 
adelphia, Arrhythmias;  Laurance  Kinsell,  Oakland, 
Role  of  Fats;  Meyer  Friedman,  San  Francisco, 
Coronary  Disease;  E.  Gray  Dimond,  Kansas  City, 
Electrocardiography;  Richard  Varco,  Minneapolis, 
Cardiovascular  Surgery;  Victor  McKusick,  Balti- 
more, Heart  Sounds;  Sibley  Hoobler,  Ann  Arbor, 
Hypertension. 

Registration  fee  will  be  $10  for  Colorado  physi- 
cians and  $30  for  out-of-state  physicians. 

Dr.  Paul  Dudley  White  will  speak  at  a Friday 
dinner  open  to  the  public,  and  Dr.  E.  Guy  Dimond 
will  speak  to  physicians  at  the  Heart  Study  Club 
on  Thursday  evening.  Reservations  for  the  din- 
ners, and  further  information  may  be  secured  from 
Colorado  Heart  Association,  1636  Logan  Street, 
Denver,  AC.  2-7888. 


Dr.  Louis  M.  Orr  is 
new  A.M.A.  President 

Dr.  Louis  McDonald  Orr,  59,  an  Orlando,  Fla., 
urologist,  was  inaugurated  Tuesday,  June  9,  as 
the  113th  President  of  the  American  Medical 
Association. 

He  succeeds  Dr.  Gunnar  Gundersen,  LaCrosse, 
Wis. 

As  President,  Dr.  Orr  will  serve  as  spokesman 
for  more  than  175,000  physicians  who  are  members 
of  the  A.M.A. 

Dr.  Orr  had  a long  and  distinguished  career 
with  the  A.M.A.  before  he  was  elected  President. 
He  served  as  Vice  Speaker  of  the  House  of  Dele- 
gates, the  A.M.A.  policy-making  body;  as  Chair- 
man of  the  Federal  Medical  Services  Committee; 
as  an  ex  officio  member  of  the  Council  on  Consti- 
tution and  By-Laws,  and  as  a member  of  the 
Council  on  Medical  Service. 

He  was  born  September  27,  1899,  in  Cumming, 
Forsyth  County,  Ga.,  while  his  parents  were  on 
a six- week  wagon  journey  to  visit  his  father’s 
only  brother. 

He  entered  Emory  College,  Oxford,  Ga.,  in 
1917,  but  was  drafted  into  the  armed  forces  in 
early  1918.  He  received  his  B.S.  degree  in  1922. 
In  1924  he  was  graduated  from  Emory  University 
Medical  School,  being  in  the  top  five  of  his  class. 

After  serving  as  a resident  in  urology  and 
general  surgery  in  the  old  Lakeside  Hospital  in 
Cleveland,  Dr.  Orr  moved  to  Orlando,  where  his 
brother,  Clifton,  was  in  business.  He  opened  his 
practice  there  in  February,  1927. 

While  a surgical  house  officer  at  Peter  Bent 
Brigham  Hospital,  Boston,  during  a medical  school 
summer  vacation,  he  met  Miss  Dorothy  Brown. 
They  were  married  December  16,  1927.  They  have 
two  children,  Louis  McDonald  Orr,  Jr.,  who  is 
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studying  medicine  at  Emory  University  in  Atlanta, 
and  Doris  Brown  Orr,  who  is  a student  at  Colby 
College,  New  London,  N.  H. 

He  has  made  more  than  50  contributions  to 
the  scientific  literature,  and  was  President  of  the 
southeastern  section  of  the  American  Urological 
Association  in  1943.  He  is  a founding  member  of 
the  American  Board  of  Uurology  and  has  been 
active  in  the  Florida  Medical  Committee  for  Better 
Government. 

Dr.  Orr  is  also  member  of  the  American  Asso- 
ciation of  Genito-Urinary  Surgeons,  American 
Urological  Association,  Southern  Medical  Associa- 
tion, Southeastern  Surgical  Congress,  American 
College  of  Surgeons,  Inter-National  Society  of 
Urology,  and  the  Society  of  Nuclear  Medicine. 

Dr.  and  Mrs.  Orr  made  possible  the  establish- 
ment of  the  fourth  blood  bank  in  the  United  States 
at  Orange  Memorial  Hospital,  Orlando,  through 
financial  gifts  in  1938. 

He  served  as  a colonel  in  the  Medical  Corps 
during  World  War  II  and  for  two  years,  from 
1943  to  1945,  served  as  commanding  officer  of  the 
15th  Hospital  Center  of  the  European  Theater  of 
Operations. 

The  physician  has  been  active  in  many  civic 
undertakings  of  Orlando.  For  17  years  he  was 
President  of  the  Central  Florida  Civic  Music  Asso- 
ciation. In  addition,  he  has  served  on  community 
boards  and  as  Trustee  of  Rollins  College,  Winter 
Park,  Fla. 

Report  on  actions  of  the  House  of  Delegates 
American  Medical  Association 

108th  Annual  Meeting 
June  8-12,  1959 
Atlantic  City 

The  report  of  the  A.M.A.  Commission  on  Medi- 
cal Care  Plans,  relations  between  medicine  and 
osteopathy,  the  report  of  the  Committee  on 
Preparation  for  General  Practice  and  the  issue  of 
compulsory  Social  Security  coverage  for  self- 
employed  physicians  were  among  the  major  sub- 
jects which  brought  important  policy  actions  by 
the  House  of  Delegates  at  the  American  Medical 
Association’s  108th  Annual  Meeting  held  June  8-12 
in  Atlantic  City. 

Another  highlight  of  the  meeting  was  the 
appearance  of  President  Dwight  D.  Eisenhower, 
who  addressed  an  overflow  audience  of  more  than 
5,000  at  the  Tuesday  night  inauguration  of  Dr.  Louis 
M.  Orr  of  Orlando,  Florida,  as  the  113th  President 
of  the  A.M.A.  It  marked  the  first  time  that  a 
President  of  the  United  States  has  addressed  an 
A.M.A.  annual  or  clinical  meeting. 

Dr.  E.  Vincent  Askey  of  Los  Angeles,  Speaker 
of  the  House  of  Delegates  since  1955,  was  named 
President-Elect  for  the  coming  year.  Dr.  Askey 
will  succeed  Dr.  Orr  as  President  at  the  associa- 


tion’s annual  meeting  in  June,  1960,  in  Miami 
Beach. 

The  1959  Distinguished  Service  Award  of  the 
American  Medical  Association  was  voted  to  Dr. 
Michael  E.  DeBakey  of  Houston,  Texas,  chairman 
of  the  Department  of  Surgery  at  Baylor  University 
College  of  Medicine,  for  his  outstanding  contribu- 
tions in  the  field  of  cardiovascular  surgery.  Dr.  De- 
Bakey received  the  award  at  the  Tuesday  night 
inaugural  ceremony. 

Total  registration  through  Thursday,  with  half 
a day  of  the  meeting  still  remaining,  had  reached 
28,225,  including  12,921  physicians. 

Eisenhower  address 

President  Eisenhower,  speaking  at  the  inaugural 
ceremony  in  the  ballroom  of  Convention  Hall, 
warned  that  inflation  posed  the  greatest  danger  to 
the  traditional,  free  enterprise  practice  of  medicine. 
The  cost  of  inflation,  he  said,  “is  not  paid  in  dollars 
alone  but  in  increasingly  stagnated  progress,  lost 
opportunities,  and  eventually,  if  unchecked,  in 
lost  freedoms  for  the  doctor  and  the  patient.’’  Mr. 
Eisenhower  also  expressed  gratification  at  learning 
of  A.M.A.  leadership  in  the  program  to  meet  the 
health  care  needs  of  the  aged. 

Commission  on  Medical  Care  Plans 

The  House  of  Delegates  received  Part  I of  the 
report  of  the  Commission  on  Medical  Care  Plans 
as  information  only  and  then  acted  upon  the  Com- 
mission recommendations  item  by  item.  The  House 
adopted  36  of  the  recommendations  without  change, 
but  reworded  three  which  relate  to  miscellaneous 
and  unclassified  plans.  The  changed  recommenda- 
tions now  read  as  follows: 

B-4.  “In  an  effort  to  decrease,  or  at  least  to 
prevent  an  increase,  in  the  over-all  cost  of  health 
care,  study  should  be  given  to  the  removal  of  the 
requirement  of  hospital  admission  as  the  only 
condition  under  which  payment  of  certain  benefits 
will  be  made.” 

B-6.  “Medical  care  plans  should  be  encouraged 
to  increase  their  efforts  to  provide  health  education 
and  information  concerning  the  coverage  of  their 
subscribers.” 

B-16.  “The  American  Medical  Association  be- 
lieves that  free  choice  of  physician  is  the  right 
of  every  individual  and  one  which  he  should  be 
free  to  exercise  as  he  chooses.  Each  individual 
should  be  accorded  the  privilege  to  select  and 
change  his  physician  at  will  or  to  select  his  pre- 
ferred system  of  medical  care  and  the  American 
Medical  Association  vigorously  supports  the  right 
of  the  individual  to  choose  between  these  alterna- 
tives.” 

In  connection  with  free  choice  of  physician,  the 
House  also  requested  the  Board  of  Trustees  to 
transmit  to  all  constituent  medical  associations  the 
“far-reaching  significance”  of  Recommendation 
A-7,  which  says: 

“ ‘Free  choice  of  physician’  is  an  important 
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factor  in  the  provision  of  good  medical  care.  In 
order  that  the  principle  of  ‘free  choice  of  physician’ 
be  maintained  and  be  fully  implemented,  the  medi- 
cal profession  should  discharge  more  vigorously 
its  self-imposed  responsibility  for  assuring  the 
competency  of  physicians’  services  and  their  pro- 
vision at  a cost  which  people  can  afford.” 

The  House  also  strongly  endorsed  Recommenda- 
tion B-11,  which  declares  that  “Those  who  receive 
medical  care  benefits  as  a result  of  collective 
bargaining  should  have  the  widest  possible  choice 
from  among  medical  care  plans  for  the  provision 
of  such  care.” 

Many  of  the  Commission  recommendations 
urged  increased  activity  by  state  and  county  medi- 
cal societies  and  the  American  Medical  Association 
in  such  fields  as  continuing  study  and  liaison, 
closer  attention  to  legal  and  legislative  factors,  and 
the  development  of  guides  for  the  relationship 
between  the  medical  profession  and  the  various 
types  of  third  parties.  To  carry  out  three  of  the 
recommendations  involving  A.M.A.  activities,  the 
House  also  approved  a seven-point  program  which 
it  requested  the  Board  of  Trustees  to  transmit  to 
the  Division  of  Socio-Economic  Activities  for 
immediate  attention. 

Medicine  and  Osteopathy 

In  considering  a special  report  of  the  Judicial 
Council  on  the  subject  of  osteopathy,  the  House 
adopted  the  following  policy  statement  regarding 
inter-professional  relations: 

“(A)  All  voluntary  professional  associations 
between  doctors  of  medicine  and  those  who  prac- 
tice a system  of  healing  not  based  on  scientific 
principles  are  unethical. 

“(B)  Enactment  of  medical  practice  acts  re- 
quiring all  who  practice  as  physicians  and  surgeons 
to  meet  the  same  qualifications,  take  the  same 
examinations  and  graduate  from  schools  approved 
by  the  same  agency  should  be  encouraged  by  the 
constituent  associations. 

“(C)  It  shall  not  be  considered  contrary  to 
the  Principles  of  Medical  Ethics  for  doctors  of 
medicine  to  teach  students  in  an  osteopathic  col- 
lege which  is  in  the  process  of  being  converted 
into  an  approved  medical  school  under  the  super- 
vision of  the  A.M.A.  Council  on  Medical  Education 
and  Hospitals. 

“(D)  A liaison  committee  be  appointed  by  the 
Board  of  Trustees  of  the  American  Medical  Asso- 
ciation to  meet  with  representatives  of  the  Ameri- 
can Osteopathic  Association,  if  mutually  agreeable, 
to  consider  problems  of  common  concern  including 
inter-professional  relationships  on  a national 
level.” 

In  another  action  concerning  osteopathy,  the 
House  recommended  that  the  American  Medical 
Association  representatives  on  the  Joint  Commis- 
sion Accreditation  of  Hospitals  suggest  to  the  Joint 
Commission  that  they  inspect  upon  request  and 
consider  for  accreditation  without  prejudice  those 


hospitals  required  by  law  to  admit  osteopathic 
physicians  to  their  staff. 

Preparation  for  General  Practice 

The  House  approved  and  commended  the  final 
report  of  the  Committee  on  Preparation  for  Gen- 
eral Practice,  which  proposes  a new  two-year 
internship  program  for  medical  school  graduates 
planning  to  become  family  physicians.  To  avoid 
unnecessary  confusion,  the  House  deleted  only  one 
sentence  which  read:  “Indeed,  the  committee 
believes  that  the  one-year  internship  actually 
encourages  inadequate  preparation  for  general 
practice.”  The  Committee  on  Preparation  for 
General  Practice  included  representatives  from 
the  A.M.A.  Council  on  Medical  Education  and 
Hospitals,  the  American  Academy  of  General  Prac- 
tice and  the  Association  of  American  Medical 
Colleges. 

The  suggested  program  would  include  a basic 
minimum  of  18  months  hospital  training  in  the 
diagnostic,  therapeutic,  psychiatric,  preventive 
and  rehabilitative  aspects  of  medicine  and  pedi- 
atrics in  a very  broad  sense,  including  care  of  the 
newborn.  A physician  then  could  elect  to  spend 
the  remaining  six  months  for  additional  training 
in  other  segments  of  the  program.  The  committee 
stated,  however,  that  participants  who  plan  to 
practice  obstetrics  would  be  expected  to  spend  at 
least  four  months  of  the  elective  period  in  obstetri- 
cal training. 

The  report  declared  that  “the  graduate  program 
of  two  years  in  preparation  for  family  practice 
should  be  planned  and  implemented  as  a unified 
whole”  with  a maximum  continuity  of  assignment 
in  specific  services.  The  program  also  calls  for 
adequate  experience  in  outpatient  care  and  emer- 
gency room  service. 

Social  Security 

In  considering  five  resolutions  on  the  subject 
of  compulsory  Social  Security  coverage  for  self- 
employed  physicians,  the  House  disapproved  of 
four  and  adopted  one  reaffirming  its  opposition  to 
the  compulsory  inclusion  of  physicians.  In  so  doing, 
the  delegates  expressed  concern  over  the  possible 
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now-you  can  prescribe  the  unsurpassed  advantages 


superior  antiallergic  efficacy 
with  new  low  dosage 


• combines  the  anti-inflammatory,  antiallergic  and  antihista- 
minic  effects  of  two  agents— ARISTOCORT  and  chlorphenira- 
mine which,  separately,  have  been  proved  highly  effective  in 
the  treatment  of  allergy 

• permits  greater  latitude  in  adjusting  dosage  to  minimum  level 
needed  for  maintenance,  because  ARISTOCORT  and  chlor- 
pheniramine are  supplied  in  the  lowest  dose  tablets  available 
for  each  component  alone 

« supplies  ascorbic  acid  for  increased  demand  in  stress  conditions 


hd/calions:  Generalized  pruritus  of  allergic  origin;  hay 
fever,  allergic  rhinitis,  perennial  asthma,  seasonal  and 
perennial  rhinitis,  vasomotor  rhinitis;  drug  reactions 
and  other  allergic  conditions. 

Dosage:  One  to  eight  capsules  a day  in  divided  doses. 
Dosages  should  be  established  on  the  basis  of  individual 
therapeutic  response. 

Precautions;  Drowsiness  may  occur,  and  is  usually 
due  to  the  antihistamine  effect.  Occasionally  this  may 
also  cause  vertigo,  pruritus  and  urticaria.  Because  of 
the  low  dosage,  side  effects  with  Aristohin  have  been 
relatively  infrequent  and  minor  in  nature.  However, 
since  Aristocort  Triamcinolone  is  a highly  potent 
glucocorticoid  with  profound  metabolic  effect,  all  pre- 
cautions and  contraindications  traditional  to  cortico- 


steroid therapy  should  he  observed.  Discontinuance  of 
therapy  must  not  be  sudden  after  patients  have  been  on 
steroids  for  prolonged  periods.  It  must  be  carried  out 
gradually  over  a period  of  as  much  as  several  weeks. 

Further  information  available  on  request. 

Supply:  Each  Aristomin  Capsule  contains; 


Aristocort®  Triamcinolone 1 mg. 

Chlorpheniramine  Maleate 2 mg. 

Ascorbic  Acid 75  mg. 

Dottles  of  30  and  100 


References;  1.  Maurer,  M.  L.:  Clinical  Report,  cited 
with  permission.  2.  Levin,  L.:  Clinical  Report,  cited 
with  permission.  3.  Gaillard,  G.  E.:  Clinical  Report, 
cited  with  permission. 
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RISTOCORT  IN  ANTIHISTAMINE  COMBINATION 


comments  by 
clinical  investigators: 

“/  would  conclude  that  Aristomin 
is  truly  a worthwhile  aid  in  treating 
allergic  problems.”'^ 

“The  results  have  been  uniformly 
good.  The  patients  have  stated  that 
their  symptoms  were  very  much 
relieved.  I have  not  encountered  any 
side  reactions  except  from  one 
patient,  who  complained  of  some 
drowsiness,  which  1 attribute  to  the 
antihistamine.”^ 

“In  general . . .it  [Aristosiin]  is 
an  excellent  product.  Over-all,  it 
appears  to  be  more  effective  than 
any  simple  antihistamine  we  have 
used.  Despite  the  fact  that  we 
employed  it  in  the  treatment  of  a 
variety  of  nonselected  individuals 
and  problems,  we  had  excellent  and 
good  results  in  25  of  the  39 
patients.”^ 
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National  affairs  cont.  from  105 

effects  that  a change  of  policy  might  have  on  the 
Association’s  entire  legislative  program,  particu- 
larly with  respect  to  the  Forand  Bill. 

The  House  also  recognized  “the  apparent  grow- 
ing demand  by  physicians  for  economic  security” 
and  requested  the  Board  of  Trustees  to  investigate 
the  possibilities  of  developing  group  insurance 
and  retirement  plans  which  could  be  made  avail- 
able to  Association  members.  It  accepted  a refer- 
ence committee  suggestion  “that  the  American 
Medical  Association  continue  and  expand  its  edu- 
cational program  to  inform  its  members  of  the 
economic,  social  and  moral  advantages  of  economic 
security  obtained  within  the  framework  of  our 
free  enterprise  system  rather  than  through  the 
mechanisms  of  governmental  Social  Security.” 

Miscellaneous  actions 

In  dealing  with  a wide  variety  of  other  subjects, 
the  House  also:  Urged  all  physicians  to  participate 
more  fully  in  community  activities  and  socio- 
economic matters  in  their  own  communities  but 
agreed  that  no  change  should  be  made  at  this  time 
in  Article  H of  the  Constitution,  which  states 
Association  objectives: 

Approved  in  principle  the  aims  and  objectives 
of  the  President’s  Council  on  Youth  Fitness  and  the 
Citizens  Advisory  Committee  on  the  Fitness  of 
American  Youth; 

Accepted  a Board  of  Trustees  recommendation 
that  the  1962  Annual  Meeting  be  held  in  Chicago. 

Expressed  heartfelt  thanks  to  the  Committee  on 
Amphetamines  and  Athletes,  which  has  completed 
its  assignment; 

Requested  the  Board  of  Trustees  to  study  the 
problems  and  possibilities  of  establishing  an 
A.M.A.-sponsored  medical  scholarship  and/or  loan 
program; 

Approved  the  inclusion  of  Today’s  Health  as  a 


benefit  of  dues-paying  membership  and  urged 
members  to  make  it  available  to  their  patients; 

Recommended  that  state  medical  societies, 
where  advisable,  initiate  legislative  efforts  to 
eliminate  cancer  quackery; 

Received  a progress  report  indicating  “phe- 
nomenal progress”  in  the  field  of  health  insurance 
coverage  for  the  aged  since  the  Minneapolis  meet- 
ing last  December; 

Gave  a rising  vote  of  thanks  to  Dr.  Joseph  D. 
McCarthy,  who  finished  his  term  as  chairman  of 
the  Council  on  Medical  Service; 

Reaffirmed  its  full  support  of  the  Educational 
Council  for  Foreign  Medical  Graduates; 

Endorsed  the  purposes  outlined  in  the  initial 
report  of  the  Medical  Disciplinary  Committee; 

Urged  every  A.M.A.  member  to  give  a substan- 
tial gift  to  the  medical  schools  through  the  Ameri- 
can Medical  Education  Foundation;  and 

Expressed  appreciation  for  the  outstanding 
disaster  medicine  program  presented  by  the  United 
States  Army  Medical  Service  on  June  6,  1959,  in 
Atlantic  City. 

Opening  session 

At  the  Monday  opening  session  Dr.  Gunnar 
Gundersen  of  La  Crosse,  Wis.,  retiring  A.M.A. 
President,  stressed  the  personal  responsibility  of 
every  physician  to  keep  abreast  of  medical  ad- 
vancements and  to  deliver  “1959  medicine.”  Dr. 
Orr,  then  President-Elect,  called  for  concerted 
effort  and  medical  leadership  in  four  areas — the 
costs  of  medical  care,  recruitment  of  dedicated 
medical  students,  basic  research  and  health  care 
of  the  aged.  Dr.  Carl  V.  Moore,  Busch  Professor 
of  Medicine  at  Washington  University,  St.  Louis, 
was  presented  with  the  eighth  Goldberger  Award 
in  clinical  nutrition.  Smith,  Kline  and  French 
Laboratories  of  Philadelphia  received  a special 
A.M.A.  award  for  its  sponsorship  of  color  medical 
television  over  the  past  10  years. 

Inaugural  ceremony 

Dr.  Orr,  in  his  Tuesday  night  inaugural  address, 
affirmed  his  belief  in  the  basic  principles  of  medi- 
cine, democracy  and  faith  under  which  America’s 
physicians  live.  He  pointed  out  that  freedom  must 
continually  be  fought  for  by  men  and  women  who 
are  willing  to  stand  up  and  be  counted.  Dr. 
Leonard  Larson  of  Bismarck,  N.  D.,  A.M.A.  Board 
Chairman,  administered  the  oath  of  office  to  Dr. 
Orr,  and  the  latter  presented  the  Distinguished 
Service  Award  to  Dr.  DeBakey.  The  Fort  Dix 
Band  Chorus  presented  the  musical  program. 

Election  of  officers 

In  addition  to  Dr.  Askey,  the  new  President- 
Elect,  the  following  officers  were  selected  at  the 
Thursday  session: 

Vice  President,  Dr.  James  Stanley  Kenney  of 
New  York  City;  Speaker  of  the  House  of  Delegates, 
Dr.  Norman  A.  Welch  of  Boston,  and  Vice  Speaker, 
Dr.  Milford  O.  Rouse  of  Dallas,  Texas. 
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Dr.  R.  B.  Robins  of  Camden,  Ark.,  and  Dr. 
Hugh  H.  Hussey,  Jr.,  of  Washington,  D.  C.,  were 
re-elected  for  five-year  terms  on  the  Board  of 
Trustees.  Also  elected  to  the  Board,  for  the  first 
time,  was  Dr.  Percy  E.  Hopkins  of  Chicago. 

Dr.  J.  M.  Hutcheson  of  Richmond,  Va.,  was  re- 
elected to  the  Judicial  Council.  Re-elected  to  the 
Council  on  Medical  Education  and  Hospitals  were 
Dr.  Charles  T.  Stone,  Sr.,  of  Galveston,  Texas,  and 
Dr.  W.  Andrew  Bunten  of  Cheyenne,  Wyo. 

Dr.  Willard  Wright  of  Williston,  N.  D.,  was 
elected,  and  Dr.  J.  Lafe  Ludwig  of  Los  Angeles 
was  re-elected  to  the  Council  on  Medical  Service. 
Dr.  William  Hyland  of  Grand  Rapids,  Mich.,  was 
re-elected  to  the  Council  on  Constitution  and  By- 

F.  J.  L.  Blasingame,  M.D., 
Executive  Vice  President, 
American  Medical  Association. 

Additional  comments  on  A.M.A. 

Meeting  by  Colorado  delegation 

This  meeting  was  one  of  the  most  im.portant 
in  years  although  the  number  of  problems  con- 
sidered and  debated  was  fewer  than  usual.  There 
were  39  resolutions  presented  while  over  50  were 
presented  at  the  December  meeting.  These  resolu- 
tions were  presented  by  many  of  the  states  and 
several  of  the  specialty  groups. 

Colorado  was  represented  by  a full  team  with 
our  three  delegates  and  three  alternates,  Drs. 
Kenneth  Sawyer,  Irvin  Hendryson,  E.  H.  Munro, 
Harlan  McClure,  C.  C.  Wiley,  and  Gatewood  Milli- 
gan, President  John  Zarit,  President-elect  J.  L. 
McDonald,  Vice  President  Harvey,  Council  Mem- 
bers Sam  Newman  and  Fred  Humphrey  and  Con- 
stitutional Secretary  Harry  Hughes,  Trustees  B.  T. 
Daniels  and  Carl  W.  Swartz.  Also  in  attendance 
were  Executive  Secretary  Harvey  Sethman,  Dr. 
Jim  Perkins  and  others  from  Colorado. 

This  year  Ken  Sawyer  was  Chairman  of  the 
Reference  Committee  on  Medical  Education  and 
Hospitals.  His  committee  probably  received  the 
largest  number  of  resolutions  and  reports  to  con- 
sider of  any  of  the  11  reference  committees.  They 
heard  opinions  and  arguments  for  and  against 
the  proposals  the  first  evening  and  the  next  morn- 
ing, then  worked  at  their  hearings  and  on  getting 
out  their  10  or  12-page  report  and  correcting  the 
copy  until  after  2:00  a.m.  the  next  morning.  This 
is  not  unusual  but  is  typical  of  the  manner  in 
which  Ken  handles  his  job  of  representing  Colo- 
rado at  these  meetings. 

I was  assigned  to  the  Reference  Committee  on 
Medical  Military  Affairs  and  this  committee  had 
the  least  work  of  any  committee  to  do  this  time, 
although  in  the  past  it  has  had  some  “hot  ones” 
to  handle. 

Great  interest  and  much  debate  developed  over 
resolutions  relating  to  osteopathy  and  the  special 
report  of  the  Judicial  Council  on  Osteopathy. 
A more  detailed  discussion  appears  in  Dr.  Blasin- 


game’s  report  on  page  105. 

The  reference  committee  which  drew  the  larg- 
est crowds  and  heard  the  most  heated  talks  was 
the  Special  Committee  on  the  Report  of  the  Com- 
mission on  Medical  Care  Plans.  Most  of  the  Colo- 
rado delegates  were  heard  in  this  discussion, 
some  of  them  repeatedly.  Of  special  effectiveness 
was  the  presentation  by  our  Trustee  B.  T.  Daniels 
and  the  arguments  presented  by  Colorado  Delegate 
Irvin  Hendryson.  This,  too,  is  detailed  in  Dr. 
Blasingame’s  report  on  page  104. 

As  so  frequently  happens,  some  members  of 
the  press  misinterpreted  the  action  to  “receive  the 
report”  and  reported  its  adoption  in  toto.  One 
paper  headlined:  “Medicine  Capitulates  to  Labor.” 
You  can  readily  see  from  the  recommendations 
adopted  that  this  was  far  from  the  fact. 

There  were  several  resolutions — five  in  all — 
dealing  with  Social  Security  for  physicians.  The 
great  majority  of  those  appearing  before  the  refer- 
ence committee  were  “against.”  Your  attention  is 
directed  to  page  105  for  complete  information  of 
the  action  taken. 

There  were  many  other  reports  and  resolutions 
outlined  in  Dr.  Blasingame’s  report  which  need 
no  further  discussion  here. 

Of  special  interest  and  pride  to  the  Colorado 
delegation  was  the  fact  that  the  two  top  prize 
winners  in  the  Biological  Sciences  in  the  National 
Science  Fair  showed  their  exhibits  in  Atlantic 
City  and  were  honored  guests  at  most  of  the 
functions.  One  of  the  two  winners  was  16-year-old 
Martin  J.  Murphy  from  Colorado  Springs  and  the 
other  was  15-year-old  Miss  Edith  Schuele  of 
Memphis,  Tennessee.  These  young  people  were 
repeatedly  guests  at  the  Colorado  Headquarters. 

The  big  spectacular  before  a crowd  of  over 
5,000  was  the  inauguration  of  Dr.  Lewis  M.  Orr 
as  the  113th  President  of  The  American  Medical 
Association.  Here  again,  the  press  misinterpreted 
and  misquoted  and  accused  President  Eisenhower 
of  scolding  medical  men  for  overcharging.  At  no 
time  did  he  accuse  American  Medicine  of  over- 
charging. He  did  warn  of  the  dangers  of  inflation 
and  of  the  part  that  spiraling  medical  costs  can 
play  m inflation.  ^ jj  Munro,  M.D., 

Colorado  Delegate,  A.M.A. 
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...  a new  way 
to  relieve  pain 
and  stiffness 
in  muscles 


tNDIG&TED  »N! 

MUSCLE  STIFFNESS 

LUMBOSACRAL  STRAIN 

SACROILIAC  STRAIN 
WHIPLASH  INJURY 
BURSITIS 

SPRAINS 

TENOSYNOVITIS 

FIBROSITIS 


FiBROMYOSITIS 
LOW  BACK  PAIN 

DISC  SYNDROME 

SPRAINED  BACK 

•'TIGHT  NECK” 

TRAUMATIC  STRAINS 
AND  BRUISES 

POSTOPERATIVE 

MYALGIA 


and  joints 


■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  and  superior  in  relief  of  sOMAtic  p 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-isopropyl-2-methyl-2-propyl-l , 3-propanediol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  SOMA  than  with  any  previously  used  analgesic,  sedative  or 
relaxant  drug. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SoMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED:  Bottles  of  50  white  sugar-coated  350  mg.  tablets. 

Literature  and  samples  on  request. 
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The  Colorado  State  Medical  Society 

Rocky  Mountain  Medical  Conference, 

September  8-11,  1959 
Denver 

President:  John  I.  Zarit  (Chairman  of  the  Board),  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1959. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1959) ; E.  H.  Munro,  Grand 
Junction,  1959;  (Alternate,  H.  E.  McClure,  Lamar,  1959);  I.  E. 
Hendryson,  Denver,  1959;  (Alternate,  C.  C.  Wiley,  Longmont, 
1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado:  Telephone  AComa  2-0547. 


Montana  Medical  Association 

Annual  Meeting,  September  17-19,  1959 
Butte 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 
Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Herbert  T.  Caraway,  Billings:  Leonard 
W.  Brewer,  Missoula:  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 


provi(Jes  therapeutic  levels  ...  for  24  hours  . . . 
\with  low  incidence  of  sensitivity  reactions  . . . 


WHENEVER  SULFAS  ARE  INDICATED  ® 

KYNEX 

Sulfamethoxypyrtdazine  Lederle 

0.5  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York  ' 


Nevada  State  Medical  Association 

Annual  Meeting,  August  19-22,  1959 
Reno 

President:  Roland  Stahr,  Reno, 

President-elect:  Ernest  W.  Mack,  Reno. 

Secretary-Treasurer:  WiUiam  A.  O’Brien,  HI,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno; 
telephone  FA.  3-6788. 

New  Mexico  Medical  Society 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  CH  2-2102. 

The  Utah  State  Medical  Association 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County,  1960, 

A.  R.  Demman,  Helper:  Central  Utah,  1959,  Stanford  Rees. 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar  City; 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E.  Jorgenson. 
Provo. 

Executive  Committee:  U.  R.  Bryner,  Salt  Lake  City,  Chair- 
man; Reed  W.  Farnsworth,  Cedar  City;  I.  Bruce  McQuarrie, 
Ogden;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dal- 
rymple, Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 

B.  Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth  East 
Street,  Salt  Lake  City  2,  Telephone  EL.  5-7477. 

The  Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  Frederick  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  M.  Halsey,  Rawlins:  Converse  County,  Roman 
J.  Zwalsh,  Glenrock;  Fremont  County,  Bernard  D,  Stack, 
Riverton;  Goshen  County,  O.  C.  Reed,  Torrington;  Laramie 
County,  S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick 
H.  Haigler,  Casper;  Sheridan  County,  Ralph  Arnold,  Sheridan; 
Sweetwater  County,  R.  C.  Stratton,  Green  River;  Teton 
County,  Vacancy:  Uinta  County,  J.  S.  Hellewell,  Evanston; 
Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle;  Northwest 
Wyoming,  John  H.  Froyd,  Worland. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  I960:  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036.  Tele- 
phone 2-5525,  Cheyenne. 
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New  books  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Hypertensive  Disease;  Diagnosis  and  Treatment;  By  Sibley 
W.  Hoobler,  M.D.  N.  Y.,  Paul  B.  Hober,  Inc.,  1959.  353  p.  Price: 
$7.50. 

A Textbook  of  Medicine:  Edited  by  Russell  L.  Cecil,  M.D., 
Sc.D.,  and  Robert  F.  Loeb,  Sc.D.,  LX..D.  10th  edition.  Phila., 
W.  B.  Saunders  Company,  1959.  1665  p.  Price:  $16.50. 

Hypertension;  The  First  Hahnemann  Symposium  on  Hyperten- 
sive Disease:  Edited  by  John  H.  Moyer,  M.D.  Phila.,  W.  B. 
Saunders  Co.,  1959.  790  p.  Price:  $14.00. 

That  the  Patient  May  Know;  an  Atlas  for  Use  by  the  Physi- 
cian in  Explaining  to  the  Patient:  By  Harry  F.  Dowling,  M.D., 
Sc.D.,  and  Tom  Jones,  B.F.A.  Phila.,  W.  B.  Saunders,  1959. 
139  p.  Price:  $7.50. 

Diseases  of  the  Nose,  Throat  and  Ear:  Edited  by  Chevalier 
Jackson,  M.D.,  and  Chevalier  L.  Jackson,  M.D.  2nd  edition. 
Phila.,  W.  B.  Saunders  Co.,  1959.  886  p.  Price:  $20.00. 

Preventive  Medicine;  Principles  of  Prevention  in  the  Occur- 
rence and  Progression  of  Disease;  Edited  by  Herman  E. 
Hilleboe,  M.D.,  and  Granville  W.  Larimore,  M.D.  Phila.,  W.  B. 
Saunders  Co.,  1959.  731  p.  Price:  $12.00. 

Trauma:  By  Harrison  L.  McLaughlin,  M.D.  Phila.,  W.  B. 
Saunders  Co.,  1959.  784  p.  Price:  $18.00. 

Insulin  Treatment  in  Psychiatry:  Edited  by  Max  Rinkel,  M.D., 
and  Harold  E.  Himwich,  M.D.  New  York,  Philosophical  Li- 
brary, 1959. 

The  Doctor  Business:  By  Richard  Carter.  Garden  City,  Double- 
day & Co.,  1959.  283  p.  Price:  $4.00. 

301  Questions  and  Answers  in  Anatomy:  By  Stanley  D.  Mi- 
royiannis.  Ph.D.  N.  Y.,  Vantage  Press,  1959.  332  p.  Price:  $5.00. 

Patient  Care  and  Special  Procedures  in  X-ray  Technology: 
By  Carol  Hocking  Vennes,  R.N.,  B.S.,  and  John  C.  Watson, 
R.T.  St.  Louis,  C.  V.  Mosby  Co.,  1959.  203  p.  Price:  $5.75. 


Book  Reviews 

Drugs  . . . Their  Nature,  Action  and  Use:  By  Harry  Beckman, 
M.D.  Phila.,  W.  B.  Saunders  Co.,  1958.  728  p.  Price:  $15.00. 

This  is  a textbook  of  pharmacology.  It  is  di- 
rected primarily  toward  the  needs  of  the  medical 
student.  However,  because  of  its  recent  date  of 
publication  and  novel  method  of  presentation,  it 
is  also  suited  to  the  needs  of  practicing  physicians. 

The  actual  material  covered  does  not  differ 
from  that  found  in  other  standard  texts  except 
for  the  inclusion  of  somewhat  more  recent  knowl- 
edge. Its  main  value  would  appear  to  reside 
in  its  departure  from  other  texts  in  its  mode  of 
presentation.  Dr.  Beckman  attempts  to  clarify  by 
categorizing  drugs  by  structure/activity  relation- 
ships. This  ideal  is  not  accomplished  but  such  an 
attempt,  though  very  premature,  is  pleasing. 

A number  of  chapters  are  a mere  half-page  in 


length,  being  inserted  for  the  purpose  of  aiding 
completion  of  a classification  of  drugs  on  an  ac- 
tivity basis  despite  lack  of  drugs  known  specifi- 
cally for  that  purpose.  At  the  time  of  publication, 
the  chapter  headed  Antiemetics  warranted  the  in- 
clusion of  but  one  paragraph  because  of  the  lack 
of  drugs  specifically  antiemetic.  Since  publication, 
trimethobenzamide  hydrochloride  has  made  its  ap- 
pearance as  the  forerunner  of  a new  genus  of 
drugs  which  are  specific  antiemetics,  thus  proving 
Dr.  Beckman’s  method  not  completely  fortuitous. 

As  with  all  books,  there  can  be  no  way  of  pre- 
venting their  precipitate  outdating  unless  it  be 
by  providing  the  reader  with  blank  space  enough 
to  include  new  material  upon  his  own  initiative, 
which  is  really  a good  method  for  self-education. 

This  is  a clear  and  refreshing  textbook  and 
should  find  as  welcome  a position  in  the  medical 
library  as  at  the  side  of  the  medical  students  and 
practitioners. 

Richard  Kellar,  M.D. 


Childbearing  Before  and  After  .35;  Biologic  and  Social  Impli- 
cations: By  Adrien  Bleyer,  M.D.  New  York,  Vantage  Press. 
1959.  119  p.  Price:  $2.95. 


This  is  a complete  airing  of  the  problem  of 
childbirth  in  women  over  35  (old?)  from  a sta- 
tistical point  of  view.  It  is  doubtful  if  the  sampling 
units  are  large  enough  to  be  biometrically  accu- 
rate. This  is  a subject  which  will  seldom  be 
approached  on  a statistical  or  scientific  basis. 
Procreation  will  remain  the  outcome  of  a surge 
of  a primitive  urge  in  which  reason  and  logic  play 
little  part.  The  advice  put  forth  in  this  book  might 
also  meet  some  criticism  and  resistance  from  cer- 
tain religious  groups.  It  is  a well-written  and  com- 
plete study  of  the  problem  outlined,  but  it  is 
doubtful  how  much  it  will  manifest  itself  in  hu- 
man conduct. 

John  R.  Evans,  M.D. 


Modern  Clinical  Psychiatry:  By  Arthur  P.  Noyes,  M.D.,  and 
Lawrence  C.  Kolb,  M.D.  5th  edition.  Phila.,  W.  B.  Saunders 
Co.,  1958.  694  p.  Price:  $8.00. 


This  new  edition  of  a popular  psychiatric  text 
of  which  previously  Noyes  had  been  the  author 
now  has  L.  C.  Kolb,  M.D.,  as  a co-author. 

Because  of  the  rapidly  changing  field  in  psy- 
chiatry of  the  use  of  tranquilizer  drugs,  there  has 
been  added  a chapter  on  “Pharmocological  Ther- 
apy.” This  is  an  excellent  review  of  the  general 
classifications  of  drugs  and  their  use.  The  influ- 
ence of  drugs  can  be  seen  in  the  reference  to  them 
in  the  various  chapters  dealing  with  therapy  in 
general,  as  well  as  in  the  special  chapter. 

There  is  also  the  addition  of  a chapter  on 
“Psychiatry  and  the  Law,”  which  is  extremely 
useful,  especially  in  the  light  of  the  confusion 
already  in  this  area. 

The  improvements  in  this  edition  over  that  of 
the  former  editions  make  it  a very  useful  text  for 
the  training  of  medical  students  and  for  others  in 
allied  fields. 

William  W.  McCaw,  M.D. 
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WANT  ADS 


MEDICAL,  DENTAL  ARTIST — Illustrations,  charts, 
graphs,  medical  animations,  exhibits.  Formerly  on 
staff.  University  of  Illinois  Medical-Dental  School. 
Reference:  Local  and  national  member  of  Association 
of  Medical  Illustrators.  Burr  Bush,  3150  South  Hum- 
boldt Street,  Englewood,  Colorado,  SUnset  1-3389.  5-53 


PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 


FOR  MEDICAL.  MEN 


now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


RE 
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Patonize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood  and 
Metropolitan  Denver 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 
Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN— COMPLETE 

PRESCRIPTION  STOCK 

Free  Delivery 


GENERAL  PRACTITIONER  WANTED:  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana.  34TF 


FOR  SALE:  Modern  Medical  Clinic,  fully  equipped. 

Good  location.  Modern  35  bed  hospital  three  blocks 
away.  Practice  well  established.  Asking  price  same 
as  gross  for  one  year.  Gross.  $40,000  cash  last  eight 
months.  Buyer  should  do  major  surgery.  New  ultra 
modern  brick  home  also  for  sale.  Write  Box  5-lTP, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  Shown  by  appointment.  5-ltf 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.  O.  Box  188, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


WANTED:  General  Practitioner,  excellent  opportunity. 

In  new  office  building  with  three  well  established 
physicians.  Immediate  practice  assured,  located  in  the 
southwest  in  an  industrial,  tourist  and  farming  com- 
munity. Write  Box  5-22,  Rocky  Mountain  Medical 
Journal  835  Republic  Building,  Denver  2,  Colo.  5-22 


FOR  SALE:  G.E.  cardioscribe,  15  milleamp  G.E.  x-ray 
machine  and  accessories,  examining  table,  treatment 
cabinets,  Tompkins  suction,  McCarthy  cystoscope, 
other  medical  equipment.  Good  condition,  reasonably 
priced  to  settle  estate.  Mrs.  E.  M.  Morrill,  Rt.  1,  Box 
301,  Fort  Collins,  Colorado.  62 


ASSISTANT  MEDICAL  DIRECTOR.  Immediate  open- 
ing accredited  hospital,  219  beds  pulmonary  diseases, 
30  beds  rehabilitation  chronic  illness.  U.  S.  citizen, 
California  license,  tuberculosis  experience.  Under  age 
40,  preferably  married.  Furnished  modern  house  for 
family.  Salary  open.  Write  Medical  Director,  Tulare- 
Kings  Counties  Hospital,  Springville,  California.  632 


FOR  SALE — Complete  office  equipment  for  small- 
town general  practice,  includes  modern,  almost  new 
Keleket  X-ray,  two  examining  tables,  modern  furni- 
ture and  instruments  including  emergency  operating 
room  supplies.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colorado.  64 


VACANT  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  F>ill  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  If  desired.  For  details 
call  DExter  3-6939.  7-TF 


FOR  RENT:  Physicians’  offices  available  in  new  Medi- 
cal Center  in  busy  Northeast  Colorado  Springs. 
Possibilities  unlimited  for  Pediatrician,  Obstetrician, 
Internist  and  Endocrinologist.  Please  investigate. 
Will  install  $2,000.00  free  partitioning,  plumbing,  etc., 
to  suit.  Air  conditioned.  100  car  parking.  E.  Nirk, 
2621  Holiday  Lane,  Colorado  Springs.  ME.  4-8978.  7-3 


Trade  Mark 


Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 
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Picker  X-Ray  Corporation,  85 
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Publishers  Press,  Inc.,  84 
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Sandia  Ranch  Sanatorium,  97 
Sandoz  Pharmaceuticals,  67-68- 
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Co.,  93 

Smith-Dorsey  Company,  12-13, 

20,  64-65,  82-83 
Smith,  Kline  & French 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof” of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

“ dependable  vasoconstrictor 
and  decongestant . 
Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof, 
pocket  size 
squeeze  bottles  of  20  cc. 


LABOtATOeiES 
New  York  18, 
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PREREQUISITE  FOR  EMOTIONAL  ADJUSTMENT:  THERAPY 


“The  most  effective  form  of  psychotherapy  is  to  demonstrate  to  the  patient  that  his 
seizures  can  be  adequately  controlled  by  the  use  of  anticonvulsant  medication.” 

REQUISITE  FOR  THERAPY: 
THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
effective  anticonvulsants  for  most  clinical  needs 


bibliography!  (l)  carter,  S.  M..-  M.  CUn.  North  America:  315  (March)  1953.  (2)  Chao,  D.  H. : Ibid.,  p.  465.  (3)  Good 
man,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of  Therapeutics,  ed.  2,  New  York,  MacMillan  Company,  1955 
p.  187.  (4)  Davidson,  D.  T,  Jr.,  in  Conn,  H.  E:  Current  Therapy  1958,  Philadelphia,  W.  B.  Saunders  Company 
1958,  p.  568.  (5)  Zimmerman,  F.  T.:  New  York  }.  Med.  55:2338,  1955.  (6)  French,  E.  G.;  Rey-Bellet,  J.,  & Lenno.s 
W.  G.:  New  England  J.  Med.  258:892  (May  1)  1958. 


FOi  CONTHOL  OF  ORAliO  MkL 
AND  PSYCHOMOTOR  SEIZURES 

DILANTIN'^kipseals® 


I •DH.ANTIN  Sodium  is  the  most  useful  nonsed- 

. ative  anticonvulsant.’’^ 

: “Coincident  'with  the  decrease  in  seizures  there 
' occurs  improvement  in  intellectual  performance, 
i Salutary  effects  of  the  drug  on  personality,  mem- 
oiy,  mood,  cooperativeness,  emotional  stability, 
amenability  to  discipline  . are  also  observed, 
sometimes  independently  of  seizure  control.”® 
The  dnig'of  choice  for  control  of  grand  mal  and 
of  psychomotor  seizures,  DILANTIN  Sodium  (di- 
I phenylhydaiitoiri  sodium,  Parke-Davis)  is  supplied 
in  many  fontis  including  Kapseals  of  0.03  Gin.  and 
of  0.1  Gm.,  in  bottles  of  100  and  1,000. 


PHELANTIN  ^KAPSEALS  • 

“When  it  has  been  demonstrated  that  the  com- 
bination of  Dilantin  and  phenobarbital  is  helpful 
in  a patient  and  that  these  drugs  are.  well  tolerated; 
the  use  of  a combination  capsule,  PHELANTIN,  is 
often  a great  morale  builder  because  it  enables 
the  physician  to  reduce  the  total  number  of  pills 
or  capsules  the  patient  is  required  to  take.  It  is  a 
cheaper  fomi  of  prescription  and  it  also  prevents 
the  patient  from  manipulating  the  dosage  of  his 
drugs.”"^ 

PHELANTIN  Kapseals  (Dilantin  100  mg.,  phenobarbital 
30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles 
of  100.. 


After  five  years  of  study,  using  MILONTIN  in  a 
series  of  200  patients  with  petit  mal  epilepsy,  one 
investigator  reports:  “Results  confirm  our  previ- 
ously pubHshed  data  on  a smaller  number  of  cases 
and  show  that  MII.ONTIN  is  an  effective  agent  for 
the  treatment  of  petit  mal  epilepsy  . . . relatively 
free  from  untoward  side  effects.’’^ 

MILONTIN  Kapseals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottle.s  of  100  and  1,000.  Suspension,  250  mg. 
per  4 cc.,  16-ounce  bottles. 


CELONTirKAPSEALS 

In  a recent  study,  76  patients  were  treated  with 
CELONTIN  for  periods  up  to  two  years.  Included 
in  this  group  were  34  patients  with  psychomotor 
seizures,  29  with  petit  mal,  and  13  with  other 
types.  Forty  per  cent  had  marked  benefit  wdth 
CELONTIN  (less  than  half  their  - previous  number 
of  seizures),  and  all  but  35  per  cent  experienced 
some  degree  of  improvement.  Marked  benefit  was 
obtained  in  55  per  cent  of  patients  with  petit  mal 
and  in  33  per  cent  of  those  having  psychomotor 
seizures.® 

CELONTIN  Kapseals  (methsuximide,  Parke-Davis) 
0.3 'Gm.,  bottles  of  100. 
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DETROIT  32,  MICHIGAN 
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22  were  successfully 
treated  with  Decadran'" 


1.  Boiand,  E.  W.,  and  Headley,  N.  E.i  Paper  read  before  the 
Am.  Rheum.  Assoc.,  San  Francisco,  Calif.,  June  21,  1958. 

2.  Bunim,  J.  J.,et  al.:  Paper  read  before  the  Am.  Rheum.  Assoc., 

•San  Francisco,  Calif.,  June  21,  1958. 

‘Cortisone,  prednisone  and  prednisolone. 

OECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

Additional  Information  on  DECADRON  is  available  to  physicians  on  request. 


^1+1  ^ Merck  Sharp  & Dohme 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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which  do  you  prefer? 


either  may  serve 
your  need  for 
protection... 


and  it  would  simply  be  a choice  of  which  you  consid- 
ered would  give  you  the  most  protection  after  knowing 
the  facts  and  backgrounds  of  each.  So  in  insurance  . . . 
Empire  Casualty  Company  offers  complete  coverage  at 
low  rates  based  on  actual  loss  experience  of  members 
— all  of  whom  are  members  of  the  Colorado  State  Medi- 
cal Society.  If  you  become  a policyholder  in  Empire 
Casualty  Company  — you  own  it  — you  operate  it. 
Analyze  your  protection,  then  compare. 

Call  or  write  the  Insurance  Department  of  Garrett- 
Bromfield  and  Company  for  more  information  relating 
to  Empire  Casualty  Company's  Professional  Liability 


insurance. 


CARL  W.  OHLIN 

INSURANCI  DIPT. 


GarreltBromfield 

&Ca 


Operating  Management 

201  Security  Bldg.  D@nv@r,  Colorado  AComa  2-8621 
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now 


new 

50  gram 


smaller,  portable  container  .S’ 

topical  “Meti”  steroid  relief  in  a pocket-size  dispenser 
that  patients  can  carry  with  them 

; ,.3X. 

savings  to  patients 

the  advantages  of  topical  “Meti”  steroid  therapy  at  a 
price  comparable  to  many  nonsteroid  preparations 

least  wasteful 

supplies  sufficient  medication  for  average  short-term 
therapy  at  lower  initial  cost 

quick  relief 

for  poison  ivy  dermatitis,  summer  exacerbations  of 
skin  allergies 

MKH'DliRM  Aerosol  — 

50  Gm.  container— 16.6  mg.  prednisolone, 

150  Gm.  container  — 50  mg.  prednisolone. 

Met^i-Derm,®  brand  of  prednisolone  topical. 

Meti,®  bi’and  of  corticosteroids. 


METkOERM  with  Neomycirr  Aerosol'— ' 

50  Gm.  container —16.6  prednisolone 
and  16.6  mg.  neomycin  sulfate. 

150  Gm.  container— 50  mg.  prednisolone 
and  50  mg.  neomycin  sulfate. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruees,  New  Mexico 


1.  “Nevertheless,  it  may  be  said  without  undue 
straining  of  the  phrase  that  in  a certain  sense  the 
whole  of  a doctor’s  life  is  passed  in  a medium  from 
which  the  pressure  of  emergency  is  never  remote. 
He  may  be  described,  perhaps  not  too  extrava- 
gantly, as  living  to  some  degree  like  a soldier  in 
an  unfriendly  country,  where  his  whole  behaviour 
must  be  alert  and  circumspect,  and  his  reaction 
to  events  under  careful  control.”  The  Collected 
Papers  of  Wilfred  Trotter,  FRCS.,  London,  Oxford 
University  Press,  1941,  page  1. 

2.  “The  attitude  of  the  patient  approaching  his 
doctor  must  always  be  tinged — for  the  most  part 
unconsciously — with  distaste  and  dread;  its  deepest 
desire  will  tend  to  be  comfort  and  relief  rather 
than  cure,  and  its  faith  and  expectation  will  be 
directed  towards  some  magical  exhibition  of  these 
boons.  Do  not  let  yourselves  believe  that  however 
smoothly  concealed  by  education,  by  reason,  and 
by  confidential  frankness  these  strong  elements 
may  be,  they  are  ever  in  any  circumstances  al- 
together absent.”  Ibid.,  page  2. 

3.  “At  a time  when  it  is  no  longer  possible  to  con- 
ceal the  wholly  unique  importance  of  medicine 
for  the  very  existence  of  social  life,  that  profession 
finds  itself  of  all  professions  the  least  in  command 
of  social  prestige,  the  least  privileged,  the  most 
exposed,  and  the  hardest  worked.”  Ibid.,  page  4. 


4.  “The  practice  of  medicine  is  dangerous  in  a more 
interesting  and  more  pressing  sense  than  that,  first, 
because  it  is  so  meagerly  cared  for  by  legal  privi- 
lege and  immunity,  and  secondly,  because  of  the 
inherent  difficulty  and  instability  of  the  relation 
of  the  patient  and  doctor.”  Ibid.,  page  4. 


5.  “It  is  considerations  such  as  these  that  justify 
the  statement  I have  made,  that  in  a certain  sense 
of  the  term  the  feeling  of  emergency  can  never 
be  far  from  the  mind  of  the  active  doctor.  However 


disturbing  that  experience  may  be,  and  however 
much  at  times  he  may  be  inclined  to  envy  the  calm 
and  prestige  of  more  secure  professions,  if  he  is  a 
person  who  prefers  having  a man’s  job  to  having 
one  of  the  other  kind,  he  will  remember  that  his 
deficiency  and  his  exposure  are  the  price  to  be 
paid  for  that  dignity.”  Ibid.,  page  5. 

6.  “No  one  can  be  a satisfactory  craftsman  who 
does  not  possess  what  we  vaguely  call  a feeling 
for  his  material — an  intuitive  understanding  of 
what  it  will  resist  and  what  it  will  yield  to,  of  its 
grain  and  temper,  of  when  it  can  be  commanded 
and  when  it  must  be  coaxed.  The  most  difficult  of 
all  materials,  the  living  body,  naturally  does  not 
call  for  less  of  such  sympathetic  comprehension 
than  do  metal  and  wood  and  stone.”  Ibid.,  page  6. 

7.  “In  an  atmosphere  of  urgency  even  simple  ideas 
are  subject  to  confusion,  and  confusion  of  thought 
inevitably  leads  to  confusion  in  action.”  Ibid., 

page  8. 

8.  “Apart  from  penetrating,  and  presumably  con- 
taminated, wounds  of  the  brain  which  are  absolute 
emergencies,  the  head  injuries  of  civil  practice 
rarely  call  for  urgent  operation.  The  capacity  of 
the  brain  to  recover  from  extensive  contusion  and 
minor  haemorrhages  is  very  great;  but  its  suscep- 
tibility to  suffer  gravely  in  this  state  from  the 
further  damage  of  an  operation  is  no  less  pro- 
nounced, so  that  an  emergency  operation  is  a far 
more  serious  blunder  than  in  most  abdominal 
cases.  The  progressive  local  haemorrhage  is  the 
only  condition  that  produces  a surgical  emergency. 
It  is  comparatively  rare,  its  symptoms  display  an 
orderly  development,  and  permit  of  reasoned  di- 
agnosis and  rational  treatment.  It  is  thus  possible 
to  say  that  operation  within  the  first  24  hours  is 
almost  always  useless  and  dangerous,  and  we  may 
add  without  extravagance  that  the  very  few  pa- 
tients who  survive  would  have  done  better  without 
it.”  Ibid.,  page  12. 
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. ..x-tra  value  x-ray  supplies 


there's  no  delay  the  6.E.  way 


Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 

No  need  for  “scatter-buying”  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 


7ivff<as  k Our  Most  ImporMnt  Thoduet 


GENERAL 


ELECTRIG 


EXAMPLE: 

Continuous  cash  savings  _ with  G-E 
SUPERMIX®  film  processing  chemicals, 
today’s  lowest-priced  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer -neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 


DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 
DALLAS 

1616  Oak  Lawn  Ave.  • Riverside  1-1568 
DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 

SALT  LAKE  CITY 

■?15  S.  4th.  E.  • EMpire  3-2701 


RESIDENT  REPRESENTATIVES 

ALBUQUERQUE 

C.  C.  CARTER,  708  California  St.,  S.  E.  • Phone  3-3585 
COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 

EL  PASO 

T.  B.  MOORE.  8303  Magnetic  Street  • SKyline  5-4474 
MISSOULA 

J.  W.  TREDIK,  429  South  5th,  E.  • Phone  9-0055 


For  arthritic  M.S.: 
full  corticosteroid 
benefits  from  new 
Gammacorten'“ 


Patient  M.S.,  81,  at  the  time  of 
the  first  visit  was  in  severe  pain 
and  very  uncomfortable . Complained 
of  swelling  of  wrists,  legs  and  var- 
ious joints;  pain  and  stiffness  in 
cervical  area  and  lower  spine;  pain, 
swelling  and  limited  motion  in  the 
fingers;  slight  ulnar  deviation  of 
the  hand.  M.S.  demonstrates  posi- 
tion necessary  to  put  on  his  hat 
(motion  was  so  restricted  that  he 
could  not  comb  his  hair) . 

Gammacorbeh 

(dexamethasone  CIBA) 

•potent,  effective  corticosteroid 

• profound  anti-inflammatory  activity 

• minimal  side  effects 

From  the  files  of  a practicing 
physician.  Photographs  used  with 
permission  of  the  patient. 

SUPPLIED:  GAMMACORTEN  Tablets, 

0.75  mg.  (pink,  scored). 


CIBA 


2/2723MK  SUMMIT,  N.  J. 


Treatment  and  Result:  After  36  hours 
of  GAMMACORTEN  therapy,  M.S.  had 
"complete  relief ."  Joint  swelling 
had  decreased,  pain  was  almost  ab- 
sent, range  of  motion  had  increased 
dramatically.  At  the  end  of  the 
first  week  of  GAMMACORTEN  he  was 
free  of  discomfort  and  able  to 
return  to  his  job  as  a porter  .M.S. 
could  put  on  his  hat  normally, 
could  comb  hair;  joint  function 
near-normal  after  first  week  . 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof”  of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

“ dependable  vasoconstrictor 
and  decongestant . 
Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof, 
pocket  size  ' ' 

squeeze  bottles  of  20  cc. 


ABORATORiES 
New  York  18.  N.Y. 


Improvement  is  marked  in  virtually  9 out  of  10  ver- 
tiginous patients  on  antivert.'  Combines  the  two 
most  effective  therapies  for  equilibrium  disorders. 
Each  ANTIVERT  tablet  contains: 

Meclizine  (12.5  mg.)  — the  most  effective  anti- 
histaminic  to  control  vestibular  dysfunction.’ 
Nicotinic  acid  (50  mg.)  - the  drug  of  choice  for 
prompt  vasodilation.''’ 

Prescribe  antivert  for  relief  of  Meniere’s  syn- 
drome, arteriosclerotic  vertigo,  labyrinthitis,  and 
streptomycin  toxicity.  Also  effective  in  recurrent 
headache,  including  migraine. 


Dosage:  One  tablet  before  each  meat. 

Supplied;  In  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  l.  Menger,  H.  C.:  Clin.  Med.  £:313  (March)  1957. 
2.  Charles,  C.  M.:  Geriatrics  ^110  (March)  1956.  3.  Shuster,  B.  H.: 
M.  Clin.  North  America  £0:1787  (Nov.)  1956.  4.  Dolowitz,  D.  A. : Rocky 
Mountain  M.J.^:53  (Oct.)  1958. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being 
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Pertinent  information  for  doctors  about 


KENT’S  SUPER-POROUS 
MICROPORE  PAPER 


With  the  intensive  publicity  being  given 
to  porous  cigarette  paper  in  recent  weeks, 
Kent  believes  that  doctors  would  be  in- 
terested in  knowing  the  scientific  facts 
about  the  paper  used  in  today’s  Kent 
cigarettes. 

Kent’s  exclusive  super- 
porous  Micropore  paper 
lets  cool  air  in,  lets  heat 
escape  through  micro- 
scopic pores  in  the  paper. 

The  increased  oxygen  in 
the  tobacco  cylinder 
brings  about  more  com- 
plete combustion  of  the 
tobaccos.  As  a result, 

Kent  smokers  have  been 
getting  a cooler,  cleaner, 
fresher  taste  in  smoking. 

When  the  advantages 
of  Kent’s  Micropore  paper 
are  coupled  to  Kent’s 
other  superiorities,  it  is 
easy  to  understand  why 
more  people,  during  the 
past  year , changed  to  Kent 


than  to  any  other  cigarette  in  America. 

Kent  smokers  also  enjoy  a free  and 
easy  draw,  which  brings  through  the  rich 
taste  of  Kent’s  costly  blend  of  100% 
natural  tobaccos.  In  addition,  Kent’s  ex- 
clusive Micronite  Filter  has  made  a sig- 
nificant contribution  in 
the  area  of  filtration : Kent 
has  reduced  tars  and  nico- 
tine to  the  lowest  level 
among  all  leading  brands. 

The  American  smoking 
public  was  quick  to  re- 
spond to  Kent.  They  dis- 
covered— it  makes  good 
sense  to  smoke  Kent,  and 
good  smoking,  too. 


If  you  would  like  for  your 
own  use  the  booklet,  “The 
Story  of  Kent,”  write  to: 
P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.Y. 


Micropore  is  a Trade  Mark  of 
P.  Lorillard  Co. 
© 1959,  P.  Lorillard  Co, 


For  the  flavor  you  like  KENT  FILTERS  BEST 

A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 


jor  August,  1959 
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greater  specificity 
of  tranquilizing  action 
—divorced  from  such 
"diffuse”  effects  as 
anti-emetic  action 
— explains  why 


THIiORIDAZINS  HCI 


is  virtually  free  of  such  toxic  effects  as  • jaundiCL  h irKif^so) 


Thioridazine  [MELLARIL]  is  as  effective  as  the  best  available  phenothiazine,  but  with  appreciably 
less  toxic  effects  than  those  demonstrated  with  other  phenothiaziines This  drug  appears  to  rep- 

resent a major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological  dis- 
turbances seen  daily  in  the  clinics  or  by  the  general  practitioner.”* 


ia  new  advance  in  tranquilization:  i 

greater  specificity  of  tranquilizing  action  results  in  fewer  side  effects  ! 


MELLARIL 


inimal  suppression  of  vomiting 

effect  on  blood  pressure 
d temperature  regulation 


Other 

phenothiazine-type 

tranquilizers 


•SYCHIC  RELAX 


DAMPENi 
SYMPATHETi 
PARASYMPA 
NERVOUS  S 


Psychic  relax 


Dampen! 
sympathetic 
parasympat 
nervous  sy 


of  vomiting 


3ening  of  blood  pressure 
temperature  regulation 


i 


The  presence  of  a thiomethyl  radical  (S-CH3)  is  unique  in 
Mellaril  and  could  he  responsible  for  the  relative  absence  of 
side  effects  and  greater  specificity  of  psychotherapeutic  action. 
This  is  shown  clinically  by: 


A specificity  of  action  on  certain  brain  sites  in 
contrast  to  the  more  generalized  or  “diffuse” 
action  of  other  phenothiazines.  This  is  evidenced 
by  a lack  of  appreciable  anti-emetic  effect. 


Less  “spill-over”  action  to  other  brain  areas  — 
hence,  absence  of  undue  sedation,  drowsiness  or 
autonomic  nervous  system  disturbances. 


3 

4 

5 


A notable  absence  of  extrapyramidal  stimulation. 

Lack  of  impairment  of  patient’s  normal  drive  and  energy. 

Virtual  freedom  from  such  toxic  effects  as 
jaundice,  photosensitivity,  skin  eruptions, 
blood  forming  disorders. 


INDICATION 

USUAL  STARTING  DOSE 

TOTAL  DAILY  DOSAGE  RANGE 

ADULTS:  Mental  and  Emotional  Disturbances: 

MILD  — where  anxiety,  apprehension  and  tension  are  present 

10  mg.  t.i.d. 

20-60  mg. 

MODERATE— where  agitation  exists  in  psychoneuroses,  alco- 
holism, intractable  pain,  senility,  etc. 

25  mg.  t.i.d. 

50-200  mg. 

SEVERE— in  agitated  psychotic  states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.: 

Ambulatory 

Hospitalized 

100  mg.  t.i.d. 

100  mg.  t.i.d. 

200-400  mg. 
200-800  mg. 

CHILDREN:  BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  t.i.d. 

20-40  mg. 

MELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg. 

*0stfeld,  A.  M.;  Scientific  Exhibit,  American  Academy 

of  General  Practice,  San  Francisco,  April  6-9, 1959 


SANDOZ 


Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“It  must  always  be  borne  in  mind  that  the 
x-ray  diagnosis  is  only  a part  of  the  findings  in 
any  particular  case.  Under  some  circumstances 
. . . it  may  be  by  far  the  most  important  diagnostic 
feature.  . . .”  (Rigler). 

Clinical  data 

A 54-year-old  craftsman  told  of  epigastric  dis- 
tress, intermittent  for  many  years,  usually  re- 
lieved by  the  drinking  of  milk  or  the  taking  of 


various  antacid  drugs.  A current,  more  intense 
bout  of  upper  abdominal  pain  stimulated  the 
present  investigation.  The  physical  examination 
unveiled  an  asthenic  individual  with  tenderness 
in  the  epigastrium  and  low  grade  anemia. 

X-ray  studies 

The  examination  of  the  gastrointestinal  tract 
showed  a chronic  ulcer  of  the  duodenal  bulb.  The 
film  made  six  hours  after  giving  barium  by  mouth 
revealed  a discontinuity  (Fig.,  arrows)  in  the 
barium  column  in  the  ascending  colon.  Is  this  a 
significant  finding?  Irregularities  in  the  filling 
of  the  colon,  when  barium  is  given  by  mouth, 
are  fairly  frequent,  since  residual  fecal  material 
displaces  the  barium.  Hence,  interpretation  of 
such  irregularities  must  be  cautious.  Despite  this, 
since  such  irregularities  can  be  significant  occa- 
sionally, the  examination  was  carried  further. 
A barium  enema  showed  a filling  defect  in  the 
ascending  colon,  and  the  radiologic  diagnosis  of 
carcinoma  of  the  colon  was  made. 

Surgical  exploration  disclosed  a large,  annular 
carcinoma  of  the  ascending  colon.  This  was  re- 
sected. 


Epilogue 

The  patient  is  alive  and  well  four  years  later. 
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CHOICE  THERAPY 
FOR  THE "OLDER" 
PATIENT  WITH  MILD 
TO  MODERATE 
HYPERTENSION 


fjVeratrite* 

More  than  13,000,000  prescriptions  attest  that 
Veratrite  continues  to  be  the  antihypertensive  of 
choiceforthe  older  hypertensive  patient.  Veratrite 
can  be  prescribed  safely  and  routinely  for  those 
who  usually  cannot  tolerate  more  potent  drugs. 

Veratrite  now  contains  cryptenamine  which 
acts  centrally  to  produce  a gradual  fall  in  blood 
pressure,  yet  improves  circulation  to  vital  organs, 
relieves  dizziness  and  headache,  and  imparts  a 
distinct  sense  of  well-being.  Furthermore, 
Veratrite  achieves  its  effects  with  unusual  safety 
and  without  annoying  side  effects. 

Each  Veratrite  tabule  contains:  Cryptenamine  (tan- 
nates),  40  C.S.R.*  Units;  Sodium  nitrite,  1 gr.;  Pheno- 
barbital,  % gr.  Dosage:  1-2  tabules  t.i.d.,  preferably 
2 hours  after  meals. 

*Carotid  Sinus  Reflex 


VpiA^nr 


IRWIN,  NEISUER  & CO. 


DECATUR,  ILLINOIS 
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ZED  FOR 


Auiomatically  measured-dose 
aerosol  medications. 
Nonbreakable..  .Shatterproof 
Spiilproof...  Leakproof 


Medihaler-ISO^ 


Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  contains  0.06  mg. 
isoproterenol. 


Medihaler-EPr 


Epinephrine  bitartrate,  7.0  mg.  per  cc.,  sus- 
pended in  inert,  nontoxic  aerosol  vehicle.  Con- 
tains no  alcohol.  Each  measured  dose  contains 
0.15  mg.  epinephrine. 


-NOTABLY  WELL  TOLERATED  AND  EFFECTIVE  FOR  CHILDREN,  TOO- 
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low  back  pain  and 
y dysmenorrhea 


FIRST  Ti 


NQUILAXANT 


Here  it 

can  expeci 
prescribe 


case  profile  no.  2758* 

A middle-aged  man  had  intermittent 
low  back  pain  attributed  to  injuries  re- 
ceived in  an  automobile  accident  three 
years  ago.  The  pain  radiated  down  both 
legs,  making  the  patient  walk  bent  over. 
He  also  had  difficulty  in  getting  out  of 
bed  and  had  to  pull  his  knees  up  and 
roll  out.  Any  heavy  lifting  precipitated 
a new  attack,  and  he  tired  easily. 

Findings  on  x-ray  of  the  thoracic 
and  lumbar  spine  were  negative.  All 
other  laboratory  studies  were  within 
normal  limits.  A herniated  disc,  though 
still  a possibility,  was  temporarily  ruled 
out  by  the  neurologic  examination.  Pre- 
vious treatment  consisted  of  analgesics, 
steroids  (without  success),  and  nar- 
cotics during  severe  attacks. 

On  a dosage  ofTrancopal,  100  mg. 
t.i.d.,  this  patient  is  able  to  walk  around 
almost  normally  and  carry  on  his  regu- 
lar activities  as  long  as  he  does  not 
overdo.  He  has  received  Trancopal  for 
over  seven  months  with  excellent  relief 
of  symptoms.  There  have  been  no  side 
effects. 

^Clinical  Reports  on  file  at  the  Department  of 
Medical  Research^  Winthrop  Laboratories. 


for  dysmenorrhea 

and  premenstrual  tension 


case  profile  no.  3347* 

A 35-year-old  housewife  had  a history 
of  severe  dysmenorrhea  and  premen- 
strual tension.  Menarche  occurred  at  the 
age  of  14.  She  is  a gravida  2,  para  1.  Her 
menstrual  cycle  is  fairly  regular,  and 
previous  medical  history  indicates  no 
apparent  abnormalities.  Findings  on 
pelvic  examination  were  negative.  Severe 
tension  and  irritability  routinely  oc- 
curred from  two  to  seven  days  before 
and  during  menstruation.  Cramping  was 
experienced  for  all  three  days  of  the  men- 
strual period.  Analgesic  preparations 
provided  limited  symptomatic  relief. 

Trancopal,  200  mg.  t.i.d.,  was 
prescribed  for  dysmenorrhea.  It  not 
only  has  relieved  the  severe  cramping, 
but  has  provided  a welcome  relief 
from  the  irritability  accompanying  it. 
Because  of  these  excellent  results,  Tran- 
copal also  was  prescribed  for  her  tense- 
ness during  the  premenstrual  period 
with  a most  gratifying  response. 

This  patient  has  successfully  re- 
mained on  the  above  regimen  for  over 
six  months  without  adverse  effects. 

Turn  Page  for  Complete  Listing  of  Indications  and  Dosage 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.S  Pat.  Off.  Printed  in  U.S.A.  6-59  (1385M) 


rW^JHE  first  true  tranquilaxant 

jTtincopsil 

potent  muscle  relaxant 


effective  tranquilizer 

■ In  musculoskeletal  disorders,  effective  in  91%  of  patientsd 

■ In  anxiety  and  tension  states,  effective  in  88%  of  patients.' 

■ Low  incidence  of  side  effects  (2.3%  of  patients).  Blood 
pressure,  pulse  rate,  respiration  and  digestive  processes 
unaffected  by  therapeutic  dosage.  No  effects  on 
hematopoietic  system  or  liver  and  kidney  function. 

■ No  gastric  irritation.  Can  be  taken  before  meals. 

■ No  clouding  of  consciousness,  no  euphoria  or  depression. 

Indications; 


LABORATORIES 

New  York  18,  New  York 


Musculoskeletal: 

Low  back  pain  (lumbago,  etc.) 
Neck  pain  (torticollis,  etc.) 
Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Disc  syndrome 
Fibrositis 

Ankle  sprain,  tennis  elbow,  etc. 
Myositis 

Postoperative  muscle  spasm 


Psychogenic: 

Anxiety  and  tension  states 
Dysmenorrhea 
Premenstrual  tension 
Asthma 

Angina  pectoris 
Alcoholism 


Dosage:  Adults,  100  or  200  mg.  orally  three 

or  four  times  daily.  Relief  of  symptoms  occurs  in  fifteen 

to  thirty  minutes  and  lasts  from  four  to  six  hours. 


1.  Collective  Study,  Department  of  Medical  Research,  Winthrop  Laboratories. 


YESPRIN 

SQUIBB  TRIFLUPROMAZINE  HYDROCHLORIDE 


made  the  difference 


in  anxiety  and  tension  states  / psychomotor  agitation  / 


phobic  reactions  / obsessive  reactions  / senile  agitation 


/ agitated  depression  / emotional  stress  associated  with  a 
wide  variety  of  physical  conditions 


In  the  patient  with  anxiety  and  tension  symptoms  — Vesprin  calms  him  down  without  slowing  him 
up... and  does  not  interfere  with  his  working  capacity.  Vesprin  permits  tranquilization  without 
oversedation,  lethargy,  apathy  or  loss  of  mental  clarity 

And  Vesprin  exhibits  an  improved  therapeutic  ratio  — enhanced  efficacy  with  a low  incidence  of 
side  effects;  no  reported  hypotension,  extrapyramidal  symptoms,  blood  dyscrasia  or  jaundice  in 
patients  treated  for  anxiety  and  tension.*'^'® 

dosage:  for  “round-tlxe-clock”  control  — 10  mg.  to  25  mg.,  b.i.d.;  for  “once-a-day”  use  — 25  mg. 
once  a day,  appropriately  scheduled,  for  therapy  or  prevention,  supply:  Oral  Tablets,  10,  25  and 
50  mg.,  press-coated,  bottles  of  50  and  500;Emulsion  (Vesprin  Base)  — 30  cc.  dropper  bottles 
and  120  cc.  bottles  (10  mg./cc.).  references:  1.  Stone,  H.H.:  Monographs  on  Therapy  3:1 
(May)  1958.  2.  Reeves,  J.E.  Postgrad.  Med.  2^:687  (Dec.)  1958.  3.  Burstein,  F.:  Clinical 
Research  Notes  2:3,  1959.  4.  Kris,  E.:  Clinical  Research  Notes  2:1,  1959.  vesprin'**  is  * sgu.bbTfadem«rfc 
Vesprin -the  tranquilizer  that  fills  a need  in  every  major  area  of  medical  practice 


Squibb 

Squibb  Quality  — 
the  Priceless  Ingredient 
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nut  r i tlo  n ^ 


need  not  rely  on  ''wishing” 


Each  double-tayered  Entozyme 

tablet  contains: 

Pepsin,  N.E 250  mg. 

— released  in  the  stomach  from 
gastric'SOluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 

from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO..  INC. 

Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  replacement^ 

ENTOZYME 


»insj 


The  Medical  Department 
of  The  Purdue  Frederick  Company 
is  proud  to  introduce  to  the  medical  profession 


ARTHROPAN 


BRAND  OF  CHOLINE  SALICYLATE,  PATENT  PENDING 


LIQUID 


the  newest  antiarthritic, 
anti-inflammatory  analgesic— 
• without  the  disturbing 
side  effects  of  steroids, 

• without  the  dangers 
of  blood  dyscrasias, 

• without  the  limitations  and 
discomforts  of 
usual  salicylate  therapy. 


ARTHROPAN  Liquid ..  .“born  of  a therapeutic  need”... The  need  was  for  a better  antiarthritic  agent  — 
an  agent  free  of  the  therapeutic  limitations  and  the  discomforting  or  potentially  dangerous  side  effects 
associated  with  usual  therapies.. . Under  development  for  several  years,  ARTHROPAN  has  been  studied 
in  several  thousand  patients  by  more  than  180  investigators  and  is  currently  being  evaluated  in  many 
different  disorders  . . . The  rapid  effectiveness,  the  comfortable  and  constant  action,  and  the  certain 
safety  of  new  ARTHROPAN  Liquid  are  established  as  clinical  facts  . . . ARTHROPAN  breaks  through 
therapeutic  barriers  and  offers  the  arthritic  patient  new  vistas  in  successful  therapy  of  arthritis. 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1802 

NEW  YORK  14p  N.Y.  I TORONTO  1.  ONTARIO 


©Copyright  1959^  The  Purdue  Frederick  Company 
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ACHROWIYCiN  OINTMENT  3% 


ACHROMYCIN  OINTMENT  3%  WITH  HYDROCORTISONE  2% 

For  infectious  dermatoses.  Unsurpassed  broad-spec-.  For  infiammatory  derrnatoses.  Classic  corticoid  sup-. 
trum  control  of  causative  organisms  and  complicating  pression  of  erythema,  swelling,  weeping,  pruritus... 
mixed  invaders.  Excellent  local  toleration;  low  sensitiz-  plus  ACHROMYCIN  control  of  pyogenic  or  subclinical 
ing  potential.  In  Va  oz.  and  l oz.  tubes,  secondary  infection,  in  5 Gm.  tube. 


ACHROMYCIN 

Tetracycline  lederle 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 


EYE  DROPS 


Stsrile  buffered  solution 


for  minor  eye  irritations 
decongestant  • astringent  • antiseptic 


OpH 

contains: 


Neo-Synephrine®  HCI  (0.08%)  — gentle,  long  acting 
decongestant 

Zinc  sulfate  (0.06%) — mild  astringent  and  antiseptic 
Boric  acid  (2.2%)  —standard  ophthalmic 
bacteriostatic  and  mild  antiseptic 
Zephiran®  chioride  (1:7500)  —well  tolerated,  efficient 
antiseptic  and  preservative 


OpH.  Neo-Synephrine  (brand  of  phenylephrine]  and 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined), 
trademarks  reg.  U.S.  Pat.  Off. 

*Mono-DroPj  trademark. 


LABORATORIES 

New  Terk  11,  N.  V. 


In  exclusive  Mono-Drop*  bottles  that 
eliminate  dropper  contamination  and 
simplify  instillation.  IS  cc. 
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^ifs  as  easy  as  1, 2, 3 to  use 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 
tablet  onee  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


J 


Add  or  adjust  other  agents  as  required:  hydroDIURIL  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


Adjust  dosage  of  all  medication;  the  patient  must  be  frequently 
observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg.  and  50  mg  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  & Co..  Inc.  Trademarks  outside  the  U S ■ DICHLOTRIDE,  DiCLOTRIDE,  HYDROSALURIC. 
MERCK  SHARP  & DOHME,  Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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Horizontal 


Chair 


Proctologic 


BASIC  POSITIONS 

enable  you  io  treat  MORE  patients 
MORE  thoroughly  with  LESS  effort 


GU 


Reverse  Trendelenburg 


GYN 


Lateral  (Sims) 


In  LESS  time! 

Ritter 

UNIVEHSAL  TABLE 


A Ritter  Universal  Table  will  save  you  a great 
amount  of  physical  energy  during  your  busy 
oflSce  days.  You  will  be  pleasantly  surprised  how 
easily,  swiftly  and  correctly  patients  are  positioned 
on  this  superb  examination  and  treatment  table. 


Their  comfort  is  increased  . . . their  apprehen- 
sion reduced  . • . features  also  to  your  advantage. 

Find  out  how  effortless,  light-touch  control,  easy 
adjustment  to  12  basic  positions  can  help  make 
your  practice  more  efficient,  more  productive. 


MAY  WE  PRESENT  THE  COMPLETE  STORY  OF  THE  RITTER  UNIVERSAL  TABLE  AT  YOUR  CONVENIENCE? ...  Coif  os,  now/ 


56ik  Geo.  Berbert  & Sons,  Inc. 

^.y^nniuer'dar^  1717  Logan  Street  Telephone  ALpine  5-0408 

iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii^  DENVER  3,  COLORADO 


“We  are  as  close 
as  your  telephone” 

iiiliillillillillllllllllllllllllllllllllllllllllllllllllllll^ 
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That  wonderful  moment  when  “you  on  your  own”.  . , 

^ Good  for  you! 

GOOD  GOING!  Now  you’ve  “got  the  hang 
of  it”.  . . now  you  know  how  to  water-ski. 

And  later  on,  it’s  really  great  to  relax  with 
a good  glass  of  cold  beer.  No  other  beverage 
hits  the  spot  like  beer— nothing  is  so  reward- 
ing. And  a glass  of  beer  really  picks  you  up  too. 


Beer  Belongs —to  the  fun  of  living! 


United  States  Brewers  Foundation 

CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 
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when  pollen  allergens 
attaek  the  nose . . . 

Triaminic  provides  more  effective  therapy  in 
respiratory  allergies  because  it  combines  two 
antihistamines^'^  with  a decongestant. 


These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
and  paranasal  capillaries,  preventing  dilation  and  exudation.^ 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.^’  ® 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.® triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 


References:  I.  Sheldon,  J.  M.:  Postgrad.  Med.  14:465  (Dec.)  1953.  2.  Hubbard,  T.  F. 
and  Berger,  A.  J.:  Annals  Allergy  p.  350  (May-Junc)  1950.  3.  Kline,  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4,  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Ther.,  Macmil» 
Ian,  New  York,  1956,  p.  532.  5.  Fabricant,  N.  D.;  E.E.N.T.  Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 


1 riaminic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  malcate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  Triaminic  Tablet  or  i/^ 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  . Lincoln,  Nebraska  * Peterborough,  Canada 
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35  years.* 


Chronie  bronchial  asthina  (aale,  62) 

®*This  patient,  on  Ms  own  and  Ms  wife’s  adteission,  ^ 
is  letter,  has  had  more  relief  than  he  has  had  in 


^Jl%€rvuJL 


aMi^kwMMW 


.V  Urticaria  (one  week  after  tetaniis  antitoxin) 
— - --(female,  26) 


“After  4 tablets  stat,  required  no  further  treatment. 
Good  results,  sense  of  well-being.” 


o FEB  J3 
r I9S9 

\CA'^t 


■%d«dl 


^ rcftis  'it 
% lOJeAM  P, 


from  MCTORS  WRlilNO  TO  SCHHaNg 


♦Actual  quotations  from  physi- 
cians’ reports  in  the  files  of  the 
Schering  Department  of  Profes- 
sional Information. 

Deronil“T.m.  — brand  of  dexametba- 
sone. 


Herpes  Zoster  ('female^  55) 


’’lesults  are  outstanding 
after  first  three  doses, 
4 days,*  (Dosages  one  ts 


* • Pain  decreased 
Zoster  dried  in 


Rheumatoid  arthritis  (male,  63) 


”Full  relief,  resumption  of  work,"  (Dosage 
tablet  t.i.d,  to  one  tablet  daily) 


BLOOMFIELD,  N,  4. 


fwvuJb:^^  - dcTY 

JiMaLJ2JZi  ^yvJLh^  Q/vJkMSLo 


qUAlITT / ItSEAlCH  / INTCCirTT 


CO -PYRONIL  "provides  quick  relief  that  lasts  and  lasts 

Just  two  or  three  Pulvules®  Co-Pyronil  daily  will  usually  keep  your  hay-fever 
patients  symptom-free  and  on  the  job  all  day  long.  Not  just  an  antihistamine, 
Co-P3n*onil  is  a triple  combination  that  assures  more  complete  relief  from  hay  fever 
and  other  allergies. 

Each  Pulvule  contains: 

a vasoconstrictor,  Clopane®  Hydrochloride  (12.5  mg.),  to  complement  the  action 
of  two  antihistamines  by  opening  swollen  nasal  passages. 

a fast-acting  antihistamine,  HistadyF”  (25  mg.),  to  provide  relief  usually  within 
fifteen  to  thirty  minutes. 

a long-acting  antihistamine,  Pyronil®  (15  mg.),  to  maintain  relief  for  eight  to 
twelve  hours. 

Also  supplied  as  suspension  and  pediatric  Pulvules. 

Co-Pyronil™  (pyrrobutamine  compound,  Lilly)  Histadyl"'  (thenylpyramine,  Lilly) 

Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly)  Pyronil®  (pyrrobutamine,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

958009 
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EDITORIALS 


The  Colorado  Chiropractic  Association  has 
circulated  a dangerous  letter  over  the  signa- 
ture of  its  Executive  Secretary.  They  protest 
what  they  term  “pressure”  being  exerted 
by  Colorado  health  authorities  on  religious 

groups  to  pro- 

Ignorance,  Selfishness, 

application  of  po- 
And  Stupidity  vaccine.  Were 

the  epistle  less 
ludicrous,  we  could  find  it  difficult  not  to  get 
boiling  mad.  However,  letting  off  a bit  of 
steam  finds  our  safety  valve  still  in  order! 

The  letter  was  “fantastic”  according  to 
one  of  the  ministers  who  gave  it  to  us,  “crim- 
inal” according  to  a representative  of  one 
of  the  drug  firms  that  manufactures  polio 
vaccine,  “outrageous,”  “ridiculous,”  et  cetera. 
Yes,  it’s  a pack  of  lies  so  obvious  that  no  one 
with  a grain  of  sense  appears  to  have  been 
impressed.  The  “big  lie”  technic  is  a common 
one,  for  instance,  among  the  Communists. 
Never  tell  a little  lie,  they  say;  the  more 
blatantly  dishonest  it  is,  the  better  chance 
it  has  of  being  accepted — or  at  least  raising 
doubts  in  people’s  minds.  Fortunately,  the 
Chiropractors  aren’t  “masters  of  deceit”  and 
their  employment  at  the  lie  technic  should 
fail  miserably. 

Let  us  dissect  the  Chiropractors’  letter 
and  demonstrate  the  falseness  of  their  state- 
ments. Paragraph  five  has  hidden  in  it  the 
crux  of  their  whole  complaint.  They  want  to 
use  the  “art”  of  chiropractic  in  the  “control” 
of  infantile  paralysis.  Control  is  a vague 
word  here.  It  does  not  refer  to  prevention. 
They  evince  no  interest  in  prevention  of  dis- 
abling disease.  If  they  prevent  polio  they 
might  have  fewer  crippled  victims  to  manip- 
ulate. They  can’t  come  right  out  and  admit 
the  lessening  incidence  of  polio,  however; 
this  would  be  admitting  that  vaccination  does 
prevent  polio.  So  they  object  to  vaccination 
on  religious  grounds;  after  all,  the  letter  is 
to  the  clergy.  Use  of  the  vaccine  “must  be 
abhorrent  to  the  Creator,”  they  say.  Vac- 


cination is  condemned  as  “unnatural”  be- 
cause our  “pure”  bodies  are  contaminated 
with  diseased  animal  cells!  They  must  also 
be  opposed  to  use  of  the  cow  and  horse  when 
by-products  such  as  cowpox  vaccine  and 
tetanus  antitoxin  are  recommended! 

The  contention  that  health  authorities  are 
pressuring  religious  groups  and  invading  re- 
ligion is  ludicrous.  More  often  the  doctors  of 
religion  and  medicine  march  arm-in-arm 
with  one  another.  Yes,  the  clergy  of  Colorado 
were  asked  by  us  to  urge  their  parishioners 
to  bring  their  polio  protection  up-to-date — 
and  they  cooperated  willingly.  Would  we  do 
less  if  we  were  asked  to  urge  our  patients  to 
attend  church? 

The  most  vicious  words  of  the  letter  are 
those  referring  to  polio  vaccination  as  “fre- 
quently fatal”  and  “often  deadly.”  These 
paraphrases  of  the  same  lie  are  transparent 
to  the  millions  who  have  been  safely  vac- 
cinated and  re-vaccinated  in  recent  years. 
Our  “campaign  to  frighten  the  public”  has 
obviously  not  been  rejected.  It  has  been  well 
received  but  is  far  from  completed.  Fear  of 
polio  is  not  as  powerful  as  human  lethargy 
in  a fair  per  cent  of  our  delinquent  populace. 
We  are  not  trying  to  force  compulsory  vac- 
cination, but  have  made  the  vaccine  avail- 
able, at  cost  or  free,  to  all  informed  people 
who  will  take  it  for  protection  of  themselves 
and  their  families.  We  are  trying  to  eradicate 
one  specific  disease,  a physically  and  finan- 
cially disabling  disease.  If  prevention  is  pos- 
sible, treatment  of  any  sort  ultimately  should 
become  a pointless  waste  of  time  and  money. 
Ignorant  people  making  a living  out  of  a 
pseudo-science  selfishly  appear  to  declare 
that  vaccination  is  unneeded  because  they 
can  alter  the  course  of  acute  polio,  somehow 
holding  back  the  virus  by  pepping  up  the 
spine!  This  is  reminiscent  of  the  long  out- 
lawed carnival  medicine  man.  There  should 
be  one  more  law,  in  our  opinion,  or  the  old 
one  should  be  revised  to  include  the  con- 
temporary mountebank.  continued  on  next  page 
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Let  us  reprint,  with  thanks,  part  of  Wil- 
liam J.  Barker’s  May  23  column  in  The 
Denver  Post,  together  with  the  cartoon  he 
included.  We  wish  that  all  of  the  public  were 
as  aware  of  the  hokum  involved  as  is  Mr. 
Barker: 

Some  rare  literature  has  been  presented  in 
Colorado’s  Capitol,  but  Wayward  will  eat  his  hat 
if  you  can  cite  a rarer  bit  than  Senator  Neal 
Bishop’s  Senate  Bill  No.  119,  providing  for  the 
licensing  & regulation  of  chiropractors.  Under 

“definitions”  (Arti- 
cle 2,  page  2,  sec. 
28-2-2  (2)  it  says 
mysteriously  and 
majestically: 

“THE  TERM 
‘CHIROPRA  C T I C 
ADJUSTMENT’  is 
defined  as  the  ap- 
plication by  hand, 
of  adjustive  force  to 
correct  sub  luxa- 
tions, fixations, 
structural  d i s tor- 
tions,  abnormal  ten- 
sions, and  disrelated  structures,  or  to  remove 
interference  with  the  transmission  of  nerve  force. 
The  application  of  the  dynamic  adjustive  thrust 
is  designed  and  intended  to  produce  and  usually 
elicits  audible  and  perceptible  release  of  tensions 
and  movement  of  tissues  or  anatomical  parts  for 
the  purpose  of  removing  or  correcting  interference 
to  nerve  transmission  and  expression.” 

Rather  than  go  through  all  that  again,  next 
time  your  back  aches  just  take  a couple  aspirin 
and  lie  down,  o.  k.? 

Our  back  does  ache,  Mr.  Barker,  and  we 
will  take  a couple  of  aspirins.  But  we  can’t 
lie  down  until  dangerous  saboteurs  to  medi- 
cal progress  and  public  health  are  rendered 
harmless! 


A 

zVmong  all  the  drugs  in  the  world,  the 
salicylates  rank  among  the  most  useful.  They 
have  been  used  since  the  time  of  Hippocrates, 
more  than  2,400  years.  For  at  least  a half 
century,  aspirin  has  been  the  most  widely 
used  drug.  One  monograph  in 
the  literature  lists  4,000  refer- 
ences; we’re  glad  we  don’t 
have  to  print  them  in  this 
Journal! 

Exploitation  of  acetylsalicylic  acid  and 
related  substances  through  every  advertising 


medium  would  be  amusing  if  less  nauseating. 
Some  of  our  colleagues  have  undertaken  the 
task  of  debunking  contentions  that  addition 
of  buffering  agents,  chiefly  aluminum  glycin- 
ate  and  magnesium  carbonate,  favorably  in- 
fluence the  drug’s  speed  and  effectiveness. 
Drs.  Max  Sadove  and  Lester  Schwartz  at  the 
University  of  Illinois  College  of  Medicine 
have  run  a series  of  clinical  studies  upon  354 
patients  with  undoubted  real  pain,  under  con- 
trolled conditions.  Records  were  kept  regard- 
ing onset  and  degree  of  relief,  duration  and 
side  effects.  Clinical  and  laboratory  studies 
indicated  that  the  effects  of  acetylsalicylic 
acid  alone  or  with  buffering  agents  were  in- 
distinguishable except  for  a two  per  cent 
higher  incidence  of  minor  gastrointestinal 
upsets  with  the  buffered  drug!  In  fact,  buf- 
fering agents  alone  can  cause  intolerance  and 
sensitivity  reactions;  they  represent  only  a 
fraction  of  the  minimal  effective  antacid  dose 
as  stated  in  the  U.  S.  P.  Ignoring  the  small 
question  of  gastrointestinal  upset,  we  may 
conclude  that  buffering  agents  serve  no  clini- 
cally detectable  useful  purpose  when  added 
to  acetylsalicylic  acid. 

Perhaps  we  should  be  pleased  that  such  a 
useful  drug  provides  sufferers  the  relief  that 
it  does,  that  it  works  despite  added  sub- 
stances, and  that  such  compounding  is  usually 
harmless — though  expensive.  We  are  tired 
of  implied  authority  lent  to  TV  and  printed 
advertisements  by  the  white-coated  “doctor” 
complete  with  head  mirror  and  stethoscope, 
plus  politely  stylized  transparent  “models”  of 
the  human  stomach  emitting  built-in  burps 
as  the  fast  fast  fast  relief  takes  place. 

Should  we  rise  up  in  arms,  or  should  we 
relax  and  tolerate  it?  The  only  relevant 
serious  note  sounds  when  we  contemplate 
the  fact  that  physicians  are  now  receiving 
a slightly  smaller  segment  of  the  health  and 
medical  dollar  than  they  did  in  1939,  while 
ancillary  workers  are  claiming  what  appears 
to  be  more  than  their  share.  With  no  answer 
forthcoming,  let’s  be  amused  at  the  adver- 
tisers who  invent  a trade  name  by  taking 
the  “g”  off  of  buffering,  to  be  exploited  by 
another  who  puts  it  back  for  benefit  of  credu- 
lous listeners  who  don’t  know  the  difference. 
And  here’s  a suggestion  to  cover  the  whole 
business:  Let’s  add  an  “1”  and  call  it  “bluffer- 
ing”! 


It’s  Still 
Aspirin! 
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★ ★★★★★  Presidential  address* 


The  Wyoming  State  Medical  Society  has 
had  a successful  and  progressive  year.  In 
general,  your  officers,  councilors,  and  com- 
mitteemen have  worked  nobly.  Their  diligent 
efforts  have  been  both  constructive  and  pro- 
ductive, for  which  you  and  I owe  them  a deep 
gratitude  and  words  of  praise. 

I am  pleased  to  observe  that  our  Society 
is  taking  on  a new  position  of  responsibility 
and  stature  in  the  medical  Affairs  of  State. 
In  a conversation  with  Dr.  Franklin  D.  Yoder 
a year  or  two  ago,  he  lamented  the  fact  that 
there  is  a complex  multitude  of  governmental 
departments  which  handle  various  phases  of 
state  medical  affairs,  but  with  no  recognized 
medical  authority  available  to  them.  The  sit- 
uation is  changing  so  that,  as  it  should  be, 
we  are  being  called  in  more  and  more  in  an 
advisory  capacity  on  state  medical  problems. 
Committees  of  our  Society  have  rendered 
commendable  advice  and  guidance  to  our 
state  government  this  past  year  on  such  as 
the  tuberculosis  problem,  safety  on  the  high- 
ways, mental  health  in  which  an  aroused 
public  is  practically  stealing  the  ball  from 
us,  geriatrics  which  is  mushrooming  into  an 
overwhelming  political  problem,  appoint- 
ments to  health  boards,  legislation  in  which 
we  at  least  get  an  attentive  ear  even  though 
not  always  heeded,  school  health  programs, 
poliomyelitis,  emergency  medical  service  in 
civil  defense.  Selective  Service,  and  others. 
There  have  been  letters  of  appreciation  from 
the  Governor  and  other  officials.  It  is  certain 
that  we  are  in  a position  to  render  important 
guidance  to  our  state;  and  that  our  status 
will  continue  to  develop  if  we  assume  our 
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public  obligations  with  professional  ability 
and  a sincere  desire  to  be  helpful. 

Our  truly  great  parent  body.  The  Ameri- 
can Medical  Association,  which  we  need  to 
remind  ourselves  is  merely  an  effective  com- 
bine of  our  state  societies,  and  to  which  we 
owe  steadfast  loyalty  and  support  for  tre- 
mendous accomplishments  in  our  behalf,  is 
giving  major  attention  right  now  in  Atlantic 
City  to  three  issues. 

Some  problems  are  insoluble 

The  first  one,  regarding  our  attitude  to- 
ward closed  panel  medical  practice,  I find  to 
be  insoluble.  We  are  agreed  that  a free  choice 
of  physician  is  always  the  ideal.  There  are 
many  situations  in  which  such  would  be  com- 
pletely impractical,  the  Armed  Forces  and 
state  institutions  for  example;  and  I believe 
that  we  will  have  to  recognize  it.  There  ap- 
pears to  be  a trend  in  medical  thinking  which 
is  gradually  acknowledging  that  all  closed- 
panel  medical  practice  is  not  necessarily  bad. 
For  us  to  take  a dogmatic  stand  against  all 
closed-panel  medical  practice  to  the  extent  of 
depriving  all  offenders  of  their  society  mem- 
bership would  be  unrealistic;  for  practically 
all  of  us  are  guilty  in  some  aspect  of  our  work. 
We  should  demand  free  choice  of  physician 
wherever  it  is  at  all  possible;  but  I believe 
that  is  as  far  as  we  can  go.  Society-wide 
contracts  such  as  Medicare  and  Home  Town 
Veteran’s  Care,  though  not  completely  satis- 
factory, do  represent  a notable  concession  in 
the  direction  toward  which  we  strive.  I can 
remember  when  any  government  medical 
contract  meant  a contract  surgeon,  not  al- 
ways the  most  capable  choice,  and  he  re- 
ceived $125  a month,  or  less. 
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Osteopaths  borrow  from  us 

Second,  the  osteopathic  question.  I have 
no  sympathy  with  the  expressed  views  of 
some  of  our  colleagues  who  believe  that  we 
should  take  its  practitioners  into  our  fold. 
Such  misguided  charity  is  not  based  upon  the 
facts  as  I have  observed  them.  Regardless  of 
claims,  currently  established  osteopaths  have 
rarely  demonstrated  that  they  are  the  equal 
of  M.D.’s.  Their  education  is  lacking  in  depth. 
They  borrow  everything  from  the  medical 
profession,  and  some  of  them  barge  into 
fields  beyond  their  capacity.  Throughout  the 
years  we  have  relentlessly  and  critically 
guarded  against  professional  inferiority 
amongst  our  own  members.  It  is  a part  of 
our  doctor  responsibility  to  the  public;  and 
we  are  failing  in  our  duty  if  we  do  not  resist 
the  encroachment  of  inadequately  qualified 
people  into  the  healing  arts  and  sciences. 
There  are  ample  grounds  for  a firm  stand 
against  them.  The  biggest  argument  of  all, 
to  me,  is  that  not  a single  one  of  our  great 
universities,  centers  of  learning  with  access 
to  all  of  the  knowledge  of  the  world,  and  pre- 
sumed to  be  impartial,  considers  osteopathy 
of  sufficient  merit  to  place  its  teaching  on 
its  curriculum.  We  should  not  hesitate  to  let 
the  public  know  these  facts. 

Flight  from  responsibility 

Third,  Social  Security.  I simply  cannot 
comprehend  the  frame  of  mind  of  a person 
who  will  voluntarily  and  with  his  eyes  open 
go  for  governmental  social  security.  There 
is  such  overwhelming  evidence  on  every  hand 
that  the  government  bureaucrats  cannot  run 
anything,  I mean  anything  without  a terrific 
loss  of  efficiency,  scandalously  excessive 
cost,  and  an  awesome  volume  of  regulations 
and  reports.  For  myself,  I want  to  enjoy  the 
wholesome  satisfaction  of  providing  for  my 
own  old  age  through  a free  choice  of  my 
efforts,  savings,  and  investments;  but  my 
opposition  to  the  whole  philosophy  of  govern- 
mental wet-nursing  goes  far  deeper.  I fear 
socialism  like  drug  addiction.  Such  a pro- 
gram threatens  the  financial  stability  and 
the  very  life  of  our  country.  It  is  wrecking 
the  good  old  staunch  and  independent  moral 
fiber  of  our  people.  I have  voluntarily  spent 
near  six  years  in  the  armed  services  in  two 


world  wars  plus  20  years  in  the  Reserve 
Corps  for  purely  a deep,  and  I hope  not  ob- 
solete, sense  of  patriotism.  To  now  join  the 
clamoring  forces  which  are  selfishly  disre- 
garding the  security  of  our  country,  even 
unwittingly  trying  to  destroy  it,  would  be 
inconsistent  and — in  my  opinion — the  very 
opposite  of  patriotism.  We  doctors  have  been 
intelligent  enough  to  see  the  light,  or  more 
correctly  the  dark,  toward  which  the  massive 
forces  of  socialism  are  leading  us.  We  have 
waged  a truly  noble  fight  to  stave  off  social- 
ized medicine.  We  are  now  the  last  surviving 
group  against  the  moral  decay  of  social  se- 
curity. Perhaps  we  will  lose  the  battle;  yet, 
may  I remind  you,  many  a war  has  been 
won  by  losing  all  of  the  battles  but  the  last 
one.  I say  that  we  cannot,  in  good  conscience, 
surrender.  It  is  my  prayer  that  we  will  con- 
tinue to  stand  firmly  as  a ray  of  guiding 
light  for  the  many  who  have  been  deluded 
by  the  misconception  that  the  government 
is  a womb  of  infinite  capacity  in  the  haven 
of  which  all  may  escape  their  worldly  re- 
sponsibilities. I wish  to  stand  up  with  Mai 
Rumph,  President  of  the  Association  of 
American  Physicians  and  Surgeons,  the  val- 
iantly fighting  organization  to  which  every 
one  of  you  should  belong,  and  shout  forth 
his  powerful  message:  “Our  greatest  psychic 
disturbance  is  the  flight  from  responsibility. 
This  aberration  of  the  intellect  has  spread 
like  an  infectious  plague  over  our  entire  land, 
attacking  people  in  every  phase  of  society. 
Tranquilizers  are  the  symbol  of  the  era.”  I 
say  that  we  doctors  are  ethically  bound  to 
resist  this  disease,  rather  than  to  spread  it. 

W ash  our  own  dirty  linen 

In  closing,  I wish  to  comment  upon  that 
ever-present  and  inescapable  thorn.  Public 
Relations!  I get  the  impression  that  there 
has  been  a continuing  deterioration  in  the 
grand  old  revered,  father-confessor,  kingpin- 
in-the-community  status  of  doctors.  This  is  in 
spite  of  organized  and  carefully  studied  ef- 
forts to  improve  our  standing.  There  are 
some  understandable  reasons  for  it.  Many 
doctors  persist  in  feeling  that  they  have  to 
have  the  swankiest  car  and  home  in  the 
neighborhood.  Such  is  not  noted  for  winning 
friends  amongst  the  less  favored  public.  Doc- 
tors are  seemingly  an  arrogant  bunch  of 
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dictators  who  order  people  around.  The  mer- 
chant has  a saving  device  to  avoid  customer 
clashes  by  his  motto:  “The  customer  is  al- 
ways right”;  but  this  is  denied  the  doctor, 
who  must  regularly  tell  the  customer-patient 
that  he  is  wrong.  We  must  study  the  worthy 
example  of  our  pharmaceutical  colleagues  for 
ways  to  make  our  restrictive  and  bitter  ad- 
ministrations more  palatable.  The  human  is 
a sensitive  being. 

There  are  too  many  instances  of  unfriend- 
liness between  doctors,  which  help  no  one, 
and  do  us  all  harm.  Some  doctors,  with  reck- 
less disregard  of  the  boomerang  effect,  either 
subtly  or  bare-faced,  drag  down  and  lower 
the  faith  of  the  public  in  fellow  doctors.  I 
honestly  believe  that  the  boisterous  Dr.  Paul 
R.  Hawley  should  be  painlessly  eased  out, 
and  that  the  American  College  of  Surgeons 
is  guilty  in  not  silencing  him.  True,  the 
medical  profession  has  some  dirty  linen 
which  requires  cleaning,  and  we  must  face 
the  responsibility  within  our  own  closed 
doors;  but  it  seems  obvious  to  me  that  public 
airing,  and  the  consequent  destruction  of  pub- 
lic confidence  in  the  medical  profession  is 
not  the  solution.  It  has  been  repeatedly  shown 
that  the  bad  actors  constitute  a very  minute 
minority. 

Doctors  are  outraged  when  patients  have 
the  temerity  to  change  to  another  doctor. 
It  is  aggravating  to  have  them  be  so  indis- 
criminating,  but  we  all  have  to  face  it!  We 
are  obliged  to  stand  up  for  their  right  to  do 
so,  and  we  were  probably  too  busy  to  give 
them  full  attention  anyway;  so  let’s  smolder 
over  it  in  private  and  not  antagonize  every- 
body by  making  a public  spectacle  of  our 


feelings.  A disloyal  patient  is  not  worth  la- 
menting. 

In  these  days  of  critical  appraisal  of  higher 
medical  costs  by  the  public,  many  doctors 
are  not  putting  out  a dollar’s  worth  of  service 
for  a dollar.  How  often  one  hears  the  com- 
ment from  a surprised  patient:  “In  all  of 
the  times  I have  been  to  a doctor,  I have 
never  had  a thorough  examination  like  this.” 
The  inference  is  not  complimentary.  Or,  cer- 
tain doctors  “never  tell  me  a thing.”  For  what 
they  are  being  charged,  people  are  entitled 
to  be  told;  and  we  doctors  have  to  take  the 
time  to  tell  them,  willingly,  in  their  language. 
The  terrific  boom  in  lay  medical  writing  re- 
veals that  they  think  they  are  entitled  to 
medical  information;  and  it  is  wiser  for  us 
to  be  their  instructors  rather  than  lay  medical 
writers. 

Do  doctors  really  have  to  be  so  outra- 
geously individualistic,  I wonder?  You  take 
any  ten  doctors  on  almost  any  subject,  and 
you  get  ten  different  ideas,  each  doctor  con- 
tentiously  defending  his  stand  as  being  the 
only  right  one.  Sparks  fly.  We  behave  more 
like  a bunch  of  brothers  than  like  a brother- 
hood. Since  such  a show  of  disparity  is,  on 
the  very  face  of  it,  not  supportable  by  the 
facts  or  sound  reasoning,  is  it  any  wonder 
that  the  lay  public  is  sometimes  skeptical  of 
our  profession?  I believe  that  we  could  all 
learn  to  practice  a more  charitable  under- 
standing and  earnest  consideration  of  oppos- 
ing viewpoints. 

Why  do  I bother  to  rehash  all  of  these 
well  known  points  to  a group  of  doctors?  I’ll 
tell  you  why.  It  is  because  I continue  to  find 
evidences  that  doctors  forget  them!  • 


New  officers  named  by 
World  Medical  Association 

At  the  Twelfth  Annual  Meeting  of  the  Board 
of  Directors  of  the  World  Medical  Association, 
United  States  Committee,  Inc.,  the  following  offi- 
cers were  re-elected  for  1959-1960:  Chairman,  Dr. 
Austin  Smith,  President,  Pharmaceutical  Manu- 
facturers Association;  Vice  Chairman,  Mr.  H.  J. 
Loynd,  President,  Parke  Davis  & Company;  Secre- 
tary-Treasurer, Dr.  Louis  H.  Bauer,  Secretary 
General,  The  World  Medical  Association.  Mr.  H.  S. 


McNeil,  President,  McNeil  Laboratories,  Inc.,  was 
unanimously  elected  to  serve  as  Director  for  the 
term  of  1959-1962. 

The  Board  of  Directors  also  established  an 
Honorary  Board  Membership  classification  and 
Mr.  Robert  Lincoln  McNeil,  Chairman  of  the  Board 
of  McNeil  Laboratories,  Inc.,  and  a member  of  the 
Board  of  Directors  of  The  World  Medical  Asso- 
ciation, United  States  Committee,  Inc.,  since  its 
organization  in  1948,  was  unanimously  elected  the 
first  Honorary  Board  Member  in  recognition  of 
his  distinguished  service. 
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Reticulum  cell  sarcoma 
presenting  in  the  testis 


Two  rare  cases 

Brodie  C.  Nalle,  Jr.,  M.D.,  Colorado  Springs,  Colorado 


The  two  reported  cases  were  consecutive  at 
a single  hospital  and  seen  by  one  physician. 
The  mathematical  chances  of  such  happen- 
ings defies  the  imagination,  as  evidenced  by 
review  of  the  literature.  Nongerminal  tumors 
of  the  testis  occur  around  the  3 per  cent  level 
in  most  classifications,  which  differentiate 
the  above  from  the  four  main  germinal  tu- 
mors: (a)  seminoma;  (b)  embryonal  carci- 
noma; (c)  teratocarcinoma,  and  (d)  chorio- 
carcinoma. Of  all  testicular  tumors,  reticulum 
cell  sarcoma  occurs  at  the  0.1  to  0.3  per  cent 
level. 

A review  of  the  literature  reveals  that 
malignant  lymphoma  with  early  manifesta- 
tions in  the  testis  is  unusual  and  that  primary 
lymphoma  of  the  testis  is  very  rare.  Melicow^ 
in  1955  reviewed  multiple  cases  of  testicular 
tumors  at  the  Presbyterian  Hospital  of 
Columbia  University  over  a period  of  25 
years.  He  found  105  cases  of  apparently  pri- 
mary malignant  tumor  in  the  testis,  and  13 
cases  of  metastatic  tumor  in  adults.  In  chil- 
dren there  were  three  primary  malignancies 
and  four  metastatic.  Out  of  the  13  metastatic 
tumors  in  adults,  four  were  reticulum  cell 
sarcoma  and  four  were  lymphosarcoma.  In 
children,  of  the  four  metastatic  tumors,  two 
were  in  the  lymphoma  group.  This  shows  the 
infrequency  of  metastatic  tumors  of  the  testis 
and,  in  most  cases,  clinically  the  tumor  is 
(or  was)  suspected  as  being  seminoma.  The 
age  range  in  the  adult  cases  was  39  to  67 
years  with  the  majority  over  50  years. 

Between  1877  and  1955  Varray-  found  only 
30  cases  of  lymphoma  of  the  testis  reported 


in  the  literature  of  America  and  Great  Brit- 
ain. In  1942  Dockerty®  found  only  four 
lymphomas  among  400  testicular  tumors  at 
the  Mayo  Clinic.  These  were  all  described  as 
small  round  cell  type.  Of  all  the  metastatic 
tumors  which  occur  in  the  testis,  lympho- 
sarcoma is  the  most  common.  Watson*,  et  ah, 
in  1949,  in  reviewing  a series  of  1,073  lympho- 
mas, found  456  lymphosarcomas  of  which  75 
invaded  the  genito-urinary  tract  and  two  of 
these  were  present  in  the  testis.  Watson  added 
five  cases  to  this  number.  Of  tumors  which 
occur  bilaterally  in  the  testes,  lymphosar- 
coma is  the  most  frequent. 

In  1955  Hotchkiss®  collected  21  cases  of 
concomitant  bilateral  malignant  testicular 
tumors  from  the  literature  since  1805.  His 
own  case  was  diagnosed  reticulum  cell  sar- 
coma of  both  undescended  testes.  In  1955 
Cohen,  et  ah®,  presented  four  cases  of  re- 
ticulum cell  sarcoma  with  primary  manifesta- 
tion in  the  testis.  Of  2,860  cases  of  testicular 
tumor,  in  the  literature  in  the  past  10  years, 
only  six  were  reticulum  cell  sarcoma. 

Thus,  in  summary  of  the  literature,  one 
can  state  that  of  metastatic  tumors  which 
occur  in  the  testes,  lymphosarcoma  is  the 
most  frequent.  The  purpose  of  this  paper  is 
to  add  two  more  cases  to  the  literature — one 
of  multicentric  origin,  the  other  of  apparent 
localized  origin,  and  both  occurring  primarily 
in  the  testes. 

CLINICAL  SUMMARIES 

Case  1.  This  69-year-old  man  was  first  admitted 
on  June  26,  1956,  with  the  complaints  of  right 
flank  pain  and  painful  testis  of  two  weeks’  dura- 
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tion.  Past  history  revealed  that  in  1916  he  suffered 
a fall,  after  which  he  had  urethral  bleeding  for 
several  days.  Twice  in  the  past  10  years  he  had 
ureteral  colic  and  passed  stones.  The  pain  was 
located  on  the  right.  Nocturia  two  to  five  times. 
Physical  examination  showed  congenital  phimosis 
and  ureteral  stricture.  There  was  right  flank  ten- 
derness and  a palpable  mass  in  the  right  upper 
quadrant.  The  right  testis  was  enlarged,  soft  and 
tender;  the  left,  atrophied.  Excretory  urogram 
showed  ptosis  of  the  right  kidney  with  malrotation 
of  the  right  and  left  calyceal  components.  There 
was  dilation  of  the  right  renal  pelvis  and  right 
calcyceal  components.  The  right  ureter  was  nar- 
rowed in  its  proximal  one-third.  Left  pyelograms 
were  within  normal  limits.  There  was  anterior 
displacement  of  the  left  ureter.  Urologic  examina- 
tion was  done  on  June  26,  1956,  at  which  time 
cystoscopy  and  retrograde  pyelograms  were  done. 

Diagnosis;  1.  Ureteral  stricture,  traumatic;  2. 
benign  prostatic  hypertrophy;  3.  right  renal  tumor; 
4.  horseshoe  kidney. 

The  right  testis  was  removed  and  recovery 
was  uneventful.  The  local  pathologist  believed 
that  the  tumor  was  a reticulum  cell  sarcoma,  as 
did  Dr.  Nathan  Freedman  of  Los  Angeles.  Drs. 
Lawrence  Ackerman  of  St.  Louis  and  Arnold  Rich 
of  Baltimore  thought  that  the  tumor  might  be  a 
granulomatous  orchitis.  The  patient  refused  any 
other  therapy. 

On  September  16,  1956,  the  patient  was  re- 
admitted complaining  of  right  upper  quadrant  pain 
of  three  months’  duration.  X-ray  showed  a stone 
in  the  gallbladder.  Elective  cholecystectomy  was 
planned.  Other  findings  were  chronic  cough  and 
emphysema,  dyspnea,  weight  loss  and  fatty  food 
intolerance.  Laparotomy  was  done  on  September 
18.  A large  retroperitoneal  mass  was  found  in  the 
area  of  the  right  kidney.  This  was  nodular  in 
nature  and  there  were  also  nodules  palpated  along 
the  right  iliac  vessels.  Biopsy  of  the  retroperi- 
toneal mass  was  taken  and  the  abdomen  was 
closed.  Soon  after  midnight,  the  day  of  operation, 
the  patient  took  a sudden  turn  for  the  worse  and 
expired  at  1:05  a.m.  Autopsy  was  done. 

Anatomical  Diagnoses;  1.  Surgical  absence  of 
the  right  testis;  2.  horseshoe  kidney  with  doub^'e 
ureter,  left;  single  on  right;  3.  reticulum  cell 
sarcoma,  left  testis,  periaortic  nodes,  right  kidney, 
both  adrenals,  lungs,  pancreas,  mediastinal  and 
mesenteric  nodes.  The  urinary  bladder  was  also 
involved  around  the  ureteral  orifices  by  the 
lymphoma;  4.  Advanced  arteriosclerosis  with  aneu- 
rysm of  the  common  iliacs;  and  5.  moderate  em- 
physema. 

N.B. — Microscopic  slides  from  the  remaining 


Fig.  1.  (a)  Ptotic  right  kidney  with  caliectasis  of 
lower  segment;  malrotation,  left,  with  axis  devia- 
tion (X.U.).  (b)  and  (c)  Lateral  and  AP  showing 
anterior  displacement  of  right  ureter  (retro). 
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testis,  retroperitoneal  mass,  and  autopsy  were 
examined  by  Dr.  Rich,  who  agreed  now  that  this 
was  a reticulum  cell  sarcoma. 

Case  2.  A 63-year-old  mechanic  who  noticed 
an  enlarging  right  scrotal  mass  of  two  months’ 
duration  starting  from  a small  nodule  about  the 
size  of  an  acorn,  increasing  in  two  months  to  a 


nodular  hard  mass  measuring  7 x 6 x 4.5  cm.  No 
redness,  heat  with  chills  or  fever  were  noted. 
Denied  VD  or  familial  disease.  Nocturia,  two  to 
three  times.  Past  history  revealed  a right  scrotal 
injury  with  hemorrhage  at  age  15.  At  age  48  injury 
to  the  left  kidney,  also  with  bleeding  upon  urina- 
tion. Physical  findings  limited  to  the  scrotum. 


Fig.  2.  (a)  Case  1 — low  power  photomicrograph, 
(b)  Case  1 — high  power  photomicrograph. 


Fig.  3.  (a)  Case  2 — low  power  photomicrograph, 
(b)  Case  2 — high  power  photomicrograph. 
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The  right  side  showed  an  irregular  hard  mass 
measuring  7 x 6 x 4.5  cm.  Right  radical  orchiec- 
tomy was  done  on  November  26,  1956. 

Diagnosis:  Reticulum  cell  sarcoma  of  the  testis. 
X-ray  survey  revealed  no  metastases.  At  the  pres- 
ent time  patient  eating  well,  has  gained  10  pounds 
over  his  usual  weight  of  160.  X-rays  of  the  chest 
have  been  taken  every  three  months  since  the 
operation  to  August,  1958,  and  no  metastatic 
lesions  have  been  seen.  Patient  has  received 
courses  of  deep  radiation  therapy  to  the  retro- 
peritoneal tissues.  Recently  the  patient  underwent 
transurethral  surgery  for  prostatic  obstruction.  At 
this  time  no  metastatic  lesions  were  noted. 

Discussion 

The  two  reported  cases  may  suggest  that 
the  testicular  lymphomas  were  either  of  mul- 
ticentric origin  (Case  1) , or  localized  involve- 
ment (Case  2) , even  though  both  cases  ex- 
emplify enlargement  of  the  testis  as  the 
initial  sign  of  disease.  The  above  question  is 
a moot  one.  Some  claim  that  most  lymphoid 
tumors  are  generalized  from  their  onset. 
Others  believe  that  all  lymphomas  arise  in 
one  location  and  metastasize  as  do  other 
tumors.  It  may  not  be  proper,  therefore,  to 


consider  a reticulum  cell  sarcoma  as  primary 
in  the  testicle  until  a five-year  cure  has  been 
effected  although  still  others  would  claim 
that  disease  appearing  elsewhere  was  metas- 
tatic from  the  original  tumor. 

Willis^  has  done  much  to  simplify  the  cha- 
otic classification  of  tumors  of  lymphoid 
tissue — his  premise  being  that  all  tumors  of 
lymphoid  tissue  are  related  variants  of  one 
disease  rather  than  the  predominant  cell  type 
in  the  multistages  of  development.  Reticulum 
cells  from  primitive  mesoderm  are  present 
in  essentially  all  organs  and  tissues,  particu- 
larly in  lymph  glands,  spleen,  bone  marrow, 
liver,  skin,  kidney,  lung,  ovaries,  and  testes. 
The  predominant  cell  type  of  the  tumors  in 
both  reported  cases  was  of  this  nature. 

Summary 

Two  cases  of  enlargement  of  the  testicle 
as  the  presenting  complaint  have  proved  to 
be  reticulum  cell  sarcoma  of  the  testis.  One 
was  a manifestation  of  a generalized  disease; 
the  other  was  apparently  a solitary  testicular 

tumor.  * references  on  page  62 


Chlorothiazide  (Diuril)  in  practice* 

M.  A.  Gold,  M.D.,  Butte,  Montana 


Not  a panacea  for  all  cases  of  edema, 
this  drug  did  show  excellent  results 
in  a study  of  130  patients. 

Chlorothiazide  (6-chloro-7-sulfamyl-l,  2,  4- 
benzothiadiazine-1,  1-dioxide)  has  been  re- 
ported to  be  a non-mercurial  diuretic  agent 
of  low  toxicity  that  is  well  absorbed  by  the 
oral  route,  effective  in  a daily  dose  of  500- 
2,000  mgm.  and  having  no  loss  of  diuretic 
effectiveness  with  repeated  daily  doses.  It 
has  also  been  reported  as  potentiating  the 
antihypertensive  effects  of  other  antihyper- 

*Presented at  the  Regional  Meeting  of  the  American  College 
of  Physicians,  Casper,  Wyoming,  October  11,  1958. 


tensive  drugs,  and  of  being  of  value  in  the 
treatment  of  premenstrual  tension,  toxemia 
of  pregnancy,  and  possibly  in  the  edema 
associated  with  steroid  therapy. 

Chlorothiazide  is  a sulfamyl  compound 
but  appears  to  have  a different  mode  of 
action  than  other  known  diuretic  agents.  It 
is  not  potentiated  by  ammonium  chloride,  it 
is  effective  after  the  development  of  hypo- 
chloremic alkalosis,  and  its  effects  have  been 
additive  to  those  of  mercurials  or  carbonic 
anhydrase  inhibitors.  It  increases  the  renal 
excretion  of  chloride,  sodium  and,  to  a lesser 
extent,  potassium,  presumably  by  partial 
blockage  of  renal  tubular  reabsorption.  It 
produces  its  effect  in  two  hours  after  oral 
administration  and  the  effects  last  for  ap- 


for  August,  1959 


41 


proximately  12  hours.  In  view  of  these  re- 
ports of  its  effectiveness,  the  following  in- 
vestigation was  begun  in  December,  1957. 

Methods  and  material 

Patients  were  those  seen  in  the  usual 
practice  limited  to  internal  medicine.  At  the 
beginning  of  this  study  all  patients  were  hos- 
pitalized and  adequate  laboratory  and  clinical 
studies  obtained  before,  during,  and  after  the 
administration  of  chlorothiazide.  In  all  hyper- 
tensive edematous  patients  this  included 
chest  x-rays,  daily  weights,  intake  and  out- 
put, electrocardiograms,  eye  ground  examina- 
tion, serum  electrolyte  studies  including  so- 
dium, potassium,  chlorides  and  others  if 
needed,  blood  counts,  urinalysis,  blood  urea 
nitrogen  and,  in  certain  indicated  cases,  ex- 
cretory urographic  examinations.  Other  in- 
dicated laboratory  procedures  were  done. 
These  patients  were  all  given  a diet  contain- 
ing less  than  400  mgm.  sodium  and  unlimited 
fluids.  Hypertensive  patients  were  observed 
until  blood  pressures  remained  stabilized  and 
then  given  chlorothiazide  in  doses  ranging 
from  250  mgm.  to  2,000  mgm.  daily.  Single 
doses  were  given  at  7 a.m.  and  divided  doses 
at  7 a.m.  and  2 p.m.  If  no  effect  on  the  blood 
pressure  was  noted  after  a minimum  period 
of  four  days,  other  antihypertensive  drugs 
such  as  rauwolfia,  veratrum,  or  one  of  the 
ganglionic  blocking  agents  (pentolinium) 
were  added  in  that  order.  Hydralazine  was 
used  in  only  three  patients,  none  of  whom 
showed  any  noticeable  effect  to  any  drug  or 
combination  of  drugs. 

Patients  with  cardiac  edema  were  digi- 
talized with  Cedilanid  D within  24  hours  if 
not  previously  on  digitalis.  If  edema  was  still 
present,  if  the  patient  did  not  show  a loss 
in  weight,  and  urinary  output  was  not  greater 
than  fluid  intake  after  an  additional  48  hours, 
a mercurial  diuretic  was  given.  After  an  addi- 
tional 48  hours,  chlorothiazide  was  given 
orally  in  doses  ranging  from  250  mgm.  to 
2,000  mgm.  once  or  twice  daily.  Patients  with 
edema  due  to  nephritis  or  cirrhosis  were 
given  a minimum  period  of  four  days  of  ob- 
servation and  water  balance  before  chloro- 
thiazide was  begun. 

After  familiarity  with  the  effects  of  the 
drug  was  obtained,  some  of  the  patients  in 
the  hypertensive  group,  a few  of  the  patients 


with  mild  cardiac  edema,  and  all  of  the 
patients  with  other  conditions  were  treated 
on  an  outpatient  basis  but  standards  of  di- 
agnosis, necessary  laboratory  and  clinical 
studies  were  not  relaxed.  The  use  of  mer- 
curial diuretics  was  omitted  in  the  last  15 
cases  of  edema  and  chlorothiazide  was  used 
instead.  Patients  have  been  on  chlorothiazide 
from  one  to  ten  months.  Ages  ranged  from 
16  to  88  years. 

Because  of  the  possibility  of  producing  a 
hypokalemia  with  long  continued  administra- 
tion of  chlorothiazide,  all  patients  on  long- 
term therapy  are  given  supplemental  potas- 
sium. Hypertensives  are  now  given  regular, 
normal  sodium  diet  with  supplemental  potas- 
sium unless  weight  loss  is  desired,  in  which 
case  a restricted  calorie  diet  is  given. 

The  indication  for  chlorothiazide  over- 
lapped in  some  patients;  for  example,  some 
hypertensives  had  cardiac  decompensation 
and  the  basic  reason  for  use  of  chlorothiazide 
was  the  edema.  However,  the  main  indication 
for  the  use  of  chlorothiazide  determined  the 
classification  of  the  case  and  no  case  is  listed 
in  more  than  one  category  (Table  1). 

The  hypertensive  cases  were  arbitrarily 
classified  into  mild,  moderate,  and  severe. 
Mild  cases  were  those  whose  systolic  pressure 
was  not  above  180  mm.  of  mercury  and  di- 
astolic not  over  100,  the  limits  for  moderate 
pressure  were  200  systolic  and  110  diastolic 
and  those  for  severe  pressure  were  over  220 
systolic  and  120  diastolic.  If  only  the  systolic 
or  diastolic  pressure  were  over  the  limit  set, 

i|;.  TABLE  1 ; 

Classification  of  patients  | 

Indication  Number  of  Patients 

Hypertension  61 

Edema 

Cardiac 32 

Nephritic  12 

Cirrhotic  6 

Steroid  2 

Obesity  3 

Premenstrual  tension  10 

Glaucoma  2 

Hypothyroid  2 

Total  130 
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TABLE  2 

Results  in  hypertension 

Average  decrease  in  blood  pressure  from 
pretreatment  level 


Chlorothiazide 

Chlorothiazide  plus  other 

! alone 

antihypertensive  drug 

Severe 30/18  (14.5%) 

46/22  (19  %) 

Moderate  . 26/12  (12  %) 

34/18(16.5%) 

Mild  18/6  ( 8 %) 

22/12  (12  %) 

Average  ..-.25/12  (11.5%) 

34/17  (15.5%) 

lit 

* . . • 

the  case  was  considered  as  belonging  to  the 
lower  group;  if  both  were  over  the  limit  it 
was  placed  in  the  higher  group. 

Hypertensives  and  cardiacs 

Results  in  hypertension:  Table  2 indicates 
the  results  in  hypertension.  An  average  drop 
of  11.5  per  cent  in  blood  pressure  occurred 
in  hypertensive  cases  with  the  use  of  chloro- 
thiazide alone  and  an  average  drop  of  15.5 
per  cent  in  blood  pressure  when  chlorothia- 
zide was  used  in  conjunction  with  other  anti- 
hypertensive agents. 

An  average  drop  of  blood  pressure  of  11 
per  cent  on  antihypertensive  drugs  other 
than  chlorothiazide  has  been  reported,  so 
that  chlorothiazide  alone  is  comparable  to 
the  average  antihypertensive  drug  or  com- 
binations of  drugs  and,  in  this  study,  addi- 
tionally valuable  with  other  drugs.  Table  3 
shows  the  cases  considered  not  responsive  to 
chlorothiazide,  i.e.,  less  than  10  per  cent  drop 
in  blood  pressure  from  the  pretreatment  level. 

Results  in  edema  of  cardiac  origin:  Thirty- 
two  cases  of  cardiac  decompensation  were 
given  chlorothiazide  in  addition  to  usual 
therapeutic  measures  with  the  exception  of 
one  case  which  will  be  discussed  later.  Results 
were  considered  adequate  if  urinary  output 
equalled  or  exceeded  that  produced  by  the 
mercurial  diuretic  or  if  no  mercurial  diuretic 
had  been  given,  increased  urinary  output  and 
weight  loss  occurred  as  compared  to  the  pre- 
vious 48  hours. 

Results  were  considered  adequate  in  29 
cases  of  cardiac  edema.  Of  the  four  failures, 
three  patients  were  in  terminal  stages  of 
congestive  heart  failure  with  edema  and  re- 


TABLE  3 

Cases  not  responsive 

Chlorathiazide  Chlorothiazide  plus  other 
alone  antihypertensive  drug 

Hypertensive  Not  Hypertensive  Not 


Cases  Responsive  Cases  Responsive 

Severe  6 2 14  2 

Moderate  15  5 23  1 

Mild  5 2 7 0 

Total  ,...26  9 44  3 


sistant  to  all  previously  tried  agents  includ- 
ing courses  of  ACTH.  These  three  patients 
all  had  serum  sodium  values  of  under  120 
mEq.  which  was  unable  to  be  elevated  by 
any  means.  One  patient  responded  only  to 
combined  therapy  with  chlorothiazide  in 
doses  of  2,000  mgm.  daily  and  simultaneous 
injection  of  2 ml.  of  meralluride  intramuscu- 
larly, although  previously  resistant  to  use  of 
meralluride  alone. 

One  case,  a 34-year-old  male  miner,  had 
had  a mild  upper  respiratory  infection  which 
responded  to  antibiotics.  Within  48  hours 
after  his  temperature  was  normal,  he  devel- 
oped tachycardia,  dyspnea,  rales  in  both 
bases,  an  enlarged  liver  and  edema  of  both 
legs.  He  was  given  500  mgm.  of  chlorothiazide 
and  within  two  hours  was  urinating  almost 
continuously.  His  heart  rate  dropped  from 
120  to  88. 

Because  of  this  marked  response,  he  was 
not  digitalized  but  another  dose  of  chloro- 
thiazide was  given  six  hours  later.  His  uri- 
nary output  for  the  first  24  hours  was  8,700 
ml.  and  4,200  ml.  the  second  day  and  his 
weight  went  from  166  pounds  to  151  pounds 
in  24  hours  and  to  148  pounds,  his  usual 
weight,  the  following  day  without  any  fur- 
ther medication.  Heart  rate  remained  under 
80,  the  dyspnea  disappeared,  the  liver  became 
normal  in  size  and  all  evidence  of  edema 
cleared.  He  has  had  no  recurrence  of  signs 
of  decompensation,  and  no  evidence  of  heart 
or  any  other  disease  for  the  past  three  months 
and  is  working  full  time  as  a miner.  In  spite 
of  the  results  in  this  case  I am  still  treating 
cardiac  decompensation  with  digitalis  first 
and  giving  chlorothiazide  next. 

continued  on  next  page 
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Other  conditions 

Results  in  nephritic  edema:  Twelve  cases 
of  glomerulonephritis  were  treated  with  chlo- 
rothiazide. Eight  cases,  of  which  two  were 
acute  glomerulonephritis  with  edema,  five 
were  chronic  glomerulonephritis  and  one  was 
a diabetic  with  Kimmelstiel-Wilson  Syn- 
drome, responded  with  increased  urinary 
output  and  weight  loss  and  have  been  main- 
tained on  chlorothiazide  for  periods  up  to 
nine  months.  Four  cases  showed  no  response 
to  chlorothiazide  or  any  diuretic  agent. 

Results  in  cirrhotic  edema:  Six  cases  of 
edema  due  to  cirrhosis  were  treated  with 
chlorothiazide.  One  of  two  patients  with  mod- 
erate edema  responded  temporarily  and  the 
other  has  required  no  further  chlorothiazide. 
One  patient,  who  has  had  over  100  paracen- 
teses and  has  had  over  1,000,000  ml.  of  fluid 
removed,  showed  no  effect.  She  has  been 
resistant  to  all  diuretics.  Three  patients  de- 
veloped drowsiness,  tremors,  mental  confu- 
sion and  coma,  terminating  in  death  in  two 
cases.  These  cases  are  considered  failures  in 
therapy,  even  though  they  were  far  advanced 
cases  of  cirrhosis. 

Results  in  steroid  edema:  Two  cases  of 
edema  due  to  steroid  therapy  were  treated 
with  chlorothiazide.  In  both  cases,  continua- 
tion of  therapy  with  steroids  was  necessary 
because  of  disseminated  lupus  erythematosus 
in  one  case  and  a marked  exfoliative  derma- 
titis in  the  other.  Both  cases  have  shown  im- 
mediate relapse  when  steroids  are  discon- 
tinued and  are  being  maintained  on  triam- 
cinolone in  small  doses.  The  case  of  dissemi- 
nated lupus  showed  an  immediate  response 
to  chlorothiazide  in  doses  of  500  mgm.  once 
daily,  losing  eight  pounds  the  first  week,  and 
now  shows  no  edema.  She  is  maintained  on 
one  500  mgm.  tablet  of  chlorothiazide  once 
or  twice  weekly. 

The  exfoliative  dermatitis  showed  no  re- 
sponse even  in  doses  up  to  2,000  mgm.  daily 
for  one  week.  The  edema  may  be  partly  due 
to  the  skin  manifestation,  since  many  of 
these  cases  do  have  dependent  edema. 

Results  in  obesity:  Three  cases  of  obesity 
with  no  other  demonstrable  cause  of  edema 
of  the  lower  extremities  were  treated  with 
chlorothiazide  in  addition  to  dietary  restric- 
tion. Two  of  the  cases  have  shown  a con- 


tinued weight  loss  and  disappearance  of  the 
edema  on  doses  of  500  mgm.  of  chlorothiazide 
three  times  weekly.  The  other  case  showed 
no  effect  on  the  edema  although  she  has  lost 
32  pounds  in  weight  in  six  months.  She  has 
been  given  chlorothiazide  on  four  separate 
occasions  for  seven  days  at  a time,  in  doses 
up  to  2,000  mgm.  daily,  without  any  demon- 
strable change  in  measurements  or  in  the 
edema  of  the  legs. 

Results  in  other  uses:  Premenstrual  ten- 
sion— admittedly  the  results  in  this  condition 
are  difficult  to  evaluate  but  eight  of  ten 
patients  to  whom  chlorothiazide  was  given 
without  any  other  medication,  to  use  during 
the  week  prior  to  the  expected  menses,  have 
continued  their  therapy  and  their  statements 
range  from  “it  helps”  to  “it’s  marvellous.” 
Dosage  used  was  500  mgm.  once  daily  for 
five  days  prior  to  the  expected  menses.  The 
two  failures  stated  they  received  no  relief 
even  though  dosage  was  increased  to  toler- 
ance and  they  developed  headaches  and  dizzi- 
ness. 

Glaucoma — two  patients  were  given  chlo- 
rothiazide, 500  mgm.  four  times  daily,  for 
acute  glaucoma,  in  addition  to  other  therapy 
and  under  the  supervision  of  an  ophthalmolo- 
gist. There  was  no  demonstrable  relief  or 
any  effect  upon  the  course  of  the  disease. 

Hypothyroidism — two  cases  of  hypothy- 
roidism were  given  chlorothiazide  in  addition 
to  thyroid,  Both  cases  had  pitting  edema  of 
the  lower  extremities.  One  case  with  BMR 
of  —26  per  cent  and  PBI  of  2.3  meg.  per  cent 
had  been  unable  to  lose  leg  edema  even  on 
restricted  diet,  adequate  thyroid  and  general 
weight  loss.  Chlorothiazide  in  doses  of  500 
mgm.  daily  for  ten  days  caused  a reduction 
of  4 cm.  in  size  of  both  legs  at  the  ankle  and 
an  additional  weight  loss  of  four  pounds. 
Further  doses  of  chlorothiazide  have  pro- 
duced no  effect. 

The  second  case  with  BMR  of  —21  per 
cent  and  PBI  of  2.5  meg.  per  cent  also  had 
persistant  pitting  edema  of  both  lower  legs. 
She  still  has  it  even  though  doses  of  2,000 
mgm.  daily  were  given  for  two  weeks. 

Toxic  effects 

Minor  toxic  effects  such  as  headache, 
weakness,  nausea,  vomiting,  leg  cramps  and 
diarrhea  occurred  in  a total  of  12  patients. 
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None  of  the  minor  toxic  effects  necessitated 
discontinuing  chlorothiazide.  Tremors,  deliri- 
um and  coma  occurred  in  three  patients  who 
were  far  advanced  cirrhotics  with  death  in 
two  patients.  The  drug  may  or  may  not  have 
hastened  death. 

Summary 

Chlorothiazide  is  an  effective,  non-mer- 
curial, oral  diuretic.  In  hypertensives  it  has 
produced  an  average  drop  in  blood  pressure 
of  11.5  per  cent  when  used  alone  and  an  aver- 
age drop  in  blood  pressure  of  15.5  per  cent 
when  used  in  conjunction  with  other  anti- 
hypertensive drugs. 

In  edema  of  cardiac  origin,  it  has  produced 


more  than  an  adequate  diuretic  effect  in  29 
of  32  cases,  it  has  been  of  value  in  edema  due 
to  nephritis  and  of  less  value  in  edema  due 
to  cirrhosis.  It  has  also  been  used  in  edema 
due  to  steroids,  obesity  and  hypothyroidism 
but  the  number  of  cases  has  been  small  and 
no  conclusions  have  been  made.  Chlorothia- 
zide has  been  used  in  premenstrual  tension 
with  good  results,  and  it  has  been  used  with- 
out any  effect  in  two  cases  of  glaucoma.  From 
this  study,  we  conclude  that  chlorothiazide* 
is  a valuable  addition  to  the  armamentarium 
of  the  physician.  • 

‘The  chlorothiazide  (Diuril)  used  in  this  study  was  furnished 
through  the  courtesy  of  John  R.  Beem,  M.D.,  of  the  Merck, 
Sharp  and  Dohme  Research  Laboratories.  References  are  not 
included  because  of  space  limitations. 


E.  Salzman,  M.D.,  R.  P.  Spurck,  M.D.,  L.  C.  Kier,  Ph.D.,  and  D.  H.  Watkins,  M.D.,  Denver 


When  gallstones  are  not  naturally 
radio-opaque,  they  may  sometimes 
be  made  so  by  four  days  of 
Telepaque,  one  gram  tid. 


Gallstones  may  be  demonstrated  radio- 
graphically as  filling  defects  in  contrast  filled 
biliary  structures  by  the  density  of  their 
calcium  content  and,  rarely,  by  the  presence 
of  gas-containing  fissures  or  the  radiolucency 
of  their  cholesterol  content.  This  report  de- 
scribes an  additional  sign,  the  opacification 
of  biliary  calculi  after  prolonged  administra- 
tion of  cholecystographic  contrast  media. 

Theander^  has  reported  an  unproven  case 
of  this  phenomenon.  We  have  reported 
proven  cases  of  opacifying  gallstones^  with 
in  vitro  reproduction  of  the  opacification®. 

‘From  the  Divisions  of  Radiology,  Pathology,  and  Surgery, 
Denver  General  Hospital  and  the  University  of  Colorado 
School  of  Medicine.  Read  at  the  Annual  Session  of  the  Colo- 
rado State  Medical  Society,  Colorado  Springs,  September  24-27, 
1958. 

This  investigation  was  supported  in  part  by  a research  grant, 
A-2944,  from  the  Division  of  Arthritis  & Metabolic  Diseases, 
U.S.P.H.S. 
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Technic  of  four-day  test 

The  condition  of  prolonged  exposure  of 
the  biliary  stones  to  cholecystographic  con- 
trast medium  is  fulfilled  with  the  “four-day 
Telepaque  test.”  The  patient  is  placed  on  a 
four-day  regimen  of  3 grams  of  Telepaque 
per  day,  1 gram  after  each  meal.  A low  fat 
diet  is  observed  during  the  interval.  The 
x-ray  examination  is  made  on  the  morning 
of  the  fifth  day,  the  patient  fasting. 

The  opacified  biliary  calculi  may  be  iden- 
tified radiographically  by  their  over-all  in- 
crease in  density  and  linear  density  outlining 
the  periphery  of  the  stones  (Figs.  lA,  IB,  2A 
and  2B) . Frequently  the  opacification  of  the 
stones  is  quite  faint  and  may  be  identified 
only  by  close  scrutiny  of  the  films.  In  most 
instances  of  gall  bladder  calculus  opacifica- 
tion, the  gall  bladder  has  been  faintly  visual- 
ized. When  the  calculi  in  the  bile  ducts  have 
been  opacified  the  ducts  usually  have  not 
been  visualized.  After  completion  of  the  four- 
day  Telepaque  test,  the  opacification  of  the 
stones  persists  for  a variable  period  of  time 
ranging  from  2 to  14  days,  gradually  fading 
to  complete  disappearance,  continued  on  next  page 


45 


Fig.  IB.  After  four-day  Telepaque  test:  Opacifica- 
tion of  large  duct  stones  filling  the  major  bile 
ducts. 
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Fig.  2B.  After  four-day  Telepaque  test:  Faint 
opacification  of  solitary  bile  duct  stone  (large  ar- 
row) and  faint  visualization  of  dilated  common 
duct  (small  arrow). 
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Results 

Our  experience  with  the  four-day  Tele- 
paque  test  in  over  100  cases^  of  initial  faint 
or  no  gall  bladder  visualizations  after  the 
conventional  3-grani  Telepaque  test  has  in- 
dicated that  the  test  is  well  tolerated;  diar- 
rhea in  some  patients  can  be  controlled  with 
paregoric.  The  test  is  most  useful  in  identify- 
ing bile  duct  calculi,  the  vast  majority  of 
which  are  opacifying.  The  test  is,  probably, 
the  best  available  method  to  demonstrate  bile 
duct  stones  in  the  presence  of  slight  or  mod- 
erate jaundice  where  Cholografin  (Sodium 
lodipamide;  Squibb)  cholangiograms  usually 
fail  to  visualize  the  bile  ducts’.  The  test  has 
failed  to  identify  bile  duct  stones  in  the 
markedly  jaundiced  patient  and  when  the 
bile  duct  stones  are  the  non-opacifying  type. 
In  an  occasional  case  of  faint  visualization 
of  the  gall  bladder  following  the  conventional 
3 gram  Telepaque  test,  the  four-day  Tele- 
paque test  has  been  helpful  in  identifying 
gall  bladder  calculi. 

The  phenomenon  of  gallstone  opacifica- 
tion has  been  reproduced  in  vitro  with  the 
use  of  cholecystographic  contrast  media,  Tele- 
paque (lopanoic  Acid;  Winthrop),  Teridax 
(lophenoxic  Acid;  Schering) , Priodax  (lodo- 
alphionic  Acid;  Schering),  lodeikon  (Sodium 
Tetraiodophenolphthalein;  Mallinckrodt) , 
and  Iso  lodeikon  (Sodium  Phenoltetra- 
iodophthalein;  Mallinckrodt) , Cholografin 
(Sodium  lodipamide;  Squibb),  potassium 
iodide  and  the  urinary  contrast  media  are 
non-opacifying  contrast  media.  About  20  per 
cent  of  100  samples  of  unselected  cases  of 
biliary  calculi  found  at  surgery  or  autopsy 
subjected  to  the  in  vitro  test  proved  to  be 
opacifying  gallstones.  Grossly,  the  opacifying 
gallstones  were  always  heavily  pigmented 
although  not  all  pigmented  stones  were  opaci- 
fying. Gallstones  were  fractionated  into  cho- 
lesterol, inorganic  salts,  bilirubin  and  bile 
pigments.  The  opacification  reaction  occurred 
only  with  the  bile  pigments.  Commercial 
cholesterol,  bilirubin,  and  biliverdin  were 


subjected  to  the  in  vitro  test  for  opacifying 
quality.  Only  the  biliverdin  proved  to  be 
opacifying.  Non-opacifying  cholesterol  stones 
were  induced  to  opacify  by  coating  these 
stones  with  biliverdin.  These  experiments 
have  led  us  to  conclude  that  the  opacification 
of  gallstones  is  due  to  a reaction  between 
biliverdin  on  the  surfaces  of  the  stones  and 
the  contrast  medium  in  the  bile. 

To  explain  the  high  incidence  of  opacify- 
ing stones  among  bile  duct  stones  as  con- 
trasted with  the  low  incidence  of  opacifying 
stones  among  gall  bladder  calculi,  we  have 
postulated  that  bilirubin  which  is  normally 
the  chief  pigment  of  human  bile  is  oxidized 
to  biliverdin  in  the  presence  of  duct  obstruc- 
tion, commonly  accompanying  bile  duct  cal- 
culi. The  biliverdin  is  probably  deposited  on 
the  surfaces  of  the  bile  duct  calculi,  creating 
opacifying  bile  duct  stones.  Our  knowledge 
of  the  gallstone  opacification  reaction  is, 
however,  still  meager.  Work  is  in  progress 
which  we  anticipate  will  divulge  in  greater 
detail  the  nature  of  the  opacification  reaction. 

Summary 

1.  The  four-day  Telepaque  test,  a pro- 
longed preparation  for  cholecystography  to 
identify  opacifying  gallstones,  is  described. 

2.  The  four-day  Telepaque  test  is  a useful 
method  for  identifying  bile  duct  stones,  the 
vast  majority  of  which  are  opacifying,  and 
is,  probably,  the  best  available  method  for 
identifying  bile  duct  stones  in  the  presence 
of  jaundice. 

3.  Occasionally,  the  test  is  helpful  in  iden- 
tifying gall  bladder  stones.  • 
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Hidden  rewards  of  skin  biopsy 


Barton  L.  Lewis,  M.D.,  Colorado  Springs,  Colorado 


The  eyes  of  the  microscope  can 
often  make  a diagnosis  when 
the  unaided  eyes  of  the  physician 
remain  puzzled.  “Mail-order  ’ 
consultation  speeds  diagnosis  and 
therefore  aids  definitive  treatment. 


When  the  average  physician  is  confronted 
with  a puzzling  skin  eruption  or  tumor,  his 
first  reflex  maneuver  is  usually  to  order  a 
complete  blood  count  and  urinalysis.  It  is 
hoped  by  this  manipulation  to  discover  some 
basic  pathologic  defect  in  the  patient  and 
thus  explain  the  cutaneous  change.  Although 
frequently  some  aberration  is  discovered  in 
these  basic  laboratory  studies,  it  is  not  alto- 
gether logical  to  assume  that  because  the 
patient  has,  for  example,  a depressed  hemo- 
globin, that  the  cutaneous  picture  is  a direct 
reflection  of  this  underlying  abnormality. 

A more  direct  approach  and  probably  the 
only  specific  approach  to  the  diagnosis  of  the 
skin  eruption  is  a microscopic  examination 
of  a piece  of  involved  skin.  This  is  well  rec- 
ognized in  the  case  of  tumors  of  the  skin  but 
is  neglected  all  too  often  in  inflammatory 
skin  problems.  The  expense  of  skin  biopsy 
with  interpretation  varies  little  from  that  of 
the  basic  laboratory  tests  mentioned  above. 

The  biopsy  is  an  extremely  rapid  office 
procedure  which  may  not  only  lead  to  the 
diagnosis,  or  at  least  classification,  of  the 
confronting  disease,  but  which  can  further 
the  education  of  the  physician.  He  can  sit 
down  with  the  microscopic  slide  and,  by  cor- 
relating what  he  sees  under  the  microscope 
with  what  he  sees  on  the  skin,  further  his 


dermatologic  education  and  improve  thera- 
peutic accomplishments. 

Method  of  biopsy 

The  skin  specimen  is  obtained  easily  either 
with  a scalpel,  scissors,  or,  best  of  all  for  a 
good  specimen,  a Keyes  cutaneous  punch 
(available  from  surgical  supply  houses  in 
sizes  2 mm.  through  8 mm.,  4 mm.  being  the 
most  commonly  used  size) . Local  anesthesia, 
preferably  procaine  with  or  without  adrena- 
lin, is  desirable.  An  attempt  is  made  to  ring 
the  area  to  be  biopsed  rather  than  infiltrating 
it  and  thus  distorting  some  of  the  features. 
The  piece  of  tissue  loosened  by  the  punch, 
scalpel  or  scissors  is  lifted  with  forceps  to 
see  that  all  three  layers  of  the  skin  will  be 
available  for  microscopic  study.  The  lower 
layer,  the  fatty  subcutaneous  layer,  appears 
yellow  and  is  an  easy  landmark  to  establish. 
This  layer  is  cut  through  with  a small  pointed 
scissors  and  the  specimen  placed  in  a small 
vial  filled  with  10  per  cent  formalin,  which 
is  obtainable  in  most  pharmacies.  If  there 
is  a question  of  bacterial  or  fungal  origin,  the 
specimen  may  be  split  longitudinally;  one 
portion  is  dropped  in  formalin  and  the  other 
in  a sterile  vial  with  a drop  of  saline  to  keep 
it  moist.  The  latter  specimen  will  then  be 
available  for  special  bacteriologic  studies. 

Hemostasis  is  obtained  by  pressure,  a 
Gelfoam  plug,  electro-coagulation,  or  suture. 
The  latter  tends  to  minimize  scar  tissue  for- 
mation. A 2 mm.  punch  wound  will  heal  with 
little  or  no  scar.  This  small  size  provides  less 
microscopic  information,  but  is  sometimes  of 
advantage  on  the  face  for  cosmetic  reasons. 

The  tissue  obtained  should  then  be  sent 
to  a dermatopathologist  (dermatologist  par- 
ticularly interested  in  histopathology  of  the 
skin)  or  to  a general  pathologist  who  has 
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shown  a particular  interest  in  dermal  pa- 
thology. Information  should  be  enclosed  as 
to  the  age  of  the  patient,  nature  of  the  skin 
problem,  and  site  of  biopsy. 

Such  a biopsy  if  accompanied  by  a clinical 
photograph  in  color  of  the  patient  often  is  as 
valuable  as  referring  the  patient  and  is  much 
simpler  if  the  patient  lives  many  miles  from 
a point  where  dermatologic  consultation  is 
available.  Examination  of  the  specimen  may 
lead  by  return  letter  to  diagnosis  and  recom- 
mendations as  to  therapy.  This  can  be  of 
particular  value  if  a therapeutic  summary 
had  been  sent  with  the  specimen. 

Mail-order  consultation 

One  of  the  major  rewards  comes  with 
return  of  a microscopic  slide  of  tissue  to  the 
physician  submitting  the  specimen.  The  re- 
turn of  a slide  is  usually  a routine  part  of  a 
“mail-order”  dermatopathologic  examination. 
One  of  the  most  valuable  tools  a physician 
can  have  in  evaluating  skin  problems  both 
from  a diagnostic  and  therapeutic  point  of 
view  is  the  knowledge  concerning  which  of 
the  three  major  layers  of  the  skin — that  is 
the  epidermis,  dermis  or  subcutaneous  layer 
— is  affected  by  the  particular  skin  disease 
present  in  his  patient.  This  is  not  only  of 
value  in  understanding  the  pathogenesis  and 
physiopathology  of  the  particular  disease  but 
is  of  real  value  from  a therapeutic  point  of 
view.  Those  diseases  affecting  the  epidermis 
as,  for  example,  seborrheic  dermatitis,  are 
amenable  to  treatment  from  the  outside  with 
local  preparations.  Those  diseases  affecting 
the  dermis,  e.g.,  erythema  multiforme,  and 
subcutaneous  tissue,  e.g.,  Weber-Christian’s 
disease,  are  incapable  of  responding  to  ex- 
ternal treatment  and  must  be  treated  by 
internal  medication. 

It  is  even  possible  for  the  trained  der- 
matopathologist  to  recommend  therapeutic 
agents;  for  example,  in  the  case  where  he 
sees  acanthosis  (an  inflammatory  thickening 
of  the  epidermis)  to  recommend  the  use  of 
ichthyol  preparations,  which  reduce  acan- 
thosis, or  by  seeing  liquefaction  degenera- 
tion of  the  basal  layer  of  the  epidermis,  to 
recommend  as  an  example  chloroquine,  which 
is  of  value  in  most  of  the  diseases  showing 
this  pathologic  change.  Among  these  diseases 
are  lupus  erythematosus  and  lichen  planus. 


Useful  in  systemic  disease 

In  addition  to  inflammatory  skin  diseases 
that  may  be  recognized  under  the  microscope, 
many  systemic  diseases  may  be  discovered 
even  though  they  present  what  may  seem  to 
be  rather  non-specific  changes  on  the  skin. 
Approximately  20  per  cent  of  lymphoblas- 
tomas present  their  first  manifestations  in 
the  skin.  Biopsy  of  the  skin  may  show  the 
early  lymphoblastomatous  change  and  even 
allow  a breakdown  as  to  the  type  of  lympho- 
blastoma present. 

Next,  the  patient  who  presents  himself 
with  a problem  of  hyper-pigmentation.  Fore- 
warned that  this  is  the  problem  by  a short 
clinical  summary  accompanying  the  biopsy 
specimen,  it  is  a simple  matter  to  differenti- 
ate the  melanin  of  Addison’s  disease  from 
the  iron  of  hemochromatosis  and  the  silver 
of  argyria.  A patient  whose  chief  problem  is 
warm  or  tender  red  nodules  over  the  skin 
may  disclose  under  skin  biopsy  periarteritis 
nodosa,  sarcoidosis,  lymphoblastoma,  deep 
fungus  infection,  a drug  eruption  (for  ex- 
ample, from  iodides) , or  metastatic  carci- 
noma. 

It  is  possible  on  skin  biopsy  to  differenti- 
ate the  generalized  edema,  for  example,  of 
renal  disease  from  the  edema  of  hypothyroid- 
ism. Scarring  erythematous  plaques  seen 
especially  on  the  face  should  be  biopsied  to 
differentiate  lupus  erythematosus  from  tu- 
berculosis and  carcinoma.  Biopsy  of  a ver- 
rucous thickened  patch  over  the  lower  an- 
terior tibial  regions  may  reveal  amyloid  dis- 
ease, lymphedema,  or  the  peculiar  localized 
myxedema  which  may  follow  surgical  or 
chemical  thyroidectomy. 

Roughened  pigmented  lesions  in  the  axil- 
lae cannot  always  be  passed  over  lightly. 
Skin  biopsy  may  reveal  a peculiar  change 
known  as  acanthosis  nigricans,  which  in  the 
post-pubertal  non-obese  individual  is  almost 
pathognomonic  of  glandular  carcinoma  else- 
where in  the  body,  particularly  the  gastro- 
intestinal tract. 

A dilemma  which  is  not  always  solved  by 
an  objective  diagnosis  is  that  of  determining 
the  direction  in  which  the  intersexual  indi- 
vidual should  be  led  surgically  and  emotion- 
ally. It  is  now  possible  to  determine  from  the 
microscopic  study  of  skin  cells  whether  the 
individual  is  somatically  male  or  female. 

continued  on  next  page 
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If  there  is  yellowing  to  any  of  the  lesions 
on  the  body,  for  example,  in  the  xanthomas 
or  in  the  skin  plaque  of  diabetes  (necrobiosis 
lipoidica  diabeticorum) , a note  regarding  the 
suspicion  of  fat  should  be  sent  along  to  the 
dermatopathologist.  He  can  then  make  special 
arrangements  for  a frozen  section  because 
normal  processing  of  the  tissue  will  wash  out 
the  fat. 

It  is  possible  that  early  in  an  epidemic  of 
a generalized  vesicular  disease  it  would  be 
hard  to  tell  a hemorrhagic  chicken-pox  from 
smallpox.  Some  help  may  be  obtained  by  a 
biopsy  of  an  early  vesicle,  which  may  differ- 
entiate the  two  diseases  on  the  basis  of  the 
location  of  the  inclusion  bodies  in  the  cells. 

Tender  erythematous  nodules  on  the  legs 
on  biopsy  may  reveal  erythema  nodosum, 
sarcoidosis,  nodular  vasculitis,  erythema  in- 
duratum,  Weber-Christian’s  disease  or  peri- 
arteritis nodosa.  Many  of  the  deep  fungi,  by 
producing  a somewhat  dissimilar  architec- 


tural pattern  in  the  skin,  may  be  differenti- 
ated. There  are  now  available  special  stains 
for  fungi  which  can  even  further  aid  in  the 
differential  diagnosis  of  both  deep  and  super- 
ficial fungi. 

Many  of  the  above  mentioned  specific  dis- 
eases are  systemic  in  origin;  these  are  greatly 
outnumbered  by  the  great  many  microscopi- 
cally distinguishable  non-systemic  skin  dis- 
orders. 

Summary 

Even  in  the  case  where  a specific  diagnosis 
cannot  be  made  by  microscopic  examination 
of  a specimen  removed  from  a pathologic 
skin,  it  must  be  repeated  that  the  biopsy  slide 
returned  to  the  physician  is  of  the  greatest 
value  in  determining  the  parts  of  the  skin 
involved  by  the  process;  this,  coupled  with 
clinical  interpretation,  gives  some  direction 
in  planning  a worthwhile  therapeutic  pro- 
gram. • 


Hypnoanalgesia  in  medicine* 

Curtis  Pearcy,  M.D.,  Denver 


Application  and  limitations  of  a useful 
procedure  will  be  less  mysterious  after 
you  read  this  article. 


This  paper  wile  deal  with  the  application  of 
hypnosis  to  relief  of  pain.  I wish  to  distin- 
guish this  use  of  hypnosis  from  the  uses 
psychiatrists  find  for  it.  Psychiatrists  use 
hypnosis  as  an  aid  in  diagnosis  and  treatment 
of  mental  disorders.  Anesthesiologists  use  the 
same  tool  to  accomplish  relief  of  pain  and 
relief  of  anxiety  that  accompanies  pain.  Be- 
cause the  psychiatric  implications  of  hypnosis 
are  great,  the  anesthesiologist  must  be  for- 

‘Presented  before  the  Section  on  Anesthesiology,  Colorado 
State  Medical  Society,  September  26,  1958.  From  the  Division 
of  Anesthesiology,  University  of  Colorado  Medical  Center, 
Denver. 


ever  wary  of  overstepping  the  bounds  of  his 
knowledge  and  experience,  and  avoid  psychi- 
atric problems  and  psychiatric  treatment.  In 
most  circumstances  this  presents  no  problem, 
and  the  application  of  hypnosis  to  problems 
of  pain  is  enough  to  be  an  area  of  treatment 
in  its  own  right. 

Hypnotism  dates  back  to  the  time  of  Mes- 
mer,  who  about  1800  first  described  animal 
magnetism.  Mesmer  and  his  followers  were 
the  first  to  investigate  the  properties  of  sug- 
gestion. When  the  Freudian  school  abandoned 
hypnotism  in  favor  of  other  psychiatric  meth- 
ods, hypnotism  was  largely  perpetuated  by 
entertainers,  magicians,  and  showmen.  The 
medical  profession  largely  looked  upon  a 
hypnotist  as  a quack  or  a charlatan.  During 
the  past  decade  there  has  been  a resurgence 
of  medical  interest  in  hypnosis,  and  reputable 
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uses  for  hypnosis  are  being  found.  The  British 
Medical  Association  adopted  a resolution  in 
1955  to  the  effect  that  hypnosis  is  of  value  in 
medicineh  The  Council  on  Mental  Health  of 
the  American  Medical  Association,  reported 
in  the  A.M.A.  Journal,  admits  the  medical 
value  of  hypnosis^.  An  excellent  discussion 
of  the  history  of  hypnotism  can  be  found  in 
Dorcus’  book®,  or  the  recently  reprinted  work 
of  MolB. 

The  mechanism  of  hypnosis  is  best 
summed  up  by  admitting  that  it  is  not  under- 
stood. There  are  many  theories,  but  none  has 
been  substantiated.  It  is  my  guess  that  we 
shall  remain  ignorant  of  the  hypnotic  mech- 
anism until  we  understand  more  of  the  basic 
mechanism  of  the  human  brain.  Until  we 
understand  how  we  think,  we  shall  not  un- 
derstand how  we  alter  a thought.  Until  we 
understand  what  pain  is,  we  cannot  under- 
stand how,  by  force  of  will,  a person  can  cease 
to  feel  the  pain.  Until  we  understand  memory, 
we  are  at  a loss  to  explain  amnesia.  Until  we 
understand  the  human  mind,  I doubt  that  we 
shall  understand  hypnosis. 

An  adjunct  to  anesthesia 

While  we  cannot  explain  hypnosis,  we 
can  describe  some  features  of  it.  The  subject 
under  hypnosis  has  his  thoughts  controlled  by 
the  suggestions  of  the  hypnotist.  The  hypno- 
tist suggests,  and  the  subject  follows  the 
suggestion.  Therefore  hypnosis  has  been 
termed  “controlled  suggestion.”  The  hypno- 
tist suggests  that  the  subject  cannot  open  his 
eyes,  and  the  subject  cannot.  The  hypnotist 
suggests  that  an  extremity  is  numb  and  has 
no  feeling,  and  the  extremity  becomes  an- 
esthetic. The  hypnotist  suggests  amnesia,  and 
the  subject  has  no  memory  for  the  events. 
Why  the  suggestions  are  taken  is  unknown; 
that  they  are  taken  is  incontrovertible.  I again 
refer  the  interested  to  Dorcus  for  a discussion 
of  the  present  theories  of  hypnosis. 

The  lay  press  has  made  much  ado  about 
the  rather  spectacular  features  of  hypnosis 
in  anesthesia.  Recently  an  article  in  a leading 
weekly  news  magazine  described  the  use  of 
hypnosis  as  anesthesia  for  major  cardiac  sur- 
gery. Hypnosis  as  the  total  anesthetic  for 
cesarean  section  has  been  described.  Ampu- 
tation under  hypnosis  is  a classical  picture  of 
hypoanesthesia  to  the  layman.  Such  sensa- 


tionalism is  likely  to  cause  the  medical  pro- 
fession to  lose  sight  of  the  basic  and  simple 
values  of  hypnosis.  For  hypnosis  has  much 
value  for  the  anesthetist  in  the  routine  man- 
agement of  patients,  and  in  my  opinion  little 
value  as  a total  anesthetic.  Let  us  then  exam- 
ine some  of  these  less  spectacular  applica- 
tions. 

A major  purpose  of  preanesthetic  medica- 
tion is  to  achieve  psychic  sedation  of  the 
surgical  patient.  Light  hypnosis  accomplishes 
this  psychic  sedation  gracefully  and  ade- 
quately without  concomitant  respiratory  and 
circulatory  depression.  The  patient  who  de- 
mands to  be  completely  unconscious,  to  know 
nothing  of  the  operating  room  or  any  part 
of  the  surgical  preparation,  can  be  helped 
tremendously  by  a hypnotic  trance  before 
surgery.  Frequently  a session  of  hypnosis  the 
evening  before  surgery  is  all  that  is  required. 
Perhaps  that  patient  will  need  hypnotic  seda- 
tion in  the  room  before  coming  to  the  operat- 
ing suite.  This  is  illustrated  by  the  case  of 
a 50-year-old  lady  scheduled  for  radical  mas- 
tectomy who  was  almost  hysterical  the  eve- 
ning before  surgery.  She  was  hypnotized,  the 
surgical  preparation  explained,  and  she  was 
given  a post-hypnotic  suggestion  that  she 
would  have  no  anxiety.  Next  morning  in  the 
operating  suite  she  was  again  hypnotized, 
and  anesthesia  was  induced  without  incident. 
She  was  given  only  light  drug  sedation.  This 
patient’s  psychic  need  was  met  without  the 
risk  of  heavy  doses  of  depressant  drugs. 

The  tranquility  produced  by  hypnosis  is 
of  decided  value  in  promoting  a smooth  in- 
duction of  general  anesthesia.  Even  with  an 
ether  induction,  a pronounced  excitement 
phase  is  unusual  in  the  hypnotized  patient. 
The  feeling  that  all  is  well  seems  to  remain 
with  the  patient  even  when  he  is  losing  his 
voluntary  control. 

Hypnosis  as  an  adjunct  to  regional  anes- 
thesia can  make  a perfect  block  out  of  a block 
that  by  rights  should  be  only  partially  suc- 
cessful. A patient  was  given  a spinal  anes- 
thetic for  an  intramedullary  nailing  of  the 
femur.  The  level  of  anesthesia  began  wearing 
out  before  the  upper  end  of  the  incision  was 
closed.  Hypnosis  enabled  the  procedure  to 
be  completed  without  additional  general  an- 
esthetic. Often  a regional  block  is  considered 
the  safest  form  of  anesthesia  for  a particular 
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patient,  but  the  patient  is  apprehensive  about 
being  awake  during  the  procedure.  His  appre- 
hension is  often  completely  relieved  by  light 
hypnosis.  On  occasion  the  pulling  and  pres- 
sure that  patients  feel  through  the  best  re- 
gional block  is  quite  disturbing.  Hypnosis  can 
often  be  the  answer  to  this  problem. 

In  other  ways  hypnosis  can  facilitate  re- 
gional anesthesia.  A young  girl  required  sur- 
gery to  her  legs  after  an  automobile  accident. 
Her  jaws  were  wired  together  because  of 
extensive  fractures  of  the  mandible,  and  she 
was  frightened  at  the  thought  of  a needle 
stick.  With  her  wired  jaws,  general  anesthesia 
presented  a serious  hazard.  Under  hypnosis 
a spinal  tap  was  done  without  difficulty,  and 
the  surgery  preceded  under  adequate  spinal 
block.  Later  this  same  patient  had  her  jaw 
wires  removed  under  hypnosis.  Obviously 
hypnosis  is  not  the  only  supplement  to  re- 
gional anesthesia.  Certainly  a small  amount 
of  barbiturate,  opiate,  or  tranquilizer  can  im- 
prove regional  anesthesia  tremendously.  At 
the  same  time,  it  is  my  feeling  that  often  a 
patient  is  drugged  when  hypnosis  could  ac- 
complish the  same  end  with  probably  less 
metabolic  upset  to  the  patient.  Sometimes, 
as  in  the  case  of  the  girl  with  the  wired  jaws, 
hypnosis  is  far  and  away  the  safest  supple- 
mentary agent. 

In  a selected  few  patients,  hypnosis  can 
be  used  as  the  total  anesthetic  for  major  sur- 
gery. Estimates  of  the  number  of  people  who 
can  achieve  complete  anesthesia  with  hyp- 
nosis alone  run  from  10  to  20  per  cent  of  the 
general  population.  I am  aware  of  no  method 
of  predicting  which  person  is  capable  of 
hypnotic  anesthesia.  Some  people  can  be 
made  anesthetic  in  as  little  as  five  minutes 
of  the  first  session  of  hypnosis.  Others  cannot 
achieve  anesthesia  even  after  numerous  sin- 
cere trials.  With  a very  suitable  patient,  a 
laparotomy  can  be  performed  with  no  seda- 
tive other  than  hypnosis.  The  percentage  of 
patients  on  whom  this  can  be  done  is  very 
small,  however.  In  reading  the  sensationalist 
literature  one  needs  constantly  to  be  aware 
of  the  small  percentage  of  patients  in  whom 
such  remarkable  results  can  be  obtained. 

A far  larger  group  of  patients  can  reach 
varying  degrees  of  anesthesia  and  amnesia 
under  the  influence  of  hypnosis.  Perhaps 
three-quarters  of  patients  can  reach  a level 


of  hypnosis  adequate  for  some  degree  of  anal- 
gesia. In  this  group  are  found  the  patients 
who  stand  to  gain  the  most  from  the  judicious 
use  of  hypnosis,  for  in  them  minor  procedures 
can  be  performed  without  discomfort.  Usual- 
ly previous  trials  of  hypnosis  are  not  neces- 
sary. The  procedure  and  its  implication  is 
explained,  hypnosis  is  induced,  a sound  level 
is  established,  and  the  procedure  performed 
quickly.  Among  the  procedures  which  can 
be  done  under  hypnosis  are  incision  of  an 
abscess,  pulling  of  teeth,  removal  of  splinter 
or  similar  small  foreign  body,  removal  of 
sutures,  dressing  changes,  lumbar  puncture, 
and  pelvic  examination.  These  have  in  com- 
mon some  degree  of  discomfort,  short  dura- 
tion, and  less  than  maximal  pain  stimulus. 
The  more  severe  the  pain,  the  shorter  the 
duration  that  a hypnotic  trance  can  be  made 
effective.  A superficial  abscess  can  be  incised 
with  a quick  stroke  of  the  scalpel,  and  hyp- 
nosis will  give  adequate  analgesia.  Drainage 
of  a deeper  abscess  requiring  probing  of 
pockets  might  not  be  successful  under  hyp- 
nosis. Do  not  be  ashamed  to  supplement  the 
hypnosis  with  a small  intravenous  injection 
of  opiate  if  hypnosis  does  not  seem  to  be 
deep  enough.  Do  not  falter  with  the  painful 
procedure  for  the  patient  will  be  quick  to 
sense  indecisiveness,  and  will  be  unnerved. 
The  physician  must  fairly  exude  confidence 
and  impress  the  patient  with  sincerity,  skill, 
and  conviction. 

Alleviates  postoperative  discomfort 

Hypnosis  for  obstetrical  anesthesia  has 
some  place,  and  depends  for  much  of  its  suc- 
cess on  the  rapport  that  the  physician  has 
with  the  patient.  It  requires  time,  patience, 
and  preliminary  trances  for  success.  Perhaps 
“natural  childbirth”  is  a form  of  hypnosis. 
In  selected  patients  hypnosis  has  a place 
in  obstetrical  anesthesia.  Mass  application 
would,  I fear,  meet  with  many  failures  and 
be  quite  burdensome  to  the  obstetrician. 

Postoperative  pain  frequently  can  be  re- 
lieved by  posthypnotic  suggestion.  During 
the  preoperative  trance,  the  patient  is  told 
that  he  will  be  able  to  withstand  his  post- 
operative discomfort.  He  is  told  that  he  will 
ambulate  and  cough,  as  is  necessary.  He  is 
told  that  he  will  have  minimal  postoperative 
nausea.  Any  special  postoperative  instruc- 
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tions  are  given  similarly  as  a posthypnotic 
suggestion.  Often  this  one  period  of  hypnosis 
will  alleviate  much  of  the  usual  postoperative 
discomfort.  In  some  patients  a postoperative 
trance  may  prove  advantageous  to  reinforce 
the  suggestions.  One  is  impressed  with  the 
few  narcotic  injections  required  by  post- 
hypnotic patients. 

I wish  to  emphasize  again  the  less  spec- 
tacular applications  of  hypoanalgesia.  As  a 
supplementary  analgesic,  hypnosis  can  be  a 
big  helper.  As  total  anesthesia,  hypnosis  has 


limited  use.  Use  it  to  accomplish  minor  pro- 
cedures which  are  really  more  frightening 
than  painful.  Use  it  selectively  in  obstetrics. 
In  these  your  failures  will  be  few,  your  suc- 
cesses many,  and  your  patients  grateful.  • 
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Clinical  experiences  with  enuresis 

M.  G.  Ringer,  Jr.,  M.D.,  Boulder,  Colorado 


Bed-wetting  may  be  due  to 
organic  disease,  poor  toilet  training, 
or  emotional  disorders.  Proper 
treatment,  therefore,  depends 
on  accurate  diagnosis. 


Some  physicians  do  not  seem  to  take  the 
problem  of  enuresis  seriously.  There  are 
even  some  urologists  who  refuse  to  concern 
themselves  with  enuresis  and  there  are  not 
many  G.P.s  or  pediatricians  whose  eyes 
light  up  with  instant  interest  upon  hearing 
that  little  Esmerelda  wets  the  bed.  This  lack 
of  enthusiasm  is  perfectly  understandable 
and  is  due  both  to  the  fact  that  a simple, 
precise,  organic  diagnosis  is  not  easily  made, 
and  that  the  response  to  variously  recom- 
mended treatments  is  notoriously  unpredict- 
able. No  doctor  likes  to  handle  a case  when 
he  doesn’t  know  exactly  what  he  is  treating, 
doesn’t  know  how  to  find  out,  and  doesn’t 
know  what  to  treat  it  with  anyhow. 

Here  is  a brief  outline  of  the  manner  in 
which  we  handle  these  children  at  the  Boul- 
der Medical  Center.  If  not  a precise  diagnosis, 
we  believe  that  at  least  a working  diagnosis 


can  be  made  and  that  the  response  to  treat- 
ment will  improve  considerably  if  such  treat- 
ment is  individualized  to  each  patient’s  needs. 
We  have  found  this  approach  reasonably  sat- 
isfying although  by  no  means  entirely  free 
of  frustration  and  failure.  We  do  believe  that 
the  problem  justifies  our  efforts  and  our 
small  degree  of  success  has  stimulated  a more 
optimistic,  aggressive  attitude  toward  enu- 
resis within  our  group. 

The  donts 

Before  stating  what  we  do  do,  let  me 
make  clear  what  we  do  not  do.  These  “don’ts” 
embrace  the  extreme  approaches  to  enuresis. 
First,  we  don’t  tell  the  parents  their  child 
will  “outgrow  the  habit.”  This  answer  might 
let  you  slide  by  little  Esmerelda  if  she  is  only 
4 years  old  but  it  is  difficult  to  apply  suc- 
cessfully if  she  happens  to  be  a well-rounded 
15.  In  almost  every  case  the  physician  can 
be  of  some  help  to  the  parents  in  their  quan- 
dary and  should  attempt  to  do  so. 

Neither  do  we  do  a complete  G.U.  work- 
up on  every  enuretic  we  see.  This  might  be 
the  rigidly  scientific  thing  to  do  but  we  do 
not  believe  it  practical  or  necessary.  To  jus- 
tify a complete  work-up,  there  should  be  a 
reasonable  possibility  of  turning  up  some 
pathology,  because  of  the  expense  entailed. 

continued  on  next  page 
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A certain  selectivity  in  picking  those  cases 
calling  for  urologic  study  will  obviate  con- 
siderable unnecessary  expense  and  instru- 
mentation. The  risk  that  the  alert  physician 
would  miss  important  pathology  is  small  in- 
deed. 

It  has  always  seemed  illogical  to  apply  a 
blanket  treatment  such  as  belladonna,  Dexe- 
drine,  or  Banthine  to  all  cases  of  enuresis, 
and  yet  a review  of  the  literature  will  show 
each  author  urging  his  particular  treatment 
for  all  such  cases.  Surely  there  is  more  than 
one  cause  of  this  disorder  and  no  single  spas- 
modic or  antispasmodic  will  correct  more 
than  a small  per  cent  of  the  total.  Results 
should  be  better  if  our  efforts  could  be  more 
accurately  directed  at  the  particular  etiology 
of  each  case.  To  this  end  we  broadly  classify 
the  causes  of  enuresis  as  seen  in  Table  1. 

In  our  initial  interview  we  decide  into 
which  of  these  three  groups  the  child  most 
likely  falls.  This  gives  us  a starting  place. 
Admittedly,  this  classification  is  only  an  edu- 
cated guess  but  it  is  tentative  and  can  be 
changed  at  a later  date  if  the  child  fails  to 
respond  to  the  outlined  treatment  or  if  fur- 
ther pertinent  facts  come  to  light. 

Table  2 shows  the  facts  and  findings  we 
usually  elicit  in  arriving  at  our  initial  classi- 
fication. After  going  through  this  list  of 
questions  and  doing  an  examination,  we  gen- 
erally have  a strong  impression  as  to  under- 
lying etiology  and  therefore  the  most  likely 
and  fertile  place  to  begin  therapy.  The  char- 
acteristic findings  for  each  etiology  will  be 
pretty  obvious  but  let  us  briefly  review  them: 

1.  If  the  enuresis  is  sporadic  — ceasing 
with  changes  in  environment,  especially  re- 
moval from  the  parents,  I suspect  an  emo- 
tional cause. 

2.  If  all  the  children  in  the  family  are 
enuretic,  I suspect  an  emotional  cause  unless 

TABLE  1 

Classification  of  etiology 

1.  Organic  genitourinary  pathology — usually 
congenital. 

2.  Inadequate  or  incomplete  toilet  training. 

3.  Emotional  disorders,  mental  retardation, 
etc. 


TABLE  2 

Pertinent  facts  and  findings 

1.  Has  the  enuresis  been  life-long  or  spo- 
radic? 

2.  Are  the  siblings  also  enuretic? 

3.  Were  the  parents  enuretic  and  does  the 
child  know  this  fact? 

4.  Details  of  early  toilet  training. 

5.  Are  there  any  associated  urinary  symp- 
toms; viz.,  frequency,  urgency,  diurnal 
incontinence,  burning,  straining  to  void, 
etc.? 

6.  Is  there  a history  of  urinary  tract  infec- 
tions? 

7.  Is  bowel  function  and  control  normal? 

8.  Is  general  mental  and  emotional  devel- 
opment normal? 

9.  Details  of  previous  treatment  and  re- 
sponse to  such  treatment. 

10.  Complete  physical  examination. 

11.  Urinalysis. 


some  extreme  training  mistake  was  made  in 
each  case. 

3.  If  either  parent  was  enuretic  and  the 
child  is  aware  of  this  fact,  to  me  that  implies 
an  unhealthy  permissive  attitude  within  the 
family. 

4.  Details  of  toilet  training  methods  em- 
ployed might  reveal  obvious  defects  or  omis- 
sions, indicating  that  the  child  never  really 
had  a chance  to  develop  a normal  control. 

5.  Any  significant  associated  symptom  im- 
plies organic  pathology  until  proved  other- 
wise. 

6.  Same  with  infection. 

7.  Severe  constipation  or  fecal  inconti- 
nence suggests  neurogenic  pathology. 

8.  A healthy  adjustment  to  school,  friends 
and  within  the  family  weighs  against  a pure 
emotional  cause. 

9.  Some  leads  as  to  the  etiology  may  be 
obtained  from  results  of  previous  treatment. 

10.  Significant  findings  on  examination 
might  indicate  an  organic  basis  for  the  enu- 
resis. Don’t  overlook  meatal  stenosis,  and 
check  anal  sphincter  tone. 

11.  The  finding  of  pyuria  has  the  same 
significance  as  a history  of  infections  and  re- 
quires study. 

Now,  if  the  child  is  classified  in  the 
group  suspected  of  having  organic  pathology, 
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we  tell  the  parents  of  our  suspicions  and 
add  that  although  nothing  may  be  found,  the 
only  way  to  be  sure  something  is  not  wrong 
is  to  do  a complete  hospital  urologic  examina- 
tion. This  consists  of  an  excretory  urogram 
followed  by  cystoscopy,  retrograde  cystogram 
and  measurement  of  residual  urine.  Other 
studies  may  be  done  as  indicated.  I shall  not 
elaborate  on  all  the  possible  congenital  ab- 
normalities which  can  produce  enuresis  and 
all  the  appropriate  measures  designed  to 
correct  them.  Suffice  it  to  say  that  occasion- 
ally one  finds  serious  obstructive  or  neuro- 
genic pathology;  more  frequently,  minor  ab- 
normalities such  as  granular  urethritis,  tri- 
gonitis, slight  degrees  of  bladder  neck  con- 
tracture, and  hypertonic  bladder  are  found. 
Many  times  nothing  abnormal  is  uncovered. 

Tailoring  the  treatment 

Our  biggest  problem  is  deciding  whether 
minor  changes,  especially  those  found  cysto- 
scopically,  are  clinically  significant  and  re- 
lated to  the  patient’s  symptoms.  At  any  rate, 
we  attempt  to  tailor  the  treatment  to  the  ab- 
normality found.  This  might  be  periodic  dila- 
tations of  a mild  bladder  neck  contracture; 
it  might  be  silver  nitrate  instillations  for  a 
granular  urethritis,  spasmolytic  drugs  for 
hypertonic  bladder,  or  meatotomy  for  meatal 
stenosis,  and  so  forth.  Treatment  of  the  major 
defects  is  well  established  and  need  not  be 
further  discussed  here.  In  reviewing  our  rec- 
ords while  preparing  this  paper,  it  was  noted 
that  in  the  past  year  in  examining  children 
referred  for  enuresis  only,  we  uncovered  two 
cases  of  neurogenic  bladder  from  myelodys- 
pasia,  one  case  of  severe  bladder  neck  con- 
tracture with  early  bilateral  hydroureter  and 
one  case  that  fulfilled  all  the  criteria  of  inter- 
stitial cystitis  although  we  previously  had 
never  seen  a case  in  a young  child. 

If  no  abnormalities  are  found,  we  renew 
our  thinking  about  possible  faulty  training, 
or  emotional  causes.  If  considered  possibly 
significant,  they  are  tracked  down  but  if  not, 
the  child  is  treated  arbitrarily  with  gentle 
dilatation  of  the  urethra  and  vesical  neck 
with  or  without  the  instillation  of  silver  ni- 
trate into  the  posterior  urethra  and  bladder. 
The  response  to  this  purely  empirical  treat- 
ment is  often  gratifying  and  worth  an  at- 
tempt, although  I am  not  prepared  to  say 


whether  the  response  is  due  to  the  treat- 
ment’s organic  or  psychic  effect.  I wish  to 
stress  that  this  is  done  only  in  those  cases 
where  all  other  leads  appear  to  have  been 
exhausted. 

Training  methods 

In  that  large  group  of  cases  in  which  train- 
ing methods  have  been  faulty,  we  attempt 
to  retrain  them.  Consistency  is  the  key  word. 
Sometimes  the  parents  are  employing  proper 
methods  but  are  impatient  with  a child  who 
just  hasn’t  had  time  to  respond  to  basically 
correct  training.  Such  parents  merely  need 
reassurance  and  encouragement.  In  retrain- 
ing the  child,  the  cooperation  of  the  parents 
is  needed  and  the  physician  must  secure  it. 
A firm  but  friendly  parental  attitude  is 
sought.  The  child  must  be  given  the  impres- 
sion that  the  parents  and  doctor  are  combin- 
ing on  a program  of  training  that  is  immu- 
table. It  will  continue  despite  their  objec- 
tions and  evasions  until  the  desired  results 
are  obtained.  The  objective  sought  is  that 
the  child  awaken  when  the  bladder  is  full 
and  therefore  fluids  are  not  restricted.  Most 
parents  are  already  aware,  or  can  easily  ob- 
serve, about  what  time  of  the  night  the  child 
is  incontinent  and  this  time  is  fairly  con- 
sistent. About  one-half  hour  before  the  ex- 
pected incontinence  the  child  is  awakened 
completely  in  his  bed,  made  to  get  up,  walk 
to  the  bathroom  and  void.  For  older  children 
an  alarm  clock  may  be  set  across  the  room  to 
awaken  them.  Now,  I know  the  difficulties 
of  convincing  the  parents  of  the  importance 
of  each  detail  of  this  activity,  but  they  are 
vital  to  success.  The  child  must  be  awakened 
completely,  every  single  night,  preferably 
by  mother  and  father  taking  turns.  Parents 
are  encouraged  to  be  patient  but  firm  in 
awakening  the  reluctant  children.  The  child 
should  not  feel  that  this  plan  is  harder  on 
the  parents  than  it  is  on  him — even  though  it 
undoubtedly  is.  Discipline  is  discouraged  but 
any  possible  means  of  reward  for  prolonged 
continence  such  as  the  time-honored  gold 
stars  is  permissible.  The  child  will  show  that 
he  is  beginning  to  respond  to  the  training 
methods  when  he  awakens  before  the  parents 
can  get  there.  One  can  then  try  letting  him 
go  without  awakening  for  a trial. 

Now  a word  about  the  “Enurtone.”  It  is 
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merely  a substitute  for  the  above  outlined 
training  program  and  is  acceptable  as  such. 
It  has  no  magic  qualities.  However,  if  parents 
desire  to  get  one  or  they  indicate  that  they 
are  weakening  in  getting  the  child  up  each 
night,  I recommend  its  use.  By  either  means 
— parental  or  electrical  awakening — you  must 
not  stop  too  soon!  It  takes  some  time  to 
firmly  establish  a conditioned  reflex.  The  fre- 
quent relapses  following  the  use  of  these 
gadgets  result  from  too  short  an  exposure. 
The  cost  may  have  something  to  do  with  this. 
If  a child  in  this  “training”  group  does  not 
respond  at  all  to  prolonged  proper  training 
methods,  a urologic  investigation  is  carried 
out.  If  no  abnormalities  are  found,  he  is 
treated  empirically  as  previously  outlined. 

In  the  final  group  with  obvious  severe 
emotional  problems  the  child  is  referred  to 
the  family  physician,  pediatrician  or  to  a 


child  guidance  clinic  for  follow-up.  As  one 
finds  out  what  is  bothering  the  child,  and  as 
something  is  being  done  to  improve  the  health 
of  the  intrafamily  relationships,  the  enuresis 
takes  care  of  itself.  A doctor  close  to  the 
family  is  best  able  to  be  of  help  in  these 
cases.  It  has  been  our  experience  that  except 
in  obviously  disturbed  or  exceedingly  de- 
pendent or  retarded  children,  pure  emotional 
causation  of  this  condition  is  not  too  common. 

Summary 

We  have  considered  a program  to  help 
enuretic  children  by  first  attempting  to  find 
the  most  likely  cause  of  the  condition.  We 
then  proceed  in  a step-wise  fashion  with  uro- 
logic investigation  and  treatment,  retraining 
methods,  psychologic  consultation  or  empiric 
treatment  as  circumstances  indicate.  • 


Conservation  of  ovarian  tissues 

in  pelvie  surgery* 

Horace  E.  Thompson,  M.D.,  Denver 


There  are  five  good  reasons  why 
ovaries  should  be  preserved 
u'henever  possible  in  pelvic  surgery. 
Removing  them  routinely  will 
prevent  cancer  in  only  one 
case  in  a thousand. 


The  age  old  question  of  the  prophylatic  re- 
moval of  normal  ovarian  tissue  when  other 
pelvic  surgery  is  being  done  on  patients  who 
have  no  further  desire  for  child  bearing  has 
been  a thorn  in  the  side  of  surgeons  since 
the  advent  of  modern  surgery.  As  early  as 
1876  Battey^  recommended  the  prophylatic 


♦Read  before  the  Annual  Session  of  the  Colorado  State  Medi- 
cal Society,  September  25.  1958. 
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removal  of  both  ovaries  in  the  treatment  and 
prevention  of  many  maladies  that  befall 
women.  In  view  of  the  high  mortality  rate 
of  ovarian  carcinoma  it  is  felt  by  many  sur- 
geons that  needless  loss  of  life  can  be  pre- 
vented by  this  procedure.  Fagan^  feels  that 
all  patients  past  the  age  of  40  should  have 
routine  bilateral  oophorectomy  when  other 
surgery  is  done.  Grogan®  even  goes  so  far  as 
to  say  that  the  ovaries  should  be  removed 
at  hysterectomy  at  any  age  in  life.  However, 
in  the  light  of  more  recent  investigation  of 
this  problem,  many  men,  including  the 
author,  feel  that  this  is  a short-sighted  view- 
point. 

More  than  reproduction 

Too  little  consideration  has  been  given  to 
the  dual  role  played  by  the  ovaries  in  the 
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well  being  and  normal  function  of  the  body 
of  the  female.  For  years,  and  even  today,  too 
many  surgeons  think  only  of  the  reproductive 
role  of  the  ovaries  and  give  no  thought  to 
the  endocrine  value  of  these  organs,  namely, 
their  balancing  effect  upon  the  whole  chain 
of  endocrine  glands,  their  inhibitory  control 
over  the  pituitary  and  its  secretions,  the  fact 
that  they  are  found  to  function  as  an  endo- 
crine gland,  in  many  instances,  long  after  the 
menopause,  and  their  role  in  the  control  of 
certain  metabolic  disorders  such  as  osteopo- 
rosis, arteriosclerosis,  etc. 

Recently  in  discussing  his  paper  on  “Ova- 
rian Function  After  the  Menopause,”  Dr. 
Clyde  RandalF  made  this  rather  amusing  but 
profound  statement:  “When  we  consider  the 
number  of  ovaries  that  have  been  removed 
in  our  efforts  to  protect  women  from  the  risk 
of  ovarian  cancer,  as  more  and  more  women 
take  up  the  knife  in  our  hospitals,  it  seems 
inevitable  that  they  will  soon  be  convinced 
that  they  should  castrate  us  males  to  save 
us  from  arteriosclerosis.  Then  we  will  know, 
no  doubt — though  we  may  not  actually  live 
longer — that  to  the  castrate,  life  at  least 
seems  longer!!” 

Most  of  us  will  agree  that  in  young  women 
below  the  age  of  40,  ovarian  tissue  should  be 
preserved,  if  possible,  when  doing  pelvic  sur- 
gery for  benign  conditions.  But  all  too  often 
in  the  patient  past  40  the  thought  is,  “They 
are  no  longer  of  any  value,  so  take  them  out.” 
Prevention  of  carcinoma  of  the  ovary  is  the 
principal  thought  in  the  surgeon’s  mind,  but 
prevention  of  benign  lesions  is  also  consid- 
ered, thus  saving  the  patient  from  future 
pelvic  surgery.  The  question  of  whether  the 
ovaries  function  after  the  uterus  has  been 
removed,  and  if  so  for  how  long,  is  also  con- 
sidered. 

Certainly  carcinoma  of  the  ovary  is  a 
dreaded  disease.  According  to  RandalP,  the 
five-year  survival  rate  varies  from  11  per 
cent  to  15  per  cent.  This  is  without  question 
a poor  prognosis.  Early  detection  of  cancer 
of  the  ovary  is  difficult,  and  anything  that 
might  improve  this  situation  must  be  given 
careful  consideration.  To  date,  according  to 
a recent  report  by  HilleboP,  from  the  New 
York  State  Health  Department,  the  rate  of 
deaths  due  to  carcinoma  of  the  ovary  has 
actually  increased  over  the  past  ten  years 


rather  than  decreased,  so  apparently  no  im- 
provement has  resulted  from  the  prophylactic 
removal  of  ovaries.  Before  we  decide  to  re- 
move ovaries  indiscriminately  to  prevent 
ovarian  cancer  we  must  first  know  something 
about  the  incidence  of  cancer  of  the  ovary. 

Incidence  of  cancer 

This  incidence  is  generally  reported,  ac- 
cording to  RandalP,  as  a little  less  than  1 
per  cent.  At  no  time  in  life  are  the  “odds” 
any  greater  than  nine  chances  in  1,000,  and 
after  the  age  of  50  the  probability  of  death 
from  ovarian  cancer  drops  rapidly.  This  state- 
ment may  not  seem  valid  on  the  surface,  in 
view  of  the  fact  that  70  per  cent  of  cancer 
of  the  ovary  is  found  in  women  after  the 
fifth  decade  of  life,  but  it  is  more  apparent 
when  we  consider  that  most  women  at  the 
age  of  50  will  die  in  a relatively  few  years 
from  some  other  disease.  If  we  take  an  arbi- 
trary figure  and  say  that  one  out  of  every 
ten  women  will  have  pelvic  surgery  for  a 
benign  condition  after  the  age  of  40,  and  in 
all  of  these  patients  we  removed  both  ovaries, 
we  would  prevent  less  than  one  woman  out 
of  every  100  that  we  operated  from  develop- 
ing cancer  of  the  ovary  and  in  the  over-all 
female  population  less  than  one  in  1,000  from 
cancer  of  the  ovary.  Even  with  these  small 
figures  this  would  be  a justifiable  procedure 
if  this  were  the  only  consideration,  but  many 
other  factors  must  be  considered  before  we 
go  to  this  extreme. 

As  to  the  function  of  ovarian  tissue  after 
hysterectomy  in  patients  under  the  age  of  40 
when  the  ovaries  are  not  removed,  RandalP 
has  shown  by  vaginal  smear  that  from  two  to 
five  years  after  surgery  only  10.2  per  cent 
will  show  marked  to  moderate  estrogen  de- 
ficiency. In  a group  of  all  ages  in  which  the 
ovaries  were  removed,  39.2  per  cent  showed 
ovarian  failure  two  to  five  years  after  sur- 
gery. Likewise  a study  done  by  Bancroft- 
Livingston'  showed  that  women  having  hys- 
terectomy done  before  the  age  of  45  and  the 
ovaries  preserved,  only  5 per  cent  had  atro- 
phic smears  three  years  following  surgery. 
In  a group  operated  on  over  the  age  of  45, 
25  per  cent  showed  inactive  smears  after 
three  years.  He  concludes  that  hysterectomy 
with  conservation  of  ovarian  tissue  does 
nothing  to  hasten  the  onset  of  ovarian  failure. 

continued  on  next  page 
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Function  after  menopause 

With  regard  to  ovarian  function  after  the 
menopause,  RandalP  in  a study  of  812  women 
shows  that  the  ovaries  do  not  suddenly  cease 
functioning  when  menstruation  stops.  Only 
17.7  per  cent  show  marked  to  moderate  estro- 
gen deficiency  one  to  two  years  after  the 
menopause,  30.1  per  cent  at  two  to  five  years, 
36.9  per  cent  at  five  to  ten  years,  53.5  per 
cent  at  ten  to  15  years  and  even  at  15  years 
plus  only  50.7  per  cent  show  marked  to  mod- 
erate estrogen  deficiency. 

More  striking  evidence  of  ovarian  func- 
tion and  importance  to  health  and  well-being 
is  presented  in  a highly  publicized  paper  by 
Griffith®  in  “Obstetrics  and  Gynecology,” 
May,  1956,  in  which  he  shows  decade  by 
decade  that  in  oophorectomized  women  the 
incidence  of  severe  coronary  arteriosclerosis 
was  10  per  cent  to  45  per  cent  greater  than 
in  those  in  VN^hich  the  ovaries  were  intact. 

Griffith®  also  emphasizes  the  importance 
of  ovarian  tissue  in  maintaining  normal  inter- 
relations with  other  endocrine  glands,  name- 
ly, in  the  adrenals,  cortical  hypertrophy  and 
blood  pressure  increases  in  the  patient  with 
previous  hypertension,  in  the  pituitary,  in- 
creased secretion  of  anterior  pituitary  growth 
hormone  and  in  the  thyroid,  decreased  func- 
tion. 

Lost  endocrine  balance 

Masters®  also  emphasizes  the  importance 
of  ovarian  function  in  endocrine  balance, 
such  as  decreased  thyroid  function  and  in- 
creased gonodatropin  production  when  ova- 
rian tissue  is  eliminated.  He  states,  “With 
clinical  failure  of  the  gonad,  the  fine  balance 
of  mutually  stimulative  secretory  function, 
or  interglandular  dependence,  is  lost  to  the 
entire  endocrine  chain.” 

Ibarra^®  stresses  the  function  of  estrogen 
in  preventing  osteoporosis.  This  is  due  to  a 
negative  protein  balance  as  a result  of  the 
deficiency  of  the  protein  anabolic  estrogen 
hormone;  consequently,  there  is  a decreased 
deposition  of  calcium  in  the  bony  tissue. 

McCall,  Keaty,  and  Thompson”  have  re- 
cently reported  a series  of  26  cases  of  car- 
cinoma of  the  cervix  in  which  radical  ab- 
dominal hysterectomy  with  pelvic  lymphno- 
dectomy  was  done  but  the  ovaries  were  not 
removed.  They  report  that  there  were  no 


cases  of  ovarian  metastasis  postoperatively, 
the  well-being  of  the  patients  was  much 
improved  and  there  was  evidence  of  good 
ovarian  function  by  laboratory  methods  as 
compared  with  a group  of  controls.  This 
emphasizes  the  fact  that  even  in  the  face  of 
certain  types  of  cancer  it  may  not  be  neces- 
sary to  remove  ovarian  tissue  when  pelvic 
surgery  is  done. 

Siddall  and  Levine”  feel  that  unilateral 
oophorectomy  should  be  done  in  women 
under  the  age  of  35  when  other  pelvic  sur- 
gery is  indicated,  thereby  reducing  the  inci- 
dence of  cancer  of  the  ovary  by  50  per  cent. 
This  may  be  justifiable,  but  Griffith®  points 
out  that  too  little  ovarian  mass  may  bring 
on  ovarian  failure. 

Summary 

Now  in  summary  let  us  quickly  review 
the  reasons  for  conserving  normal  ovarian 
tissue: 

1.  The  prophylactic  removal  of  ovarian 
tissue  will  reduce  the  over-all  incidence  of 
carcinoma  of  the  ovary  by  less  than  one  in 
1,000. 

2.  The  general  opinion  of  most  workers 
is  that  the  over-all  well-being  and  mental 
attitude  of  the  patient  is  preserved  by  con- 
serving ovarian  tissue. 

3.  The  interglandular  dependence  is  lost 
to  the  whole  endocrine  chain  when  the 
ovaries  are  removed. 

4.  In  patients  with  previous  hypertension 
the  blood  pressure  is  frequently  increased 
when  the  ovaries  are  sacrificed. 

5.  Removal  of  the  ovaries  results  in  a 10 
per  cent  to  45  per  cent  increase  in  severe 
coronary  arteriosclerosis,  regardless  of  the 
age  of  the  patient. 

6.  Osteoporosis  is  more  commonly  seen 
and  develops  earlier  in  oophorectomized  pa- 
tients. 

7.  It  has  been  proved  without  question 
that  the  ovaries  do  continue  to  function  after 
hysterectomy. 

8.  There  is  unquestionable  proof  that  the 
ovaries  do  continue  to  function  as  an  endo- 
crine gland  after  the  menopause  for  varied 
lengths  of  time,  thereby  giving  protection 
to  the  body  from  severe  degenerative  condi- 
tions. 
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9.  The  body  requirements  of  the  ovarian 
hormones  is  not  known  and  it  is  difficult  to 
know  what  quantities  and  what  hormones  to 
give  to  oophorectomized  patients  to  replace 
this  need. 

Conclusion 

From  the  evidence  at  hand  as  reported 
by  various  investigators  on  the  subject,  I feel 


that  it  behooves  us  as  surgeons  to  rearrange 
our  thinking  and  be  far  more  conservative 
in  the  removal  of  normal  ovarian  tissue  re- 
gardless of  the  age  of  the  patient.  Until 
further  evidence  is  available  to  the  contrary, 
we  must  consider  the  ovary  as  a functioning, 
important  endocrine  gland  and  protect  our 
patients  by  leaving  normal  ovaries  intact  at 
any  age  in  life  when  pelvic  surgery  is  indi- 
cated for  benign  conditions.  • 
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Leukemia  and  pregnancy* 

John  S.  Flint,  M.D.,  Denver 


An  illustrative  case  is  summarized, 
recent  literature  discussed  with  respect 
to  survival  and  management  of  the 
pregnant  leukemic,  and  some 
speculative  observations  made  on  the 
nature  of  the  placental  barrier. 


Because  of  increasing  incidence  of  leukemia 
and  advances  in  methods  of  treatment,  the 
coincidence  of  leukemia  and  pregnancy  is  of 
growing  interest  to  both  obstetrician  and  in- 
ternist. The  many  case  reports  in  recent  lit- 
erature is  evidence  of  this  interest.  Because 
of  lack  of  uniformity  of  clinical  data  and  their 
interpretation  and  the  variable  nature  of  the 
leukemic  process  itself,  valid  conclusions 
drawn  from  a case  or  series  of  cases  are  dif- 
ficult to  formulate  and  are  subject  to  mis- 
interpretation, as  evidenced  by  variable  and 
often  conflicting  opinions  rendered  by  va- 
rious authors  on  this  subject. 

CASE  REPORT 

C.G.,  a 31-year-old  white  gravida  ii,  para  i,  was 
seen  during  the  seventh  month  of  pregnancy  be- 
cause routine  blood  counts  showed  persistent  leu- 


‘Presented  before  the  Annual  Meeting  of  the  Colorado  State 
Medical  Society  at  Colorado  Springs,  September  26,  1958. 


cocytosis  of  90,000  to  100,000.  The  patient  was 
asymptomatic,  and  her  pregnancy  uneventful.  Past 
and  family  histories  were  non-contributory.  On 
examination  the  uterus  was  enlarged  to  the  size 
of  a seven-month  pregnancy,  but  there  were  no 
other  significant  physical  findings.  The  liver  and 
spleen  were  not  palpable,  there  were  no  enlarged 
lymph  nodes  and  no  hemorrhagic  manifestations. 
Her  hemogram  showed  hemoglobin  10.4  grams  or 

67  per  cent;  erythrocytes,  3,680,000;  leucocytes, 
90,000;  differential  in  per  cent — neutrophiles,  65; 
eosinophiles,  1;  basophiles,  1;  metamyelocytes,  16; 
myelocytes,  14;  lymphocytes,  3;  platelets  were  254,- 
000/cu.  mm.  Chest  x-ray  was  normal.  Bone  mar- 
row showed  granulocytic  hyperplasia  with  some 
shift  toward  immaturity  of  cells.  Diagnosis  of 
chronic  myeloid  leukemia  was  made  on  the  basis 
of  blood  and  bone  marrow  findings.  Throughout 
the  rest  of  her  pregnancy  the  patient  was  given 
no  treatment  other  than  iron  and  vitamins.  On 
November  17,  1949,  her  WBC  was  76,000,  and 
hemoglobin  76  per  cent.  Uncomplicated  delivery 
of  a normal  male  infant  was  accomplished  on 
December  2,  1949.  On  February  8,  1950,  the  WBC 
had  risen  to  97,500  with  36  per  cent  immature 
forms,  platelets  were  354,000,  and  the  spleen  was 
enlarged  to  three  centimeters  below  the  costal 
margin.  Five  millicuries  of  P-32  were  administered 
that  day.  The  WBC  fell  to  39,000  in  May,  but  rose 
again  to  110,000  on  August  16,  1950,  when  she  was 
given  another  five  millicuries  of  P-32  intrave- 
nously. She  became  pregnant  again  in  October, 
1950.  Because  her  physicians  feared  an  exacerba- 
tion of  her  disease  during  pregnancy,  therapeutic 
abortion  was  advised,  and  was  carried  out  on  De- 
cember 4,  1950.  Her  WBC  was  11,250,  hemoglobin 

68  per  cent.  Three  weeks  later  her  WBC  was  7,800, 
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Fig.  1.  Diagram  of  highlights  of  course  of 
C.  G.,  a patient  with  chronic  myeloid  leu- 
kemia complicated  by  pregnancy. 


with  normal  differential.  With  no  further  treat- 
ment she  remained  in  clinical  and  hematologic  re- 
mission through  June,  1951,  when  she  disappeared 
until  June,  1952.  Exacerbation  of  leukemia  then 
brought  her  to  the  Hospital  of  the  University  of 
Pennsylvania  where  she  was  given  x-ray  therapy 
to  the  spleen  and  long  bones  during  July  and 
August.  She  improved,  but  died  after  a splenic 
infarct  on  October  16,  1952.  Her  child  was  normal 
when  last  seen  in  1951. 

Comment 

Two  pregnancies  occurred  during  the 
course  of  chronic  granulocytic  leukemia  in 
this  patient.  Duration  of  disease  from  di- 
agnosis to  death  was  36  months.  It  would  be 
difficult  to  say  whether  the  therapeutic  abor- 
tion was  wise,  or  if  it  had  any  effect  on  the 
course  of  this  patient’s  leukemia. 

Discussion 

Leukemia  is  a rarely  encountered  disease, 
and  the  coincidence  of  pregnancy  with  leu- 
kemia even  more  rare.  Some  of  the  reasons 
for  the  rare  occurrence  of  pregnancy  in  leu- 
kemia are:  (1)  the  infrequency  of  pregnancy 
with  debilitating  disease,  (2)  the  short  dura- 
tion of  life  in  acute  leukemia,  (3)  infertility 
due  to  infiltration  of  the  reproductive  organs 
by  leukemic  cells,  (4)  chronic  leukemia,  espe- 
cially the  lymphoid  type,  is  usually  seen  in 
older  individuals  past  the  child-bearing  age 
and  (5)  efforts  made  to  avoid  pregnancy 


when  the  diagnosis  of  leukemia  is  known. 

Since  Erf’s  summary  of  100  cases  in  1947^ 
60  additional  case  reports  were  collected  by 
Sheehey-  (including  the  seven  cases  from  the 
Czechoslovakian  literature  in  an  addendum 
to  this  paper) . Three  other  cases  not  listed  in 
his  report®  plus  the  one  presented  here  make 
the  present  total  of  reported  cases  164.  Of 
these,  137  are  listed  as  granulocytic  (40  acute 
and  97  chronic),  20  are  lymphoid  (16  acute 
and  4 chronic)  and  7 are  monocytic  (all 
acute) . 

It  is  encouraging  that,  as  expected,  the 
survival  time  in  acute  leukemia  complicated 
by  pregnancy  has  increased  in  recent  years. 
In  a recent  analysis  by  Yahia,  Hyman  and 
Phillips®  of  32  cases  of  acute  leukemia  in 
pregnancy  seen  since  1948  who  received  ste- 
roid and/or  antimetabolite  therapy,  the  aver- 
age total  duration  of  disease  from  diagnosis 
to  death  was  5.9  months  which  contrasts 
favorably  to  that  in  a comparable  review  by 
McGoldrick  and  Lapp  in  1943^  in  which  it 
was  only  2.5  months.  Concurrently  the  fetal 
mortality  has  decreased  from  60  to  38.7  per 
cent.  In  chronic  leukemia  the  survival  time 
is  much  more  difficult  to  analyze,  since  the 
natural  course  of  the  disease  is  so  variable, 
and  many  of  the  case  histories  are  incomplete 
because  the  reports  were  made  while  the 
patient  was  still  living.  Tivey®  found  that  50 
per  cent  of  2,000  patients  with  chronic  leu- 
kemia were  dead  2.65  years  after  the  diag- 
nosis was  made.  In  33  cases  of  chronic  leu- 
kemia during  pregnancy  reviewed  by  Shee- 
hey® whose  duration  of  disease  was  known, 
the  50  per  cent  mortality  point  was  reached 
in  2.5  years,  which  is  a favorable  comparison, 
considering  that  Tivey’s  group  included  males 
and  older  individuals.  There  are  no  compara- 
ble figures  from  previous  studies  to  show 
whether  this  represents  an  increase  in  sur- 
vival time  in  recent  years.  Surprisingly,  the 
fetal  mortality  in  chronic  leukemia  is  virtu- 
ally unchanged,  being  16.4  per  cent  in  Mc- 
Goldrick and  Lapp’s  1943  study  and  16.2  per 
cent  in  Sheehey’s  1958  review. 

The  purpose  of  therapy  when  pregnancy 
coincides  with  leukemia  is  the  maintenance 
of  the  pregnancy  to  as  near  term  as  possible, 
with  vaginal  delivery  the  method  of  choice. 
All  but  two  authors  on  the  subject  since 
1950'’’  ■ agree  that  pregnancy  does  not  signifi- 
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cantly  alter  the  course  or  prognosis  of  the 
leukemia.  Interruption  of  the  pregnancy  de- 
feats our  purpose  in  therapy  without  serving 
any  good  end.  In  acute  leukemia,  artificial 
termination  of  the  pregnancy  results  in  pre- 
mature and  non-viable  infants,  and  the  oper- 
ative procedure  is  almost  certain  to  shorten 
the  life  of  the  mother.  For  this  reason  acute 
leukemia  is  never  an  indication  for  abortion. 
In  chronic  leukemia,  with  careful  obstetric 
and  hematologic  management  a live  baby 
will  be  obtained  in  nearly  85  per  cent  of 
cases,  even  though  leukemia  is  a recognized 
cause  of  spontaneous  prematurity.  Unusual 
difficulty  during  delivery,  such  as  excessive 
hemorrhage,  is  rare  despite  the  hemorrhagic 
tendencies  encountered  in  leukemia.  Only 
three  of  114  cases  reviewed  by  Harris®  had 
severe  hemorrhage.  Therefore,  there  is  no 
disadvantage  in  carrying  patients  to  as  near 
term  as  possible  and  delivering  them  normal- 
ly where  obstetrically  feasible.  Aside  from 
purely  obstetrical  reasons,  cesarean  section 
is  indicated  only  when,  after  the  fetus  be- 
comes viable,  the  mother  fails  rapidly  despite 
therapy  and  her  death  seems  imminent.  In 
this  instance,  emergency  section  may  save  an 
otherwise  doomed  infant.  Since  fetal  death 
nearly  always  precedes  maternal  death  in 
these  cases,  postmortem  section  would  be  ex- 
pected to  be  futile. 

Individual  consideration 

In  management  of  the  leukemia  in  preg- 
nant patients,  conservative  supportive  meas- 
ures directed  to  keeping  the  mother  alive 
and  in  reasonably  good  condition  should  be 
fully  utilized.  These  measures  include  iron, 
vitamins,  antibiotics,  transfusions  and  ste- 
roids as  indicated.  If  the  leukemia  progresses 
and  poses  an  immediate  threat  to  the 
mother’s  life  despite  these  measures,  suppres- 
sive treatment  for  the  leukemia  must  be  con- 
sidered, and  the  risks  to  the  mother  and 
infant  weighed.  Each  case  requires  individual 
consideration  in  the  light  of  its  peculiar  cir- 
cumstances, and  no  general  rules  for  therapy 
can  be  applied.  The  few  reports  of  antileu- 
kemic treatment  given  during  pregnancy  are 
encouraging,  and  seem  to  indicate  that,  where 
necessary,  suppressive  treatment  can  be  car- 
ried out  without  necessarily  harming  the 
fetus.  In  acute  leukemia  the  steroids  can  be 


used  as  suppressive  agents  without  causing 
unmanageable  adrenal  insufficiency  in  the 
infants  at  or  after  birth.  They  have  been  used 
in  extremely  high  doses  successfully  (e.g., 
meticorten,  one  gram  daily) , but  whether  this 
massive  dose  produces  better  results  than 
more  ordinary  doses  is  still  open  to  question. 
Local  x-ray  to  the  thorax,  long  bones  and 
spleen  has  been  given  during  pregnancy  with 
no  apparent  ill  effects  to  the  child®.  Pelvic 
irradiation,  or  total  body  irradiation  such  as 
is  obtained  with  P-32  is  contraindicated,  and 
one  patient  who  was  given  P-32  in  the  eighth 
week  of  an  undiagnosed  pregnancy  had  a 
stillborn  baby,  possibly  because  of  the  effects 
of  the  P-32h  However,  one  patient  with 
chronic  granulocytic  leukemia  received  myle- 
ran  throughout  her  pregnancy^®,  another  was 
given  urethane  from  the  fourth  month  on^^, 
and  both  of  these  women  had  normal  babies. 
Two  cases  of  acute  leukemia  treated  with 
6-mercaptopurine  have  been  reported.  Of 
these,  one  received  6-MP  for  a period  of  six 
weeks  beginning  at  the  sixth  month  of  preg- 
nancy, and  had  a normal,  full  term  infant^^. 
In  the  other,  treatment  antedated  the  preg- 
nancy by  two  months,  and  was  continued  at 
2.5  mgm/Kg.  throughout  the  pregnancy  which 
resulted  in  a three-pound  premature  infant 
who  lived  only  48  hours,  but  had  a normal 
blood  picture^®.  Bierman  has  reported  one 
case  of  acute  lymphoid  leukemia  treated  dur- 
ing pregnancy  with  triethylene  melamine  and 
x-rayi^.  The  infant  was  leukopenic  at  birth, 
but  promptly  recovered  and  developed  nor- 
mally. I have  found  no  reports  of  nitrogen 
mustard,  triethylene  phosphoramide,  aminop- 
terin  or  chlorambucil  being  used  during 
pregnancy.  From  our  knowledge  of  the  va- 
rious agents  used  in  the  suppressive  treat- 
ment of  leukemia,  and  the  results  obtained 
in  the  reports  mentioned  above,  it  would  ap- 
pear that  local  x-ray  (avoiding  the  plevis), 
myleran,  urethane,  and  even  T.E.M.  can  be 
used  in  treatment  of  chronic  leukemia  during 
pregnancy  when  the  need  for  treatment  jus- 
tifies the  potential  risk  of  such  therapy.  In 
acute  leukemia,  the  choice  of  drug  therapy 
is  limited.  Steroids,  of  course,  are  the  first 
thought,  and  are  both  supportive  and  sup- 
pressive in  their  action.  Aminopterin  is  con- 
traindicated in  the  first  trimester  because  of 
its  abortifacient  properties;  6-MP  carries  a 
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similar,  but  lesser  risk,  and  is  probably  the 
antimetabolite  of  choice  when  one  must  be 
used. 

There  is  unanimous  agreement  in  the  lit- 
erature that  the  placenta  is  an  insuperable 
barrier  to  leukemia  on  either  side.  Although 
there  have  been  a few  reports  of  congenital 
leukemia,  the  mothers  in  all  cases  were 
normal,  and  no  infant  born  of  a leukemic 
mother  has  showed  evidence  of  leukemia.  As 
Bierman  has  pointed  out^^,  long  term  follow- 
up on  these  children  is  almost  totally  lacking, 
but  thus  far  no  late  effects  have  been  re- 
ported. In  the  many  cases  of  leukemia  in 
pregnancy  in  which  the  placenta,  fetus  or 
both  have  been  examined  pathologically,  no 
leukemic  cells  have  been  found  in  the  fetal 
organs  or  any  part  of  the  fetal  circulation, 
even  where  the  maternal  side  of  the  placenta 
was  heavily  infiltrated.  Total  lack  of  evidence 
or  even  speculation  to  explain  this  remark- 
able phenomenon  is  mute  evidence  of  our 
complete  ignorance  of  its  mechanism.  We 
know  that  blood  cells  pass  through  the  pla- 
centa to  cause  sensitivity  to  Rh  and  other 
factors.  We  also  know  that  certain  hormones 
pass  freely  through  the  placenta.  An  extract 
of  placenta  from  a case  of  chronic  leukemia 
produced  a definite  myeloid  infiltration  in 
the  organs  of  guinea  pigs^®.  Yet  no  human 
fetus  has  shown  a similar  reaction  when  its 
mother  has  leukemia.  In  AK  mice,  lymphoid 
leukemia  has  been  transmitted  from  one  gen- 
eration to  the  next  by  injecting  a cell-free 
extract  of  leukemic  organs  into  mice  in  the 
suckling  stage^®.  Yet  there  is  no  transmission 
of  human  leukemia  from  one  generation  to 
the  next.  The  nature  of  the  placental  barrier 
to  transmission  of  leukemia,  which  seems  ab- 


solute, is  still  a mystery  which  is  not  well 
explained  by  any  of  the  theories  of  the  origin 
of  leukemia. 


Summary 

A previously  unreported  case  of  chronic 
myeloid  leukemia  complicated  by  pregnancy 
has  been  presented,  and  the  literature  per- 
tinent to  maternal  and  infant  survival  briefly 
surveyed.  In  acute  leukemia,  maternal  sur- 
vival time  has  increased  and  fetal  mortality 
has  considerably  decreased  in  recent  years. 
Comparable  data  are  lacking  in  chronic  leu- 
kemia. There  is  no  evidence  that  the  course 
of  leukemia  is  affected  by  pregnancy.  Treat- 
ment of  leukemia  during  pregnancy  should 
be  conservative.  Leukemia  is  not  an  indica- 
tion for  abortion,  and  only  in  rare  instances 
is  cesarean  section  indicated.  Recent  experi- 
ence indicates  that,  when  necessary,  certain 
antileukemic  therapy  can  be  carried  out  dur- 
ing the  pregnancy  with  no  apparent  harm  to 
the  fetus.  The  placenta  is  an  absolute  barrier 
to  leukemia,  and  its  mechanism  is  un- 
known. • 
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“Ibarra,  J.  D.,  Jr.:  Tex.  St.  J.  of  Med.  52:1:20. 

“McCall,  Milton  L.;  Keaty,  Ellen  C.,  Ph.D.,  and  Thompson, 
John  D.:  Am.  J.  Ob.  and  Gyn.  75:3:590. 


‘“Siddall,  R.  S.,  and  Levine,  Bernard:  Am.  J.  Ob.  and  Gyn. 
72:5:1025. 

Reticulum  cell  cont.  from  page  41 
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J^ew  wide-use  dosage  form 

of  the  outstanding 
anticholinergic-antispasmodic 


PRO-BANTHINE 

rp  m nj  pprpQ 

(HALF  STRENGTH) 


Pro-Banthlne  (Half  Strength)  has  been  especially  designed  for  your  pre- 
scribing convenience. 

This  new  form  provides  flexibility  of  dosage  from  low  levels  of  one 
tablet  t.i.d.  for  patients  with  minimal  distress,  to  one  or  two  tablets 
every  2 or  3 hours  for  those  with  more  pronounced  symptoms. 

Primary  indications  are  gastrointestinal  spasm,  bladder  spasm,  main- 
tenance therapy  of  peptic  ulcer  and  "irritable  bowel”  syndrome.  The 
lower  dosage  also  has  a field  of  usefulness  in  smooth  muscle  spasm  of 
children  and  geriatric  patients. 

when  your  prescription  reads— 
Pro-Banthine  Tablets  (Half  Strength) 
—the  pharmacist  will  dispense  this  new  size  (IVi  mg.) 


PRO-BANTHINE  (brand  of  propantheline  bromide) 


Dosage  forms: 


Pro-Banthine  tablets  (15  mg.) 

Pro-Banthine  tablets  (Half  Strength)  (7  Vi  mg.) 
Pro-Banthine  ampuls  (30  mg.) 


G.  D.  Searle  & Co.,  Chicago  80,  111.  Research  in  the  Service  of  Medicine. 
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new. . . highly  effective  tranquilizer 


Comparison  of  TENTONE  usefulness 
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. . for  extended  office  practice  use 


NEW  PHENOTHIAZINE  COMPOUND  FOR  THE  LOWER  AND  MIDDLE  RANGE  OF  DISORDERS 


Positive,  rapid  calming  effect  in  mild  and  moderate  cases. 

Striking  freedom  from  organic  toxicity,  intolerance,  or  sen- 
sitivity reaction— particularly  at  low  dosage.  Greater  freedom 

from  induced  depression  or  drug  habituation.  May  be  use- 

ful, as  with  other  tranquilizers,  to  potentiate  action  of  analgesics, 
sedatives,  narcotics.  Facilitates  management  of  surgical, 

obstetric,  and  other  hospitalized  patients.  Indicated  when 

more  than  a mild  sedative  effect  is  desired . . . and  less  than  psy- 
chosis is  involved.  -^►-Dosage  range:  In  mild  to  moderate  cases: 
from  30  to  100  mg.  daily.  In  moderate  to  severe  cases:  from  75  to 
500  mg.  daily. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

President  Eisenhower’s  power  of  veto  has  been 
a powerful  weapon  in  his  fight  against  big  spend- 
ing programs  of  the  Democrats. 

His  outstanding  use  of  the  power  so  far  in  this 
session  of  Congress  was  the  veto  of  the  Democratic, 
catch-all  $1,375,000,000  housing  bill.  Mr.  Eisen- 
hower said  the  measure  was  extravagant  and  in- 
flationary. He  warned  that  the  fight  against  infla- 
tion could  not  be  won  “if  we  add  one  spending 
program  to  another  without  thought  of  how  they 
are  going  to  be  paid  for  and  invite  deficits  in  times 
of  general  prosperity.” 

The  housing  bill  included  three  provisions  of 
interest  to  the  medical  profession.  One  provision, 
endorsed  by  the  American  Medical  Association, 
would  have  authorized  Federal  Housing  Admin- 
istration guarantees  of  loans  for  construction  of 
proprietary  nursing  homes.  The  second  provision 
would  have  authorized  direct  federal  loans  for 
housing  for  interns  and  nurses.  The  third  would 


have  authorized  both  such  loans  and  guarantees 
for  housing  for  elderly  persons. 

Mr.  Eisenhower  objected  to  direct  loans  for 
the  aged.  But  he  directed  his  main  attack  against 
the  legislation’s  public  housing  and  urban  renewal 
provisions. 

The  President  also  vetoed  a wheat  price  sup- 
port bill  which,  he  charged,  “would  probably  in- 
crease . . . the  cost  of  the  present  excessively 
expensive  wheat  program.” 

The  threat  of  a veto  also  caused  the  Democrats 
to  retreat  and  cut  back  their  airport  construction 
legislation. 

These  actions  improved  prospects  for  a bal- 
anced, or  near-balanced,  budget  in  the  current 
fiscal  year.  Another  factor  working  for  a balanced 
budget  is  the  economic  upsurge  which  means  more 
federal  revenue  than  originally  estimated. 

But  Congress  voted  more  for  medical  research 
than  the  President  wanted.  However,  all  of  it  may 
not  be  spent  because  the  President  has  the  author- 
ity to  hold  back  part  of  it. 

The  Senate  voted  $481  million  and  the  House, 
$344  million,  for  the  National  Institutes  of  Health 
— as  against  $294  million  requested  by  Mr.  Eisen- 
however.  It  was  mandatory  that  a House-Senate 
Conference  Committee,  in  working  out  a compro- 
mise between  the  House  and  Senate  figures,  ap- 
prove a larger  amount  than  the  President  re- 
quested. 

The  House  Ways  and  Means  Committee  held 


fast,  effective  and  long-lasting  relief  from... 


general  use . . . 
in  general  practice 


BURNS  — sunburn,  cooking,  ironing 


PAIN  — hemorrhoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 


ITCHING  — insect  bites,  poison  ivy,  pruritus 


The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.A. 


IM 


OINTMENT  a.5%  8e  5% 


*U.S.  PAT.  NO.  2,441,496  MADE  IN  U.S.A. 
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hearings  on  the  controversial  Forand  bill  which 
would  finance  medical  and  hospital  care  of  the 
aged  through  the  Social  Security  system.  Wit- 
nesses for  the  medical  profession  vigorously  op- 
posed the  legislation.  Dr.  Leonard  Larson,  Chair- 
man of  the  A.M.A.  Board  of  Trustees,  and  Dr. 
Frederick  C.  Swartz,  Chairman  of  the  A.M.A. 
Committee  on  Aging,  presented  the  A.M.A.’s  views. 

Representatives  of  various  state  medical  soci- 
eties either  testified  or  presented  statements  in 
opposition  to  the  legislation  which  would  be  fi- 
nanced through  higher  Social  Security  taxes  and 
which  would  cost  about  $2  billion  a year. 

On  another  legislative  front,  A.M.A.  witnesses 
— Dr.  George  M.  Fister,  a member  of  the  A.M.A. 
Board  of  Trustees  and  Chairman  of  the  A.M.A. 
Council  on  Legislative  Activities,  and  Dr.  Vincent 
W.  Archer,  a member  of  the  A.M.A.  House  of 
Delegates  and  the  A.M.A.  Committee  on  Federal 
Medical  Services — testified  before  the  Senate  Fi- 
nance Committee  in  support  of  a House-approved 
bill  (Keogh-Simpson)  that  would  provide  tax  de- 
ferrals for  self-employed  persons  who  invest  in 
qualified  pension  or  retirement  plans. 

Experts  from  17  nations  gave  favorable  reports 
on  use  of  live  polio  virus  vaccine  at  a week’s 
conference  sponsored  by  the  World  Health  Organ- 
ization and  the  Pan  American  Health  Organization. 

However,  the  61  experts  conceded  in  a state- 
ment summarizing  the  conference  discussions  that 
problems  remain  in  use  of  the  vaccine  which  is 


given  orally.  Their  main  concern  was  with  “the 
very  difficult  problems  in  the  development  control 
and  evaluation  of  the  safety  and  effectiveness”  of 
the  live  vaccine. 

An  advisory  committee  of  the  U.  S.  Public 
Health  Service  recommended  a fourth  shot  of 
Salk  polio  vaccine  as  routine  for  children  and 
adults  under  40  years  of  age.  The  report  also  said 
that  Salk  vaccine  shots  could  be  beneficial  for 
persons  over  40  but  was  “less  urgent”  because 
they  had  polio  less  frequently  than  younger  people. 

Surgeon  General  Leroy  E.  Burney  of  the  Public 
Health  Service  also  issued  an  urgent  warning  that 
tragic  polio  outbreaks  might  occur  this  year  if 
communities  didn’t  push  polio  vaccination  cam- 
paigns. 

The  Medical  Society  of  the  District  of  Colum- 
bia adopted  a relative  value  scale  of  fees  expressed 
in  units  rather  than  dollars.  The  basic  unit  of  1.0 
is  a routine  office  visit.  The  other  relative  values 
for  medical  services  are  multiples  of  the  basic 
unit.  For  example — an  appendectomy,  30  units; 
allergy  skin  tests,  2.0  units  per  10  tests  with  a 
maximum  of  15  units  for  multiple  tests;  anesthesia, 
first  half-hour  or  any  fraction  thereof,  4.0  units. 

It  is  not  mandatory  that  the  District  Medical 
Society  members  charge  fees  conforming  to  the 
relative  value  scale. 

The  A.M.A.  House  of  Delegates  unanimously 
approved  last  year  the  study  of  relative  value 
scales  by  state  medical  societies. 


^PERFECT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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Clinical  findings  in  900  patients 
show  the 

selective  antihypertensive  action 
of  Singoserp 


IN  735  PATIENTS,  BLOOD  PRESSURE  FELL  AN  AVERAGE  OF  30.7  mm.  Hg: 

more  than  half  of  these  patients  suffered  from  moderate 
to  severe  hypertension 

more  than  half  of  the  cases  involved  hypertension  of  at 
least  6 years’  standing,  with  many  histories  of  up  to  20 
years’  duration 

THE  SIDE-EFFECTS  PROBLEM  WAS  MINIMIZED  IN  MOST  PATIENTS: 

Chart  shows  gratifyingly  low  incidence  of  side  effects  in  233 
patients  given  Singoserp  with  no  other  antihypertensive 
medication 


Side  Effect 

Number 

Per  Cent 

Lethargy 

7 

2.9 

Headache 

6 

2.5 

Gastrointestinal  upset 

3 

1.2 

Vertigo 

2 

0.8 

Nasal  congestion 

1 

0.4 

DOSAGE:  Initially,  1 to  2 tablets  (1  to  2 mg.)  daily. 

SUPPLIED:  Singoserp  Tablets,  1 mg.  (white,  scored);  bottles  of  100. 
Samples  available  on  request.  Write  to  CIBA,  Box  277,  Summit,  N.J. 


C I B A 

SUMMIT,  N.J. 


remember 

Serpasir 

(reserpine  CIBA) 

for  the 

anxious 

hypertensive 

with  or 

without 

tachycardia 


a major 
improvement 
in  rauwolfia 

a major 
advance  in 
antihypertensive 
therapy 


68 


Rocky  Mountain  Medical  Journal 


the  balanced  electrolyte  solution, 
proven . . .widely  used . . . convenient 
for  routine  use.  A product  of  Baxter 
...pioneer  in  completely  integrated 
parenteral  systems. 


ISOLYTE  conta  in5  i:-:  ecch 

Sodium  Acetoi'?  G.i-i  G 

Chloride  U-S.?.  0.5C  Orn.; 
Chloride  U.  S.  P.  C.075  G-v 
Cifrole  U.SjF,  0.075  Gm.’; 
ride  U.S.P.  0.035  Gm  ; Mac 
ride  Hexchydrate  0.031  Grn. 
^^iarbonafe  precursor*. 


ISOLYTE® 


mmm 


leader  in  parenterals  since  1928 
...a  symbol  of  quality  in 
research,  product  and  service. 


This  modern  enema  is 
and  safe .. .its  longer  rectal ^p;toakes 
easy.  Sigmol®enemas  also  save/ 
ration  and  clean-up  time.  Each  120cc./ 


Sorbitol  Solution  N.  F.  43 
Sulfosuccinaten0.12  Gm: 


TENTH  BIENNIAL 

Rocky  Mountain 
Medical  Conference 

A joint  enterprise  of 

The  Colorado  State  Medical  Society 
The  Montana  State  Medical  Association 
The  New  Mexico  Medical  Society 
The  Utah  State  Medical  Association 
The  Wyoming  State  Medical  Society 

combined  with  the 

89th  Annual  Session  of  the 
Colorado  State  Medical  Society 

September  8,  9,  10,  II,  1959 

SHIRLEY- SAVOY  HOTEL 
Denver,  Colorado 
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GUEST  SPEAKERS 


Edward  L.  Bortz,  M.D. 

Philadelphia,  Pennsylvania 
Chief,  Me  died  Service, 

The  Lankenau  Hospitd,  Philadelphia 


Fred  C.  D.  Collier,  M.D. 

Birmingham,  Alabama 
Professor  of  Surgical  Pathology, 
University  of  Alabama  Medical  Center 


Harold  W.  Dargeon,  M.D. 

New  York,  New  York 
Chief,  Pediatric  Service, 

Memorial  Center  for  Cancer  and  Allied  Diseases 


M.  Edward  Davis,  M.D. 
Chicago,  Illinois 

Chairman  of  Department  of  Obstetrics  and 
Gynecology,  The  University  of  Chicago 


L.  Henry  Garland,  M.D. 

San  Francisco,  California 
Clinied  Professor  of  Radiology, 
Stanford  University  Medical  School 
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GUEST  SPEAKERS 


L.  Stanley  James,  M.D. 

New  York,  New  York 
Research  Assistant  in  Neonatal  Physiology, 
Columbia  Presbyterian  Medical  Center 


Theodore  G.  Klumpp,  M.D. 

New  York,  New  York 

Vice  President,  Pharmaceutical  Manufacturers  Assn., 
President,  Wmthrop  Laboratories 


Ben  M.  Peckham,  M.D. 

Madison,  Wisconsin 
Chairman,  Department  of  Obstetrics-Gynecology, 
University  of  Wisconsin  Medical  School 


Jack  Weinberg,  M.D. 
Chicago,  Illinois 

Clinical  Associate  Professor  in  Psychiatry, 
University  of  Illinois  School  of  Medicine 


Danely  P.  Slaughter,  M.D. 
Chicago,  Illinois 
Professor  of  Surgery, 

University  of  Illinois  School  of  Medicine 
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THE  ROCKY  MOUNTAIN  MEDICAL  CONFERENCE 

What  It  Is  — What  It  Does 


The  Rocky  Mountain  Medical  Conference 
is  a biennial  conference,  a self-sustaining  joint 
enterprise  of  five  state  medical  societies.  It 
was  first  suggested  in  1935  by  Dr.  George  P. 
Lingenfelter,  Colorado’s  fraternal  delegate  to 
New  Mexico,  Utah,  and  Wyoming.  Colorado, 
Utah,  and  Wyoming  jointly  decided  to  under- 
take such  a conference,  and  New  Mexico 
joined  within  a year.  The  first  meeting  was 
held  in  1937  in  Denver,  with  the  Colorado 
Society  as  host.  At  that  meeting  permanent 
policies  were  fixed  for  the  future  of  the  Con- 
ference, and  these  policies  have  been  adhered 
to  ever  since.  Montana  joined  the  Conference 
in  1939  at  the  time  of  the  second  meeting  in 
Salt  Lake  City. 

The  basic  principle  and  sole  purpose  of 
the  Conference  is  to  meet  every  two  years  to 
bring  Rocky  Mountain  physicians  together  for 
an  outstanding  scientific  program  — and  to 
bring  them  together  for  renewal  of  their  re- 
gional friendships.  The  scientific  program 
features  speakers  of  national  stature  from  out- 
side the  Rocky  Mountain  Region,  and  the 
meeting  place  of  the  Conference  is  rotated 
among  the  participating  states.  The  Confer- 
ence does  not  elect  officers,  indulge  in  medi- 
cal politics,  consider  any  resolutions  or  pro- 
nouncements relating  to  the  policies  of  or- 


REGISTRATION 

Registration  at  the  Rocky  Mountain  Medi- 
cal Conference  is  open  to  any  Doctor  of 
Medicine.  Registration  is  not  limited  to  physi- 
cians within  the  five  states  which  participate 
in  managing  the  Conference. 

The  registration  fee  for  the  tenth  meeting 
of  the  Conference  at  Denver  is  five  dollars. 
The  registration  fee  does  not  apply  to  mem- 


ganized  medicine,  and  forbids  itself  any 
activities  that  would  aggrandize  an  individual, 
state  or  locality. 

Management  of  the  Conference  is  vested 
in  a "Continuing  Committee.”  Each  partici- 
pating State  Medical  Society  has  organized  a 
Conference  Committee  of  five  of  its  members, 
serving  overlapping  five-year  terms.  These 
committees,  together,  constitute  the  Continu- 
ing Committee,  which  meets  at  least  annually 
to  plan  future  programs  and  manage  the  af- 
fairs of  the  Conference.  The  chairman  of  the 
host  state’s  Conference  Committee  is  Chair- 
man of  the  Conference  to  be  held  in  that 
state.  He  selects  a Secretary-Treasurer  for 
that  particular  meeting  and  with  the  help  of 
the  Continuing  Committee  also  selects  any 
subcommittees  that  may  be  needed  to  plan 
the  meeting  for  which  his  state  is  host. 

Originally,  the  Rocky  Mountain  Medical 
Conference  met  at  times  separate  and  dis- 
tinct from  the  annual  sessions  of  the  partici- 
pating states.  In  the  years  since  World  War 
II,  with  an  e;ver  increasing  number  of  medical 
meetings,  it  has  become  customary  for  the 
host  state  to  merge  its  own  "state  meeting” 
with  the  Conference  and  conduct  the  Confer- 
ence at  the  season  usually  reserved  for  its  own 
meeting. 


AT  R.M.M.C 

bers  of  the  physician’s  family  who  may  ac- 
company him  to  the  meeting,  to  guest  speak- 
ers from  outside  the  five-state  area,  or  to 
properly  accredited  postgraduate  residents  or 
interns.  Each  physician  will  be  given  an 
identification  badge,  and  admission  to  all 
Conference  activities  will  be  by  badge  only. 
Separate  tickets  will  be  on  sale  at  the  regis- 
tration desk  for  the  banquet  and  dance. 
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THE  R.M.M.C.  RUNS  BY  THE  CLOCK! 


The  Scientific  Programs  of  the  Rocky  Mountain 
Medical  Conference  are  run  by  the  clock,  to  the 
minute.  This  has  been  true  of  the  previous  meetings, 
and  it  will  be  true  this  September. 

All  meetings  will  begin  on  time,  all  speakers 
will  be  required  to  begin  their  presentations  exactly 
on  time  and  none  will  be  permitted  to  speak  longer 


than  as  scheduled  in  the  program.  All  who  attend 
the  Conference  are  requested  to  assist  the  speakers 
and  benefit  themselves  by  being  in  the  meeting  room 
a few  minutes  in  advance  of  the  papers  they  wish  to 
hear.  Any  member  who  arrives  late  to  hear  any  par- 
ticular paper  is  assured  that  he  will  miss  part  of  that 
paper!  Also,  his  late  arrival  would  be  disturbing  to 
the  speaker  and  the  audience  alike. 


HOTEL  RESERVATIONS 

All  major  downtown  hotels  in  Denver  have  set  be  made  direct  to  the  hotel  or  motel  of  your  choice, 
aside  blocks  of  rooms  to  accommodate  doctors  and 

their  families  attending  the  Rocky  Mountain  Medical  members  in  the  five-state  area  will  soon  re- 

Conference.  Reservations  for  the  Conference  should  ceive  a letter  giving  full  details  of  hotel  rates. 

POCKET  PROGRAM 

A final  program  for  the  Tenth  Rocky  Moun-  Journal,  will  be  published  in  pocket  size  in  August 
tain  Medical  Conference,  complete  with  additional  and  mailed  to  all  members  of  the  participating  State 
details  not  available  for  the  Program  Number  of  the  Medical  Societies. 


ENTERTAINMENT 


The  preliminary  program  in  this  issue  of  the 
Journal  shows  there  will  be  a Stag  Dinner  and 
Smoker  in  the  Lincoln  Room  of  the  Shirley-Savoy 
Hotel  on  Tuesday  evening,  September  8,  this  being 
actually  the  evening  before  the  opening  of  the  Con- 
ference. This  evening  was  chosen  for  the  Stag  Din- 
ner since  most  doctors  will  wish  to  arrive  in  Denver 
that  day,  not  only  to  be  on  hand  for  the  first  guest 
speaker  the  next  morning,  but  in  many  instances  in 
order  to  participate  in  the  Tuesday  afternoon  sports 


SPORTS 

All  golfers  attending  the  R.M.M.C.  should  be 
sure  to  bring  their  clubs  and  be  on  hand  in  time  to 
take  part  in  a tournament  being  held  promptly  at 
2:00  p.m.,  Tuesday,  September  8.  There  will  also  be 
a bowling  tournament  and  a trap  and  skeet  shoot,  so 
keglers  and  shotgun  artists  should  also  take  note. 


events  or  to  listen  to  the  proceedings  of  the  Colorado 
House  of  Delegates. 

Simultaneous  with  the  Stag  Party  there  will  be 
a special  "Femme  Fare”  staged  by  the  Woman’s 
Auxiliary  of  the  Colorado  State  Medical  Society,  to 
which  all  doctors’  ladies  from  the  other  participating 
states  are  invited.  Details  of  this  and  other  enter- 
tainment will  be  announced  in  the  final  program  to 
be  mailed  in  August. 

EVENTS 

As  this  Program  Issue  of  the  Journal  goes  to  press, 
the  committees  have  not  made  definite  selection  on 
which  country  club  in  Denver  to  use,  but  full  details 
will  appear  in  the  final  program.  Prizes  for  each 
sports  event  will  be  awarded  at  the  Stag  Dinner  in 
the  Shirley-Savoy  Hotel  that  same  evening. 


BANQUET  AND  DANCE 


A banquet  and  dance  has  been  arranged  for  all 
attending  the  R.M.M.C.  by  the  Woman’s  Auxiliary 
of  the  Colorado  State  Medical  Society  to  be  held  in 
the  Grand  Ballroom  of  the  new  Brown  Palace  West 
Hotel.  An  excellent  entertainment  program  by  pro- 


fessionals will  be  presented,  and  we  urge  you  to 
make  plans  early  to  attend.  Mark  your  calendar  for 
Thursday  evening.  Cocktail  hour  at  6:30  and  dinner 
at  7:30.  Tickets  will  be  on  sale  at  the  registration 
desk,  but  only  until  Thursday  noon. 


WOMAN'S  AUXILIARY  PROGRAM 

Full  details  of  the  activities  scheduled  by  the  Auxiliary  will  be  carried  in  the  pocket  program. 
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PROGRAM 

Biennial  ROCKY  MOUNTAIN  MEDICAL  CONFERENCE 
Shirley-Savoy  Hotel  - Denver,  Colorado 
September  8,  9, 10,  II,  1959 

Joint  Activities,  R.M.M.C.  and  Colorado 


Tuesday,  September  S 


R.M.M.C.  ACTIVITIES: 

All  Day  Installation  of  Exhibits. 

8:00  o.m.  Registration  opens,  Empire  Room  of 
the  Shirley-Savoy  Hotel. 

NOTE;  For  the  convenience  of  members 
of  the  Colorado  House  of  Delegates,  a 
special  registration  desk  will  be  operated 
on  the  Promenade  of  the  Brown  Palace 
West  Hotel. 

2:00  p.m.  Sports  Events.  Golf  Tournament, 
Bowling,  Trap  and  Sheet  Shoot; 
prizes  to  be  offered.  Location  and 
details  to  be  published  in  the  final 
pocket  program. 

6:30  p.m.  Femme  Fare  — watch  for  details  in 
the  final  pocket  program. 


6:30  p.m.  Stag  Dinner,  entertainment  and 

smoker;  Lincoln  Room,  Shirley-Savoy 
Hotel.  Details  to  be  announced  in 
final  pocket  program. 

COLORADO  ACTIVITIES: 

8 :00  a.m.  Orientation  Course  for  New 

Members,  Denver  Medical  Society 
Building,  1601  E.  19th  Avenue 
( 19th  Avenue  at  Franklin  Street) . 
Course  continues  through  luncheon 
and  adjourns  at  1:30  p.m. 

1 0 :00  o.m.  House  of  Delegates,  first  meeting  of 
Annual  Session;  Ballroom  of  Brown 
Palace  West  Hotel. 


Wednesday,  September  9 
Obstet-rics,  Gynecology  and  Pediatrics 
MORNING 


John  Zarit,  M.D.,  President,  Colorado  State  Medical  Society,  Presiding 


8 :00  a.m.  Registration  and  all  Exhibits  Open. 

9:30  c.m.  Perinatal  Mortality  • — Every  Phy- 
sician’s Concern  — M.  Edward 
Davis,  M.D.,  Chicago  (Guest). 

1 0:00  a.m.  Changes  in  Circulation  and 

Biochemical  Readjustment  of  the 
Newborn  — L.  Stanley  James,  M.D., 
New  York  (Guest). 

10:30  a.m.  Intermission  to  visit  Exhibits. 


1 1 :00  a.m.  Diagnosis  and  Management  of 

Preinvasive  Carcinoma  of  the  Cervix 
in  Pregnant  and  Non-Pregnant 
Patients  — Ben  M.  Peckham,  M.D., 
Madison  (Guest). 

1 1 :30  a.m.  Question  and  Answer  Period  and 
Panel  Discussion. 

1 2 :00  noon  ■ Adjourn  for  Lunch. 


AFTERNOON 


Ulrich  R.  Bryner,  M.D.,  President,  Utah  State  Medical  Association,  Presiding 


Closed-circuit  full-color  Television  Surgical  Clinics  on  Ob-Gyn  and  Pediatrics. 


2:00  to  Direct  telecast  of  medical  and 
4:00  p.m.  surgical  procedures  from  St.  Joseph’s 
Hospital  to  special  receivers  in  the 
Lincoln  Room  of  the  Shirley-Savoy 
Hotel  through  cooperation  of  Smith, 
Kline  and  French  Laboratories. 

Moderators : 

Wilbur  Manly,  M.D.  — Shirley- 
Savoy  Hotel 

Harold  Palmer,  M.D.  — St.  Joseph’s 
Hospital 

Case  Presentation  — Harold  Palmer, 
M.D.,  Denver. 

Caesarean  Section  — Ben  Williams, 
M.D.,  Denver. 

Demonstration  and  discussion  on 

Resuscitation  of  the  Newborn  — 


L.  Stanley  James,  M.D.,  New  York 
(Guest). 

Obstetrical  Complications 
Contributing  to  Resuscitation 
Problems  of  the  Newborn  — Ben 

M.  Peckham,  M.D.,  Madison 

(Guest). 

Demonstration  of  an  Exchange 
Transfusion  — Peter  Hoch,  M.D., 
Denver. 

The  Obstetrical  Aspects  of 
Erothroblastosis  — M.  Edward 
Davis,  M.D.,  Chicago  (Guest). 
Pediatric  Problems  Related  to 
Erythroblastosis  — L.  Stanley 
James,  M.D. 

4:30  p.m.  Colorado  House  of  Delegates  — 
Second  Meeting  — Brown  Palace 
West  Hotel. 
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Thursday,  September  10 


Hematology  and  Lymphomas 


MORNING 

Benjamin  Gitlitz,  M.D.,  President-elect,  Wyoming  State 
8 :00  a.m.  Registration  and  Exhibits  Open. 

9 :00  a.m.  Surgery  of  Lymphomas  — Danely  P. 

Slaughter,  M.D.,  Chicago  (Guest). 

9:30  a.m.  Present  Status  of  Chemotherapy  of 
the  Leukemias  and  the  Lymphomas 

— Harold  W.  Dargeon,  M.D.,  New 
York  (Guest). 

1 0:00  a.m.  Present  Concept  of  Diagnosis  and 
Interrelationships  of  the  Leukemias 
and  Lymphomas  — Fred  C.  D.  1 2:00  noon 


10:30  a.m. 
1 1 :00  a.m. 


1 1 :30  a.m. 


Medical  Society,  Presiding 

Collier,  M.D.,  Birmingham 
(Guest). 

Intermission  to  visit  Exhibits. 

Present  Status  of  Radiation  Therapy 
of  the  Lymphomas  — L.  Henry 
Garland,  M.D.,  San  Francisco 
(Guest). 

Question  and  Answer  Period  and 
Panel  Discussion  — George 
Curfman,  M.D.,  Denver,  Moderator. 
Adjourn  for  Lunch. 


AFTERNOON 


Lewis  M.  Overton,  M.D.,  President,  New  Mexico  Medical  Society,  Presiding 


Closed-circuit  full-color  Television  Surgical  Clinics  on  Leukemias  and  Lymphomas. 


2:00  fo  Demonstration  featuring  the 
4:00  p.m.  importance  of  impression  smears, 
bacteriology,  frozen  sections,  and 
proper  fixation  of  tissue  for 
permanent  sections  by  W.  H.  Leitch, 
M.D.,  Denver.  The  frozen  section 
made  on  the  biopsied  tissue  will  be 
reported  to  the  panel  for  discussion. 


Panel  Discussion  — Moderator : 
Wm.  A.  H.  Rettberg,  M.D.,  Denver. 
Participants;  Drs.  Fred  C.  D.  Collier, 
Birmingham;  Harold  Dargeon,  New 
York;  L.  Henry  Garland,  San 
Francisco,  and  Danely  P.  Slaughter, 
Chicago. 

Case  Presentations. 


EVENING 

7 :30  p.m.  Banquet  for  the  doctors  and  their  9 :00  p.m.- 

wives  in  the  Grand  Ballroom  of  the  1 2 :00  p.m.  Dancing. 
Brown  Palace  West  Hotel. 


Friday,  September  11 
A Day  Devoted  to  Geriatrics 


MORNING 

Herbert  T.  Caraway,  M.D.,  President,  Montana  Medical  Association,  Presiding 


8 :00  a.m.  Registration  and  Exhibits  Open. 
9:00  a.m.  Medicine’s  Stake  in  Our  Older 

Citizens  — Edward  L.  Bortz,  M.D., 
Philadelphia  (Guest). 

9:30  a.m.  Emotional  Problems  of  the  Aging  — 

Jack  Weinberg,  M.D.,  Chicago 
(Guest). 

1 0 :00  a.m.  Intermission  to  visit  Exhibits. 


10:30  a.m.  Must  Time  Take  Its  Toll  — 

Theodore  Klumpp,  M.D.,  New 
York  (Guest). 

1 1 :00  a.m.  Question  and  Answer  Period  and 
Panel  Discussion  — Herbert  T. 
Caraway,  M.D.,  President,  Montana 
Medical  Association,  Moderator. 

1 2 :00  noon  Adjourn  for  Lunch. 


AFTERNOON 


John  L.  McDonald,  M.D.,  Incoming  President,  Colorado  State  Medical  Society,  Presiding 

Closed-circuit  full-color  Television  on  Care  and  Rehabilitation  of  the  Older  Patient. 


2:00  to  Panel  — Hemiplegia  — A patient 
4:00  p.m.  who  has  had  ischemic  episodes 
followed  by  a "stroke”  — Drs. 
Robert  S.  Liggett,  Gene  M.  Lasater, 
and  Fred  A.  Lewis,  Jr.,  all  of  Denver. 
Panel  — Emotionally  Disturbed 


Elderly  Patient  — Drs.  Franklin  G. 
Ebaugh  and  James  A.  Galvin  of 
Denver. 

Panel  — Arthritis  — Drs.  Charley 
Smyth,  John  Leidholt,  and  George 
Twombly,  all  of  Denver. 


77 


SCIENTIFIC  EXHIBITS 


The  Role  of  Radioactive  Testosterone  on  Hematop>oiesis  — 
Martin  J.  Murphy,  Jr. 

Surgical  Considerations  of  Vascular  Disease  — William  R. 
Coppinger,  M.D. 

Elbow  Fractures  in  Children  — John  D.  Leidholt,  M.D., 
Mack  L.  Clayton,  M.D.,  and  Lloyd  Beber,  M.D. 

The  Artificial  Kidney  — William  Robb,  M.D.,  and  Joseph 
H.  Holmes,  M.D. 

Ultrasonic  Visualization  of  Human  Soft  Tissue  Structures 
— -Joseph  H.  Holmes,  M.D.,  Douglass  Howry,  M.D., 
Richard  Cushman,  M.D.,  and  Ralph  Goble,  M.D. 
Neck  Injuries  — Ralph  Stuck,  M.D. 

A.M.E.F.  — Frank  Stander,  M.D. 


Common  Ocular  Problems  — Dan  M.  Gordon,  M.D. 
Meckel’s  Diverticulum  — Wendell  P.  Stampfli,  M.D. 
Radiation  in  Advanced  Cancer  Cases — John  S.  Boulog,  M.D. 
The  Colorado  Safety  Car  — Horace  E.  Campbell,  M.D. 

The  Diagnosis  & Treatment  of  Hearing  Loss  — Will  P. 
Pirkey,  M.D. 

Boulder  County  Breaks  Polio  Vaccine  Barrier  — Charles 
H.  Dowding,  Jr.,  M.D. 

Diagnostic  Problems  in  Pediatric  Cardiology  — Murray  S. 

Hoffman,  M.D.,  Ralph  Shugart,  M.D. 

Water  Supplies  and  Sewage  Disposal  Facilities  — Miss 
Norma  Johannis 


Abbott  Laboratories 
Aloe,  A.  S.,  Company 
American  Ferment  Company,  Inc. 
Ames  Company,  Inc. 

Audio-Digest  Foundation 
Ayerst  Laboratories 
Baker  Laboratories,  Inc.,  The 
Beard,  Glynn  A. 

Berbert  and  Sons,  Inc.,  George 
Burroughs  Wellcome  & Co. 

'(U.S.A.),  Inc. 

Carnation  Company 
Ciba  Pharmaceutical  Products,  Inc. 
Coca  Cola  Company,  The 
Colorado  Medical  Service,  Inc. 
Darwin  Laboratories 
Denab  Laboratories,  Inc. 

Eaton  Laboratories 


TECHNICAL  EXHIBITS 

Edison,  Thomas  A.,  Inc. 

Empire  Casualty  Company 
Encyclopaedia  Britannica 
Fleet,  C.  B.,  Company,  Inc. 

Geigy  Pharmaceuticals 
General  Electric  Company,  X-ray  Dept. 
Great  Books  of  the  Western  World 
Holland-Rantos  Company,  Inc. 

Knoll  Pharmaceutical  Company 
Lederle  Laboratories  Division, 
American  Cyanamid  Company 
Lilly  and  Company,  Eli 
Marion  Laboratories,  Inc. 

Marsengill,  The  S.  E.  Company 
Mead  Johnson  and  Company 
Merck,  Sharp  and  Dohme 
Merrell  Company,  The  William  S. 
Milex-Fertilex  Company 


Muckle  Professional 
Equipment  Company 
Mullen,  The  J.  K.  Investment  Comi>any 
Ortho  Pharmaceutical  Corporation 
Parke,  Davis  and  Company 
Picker  X-ray,  Rocky  Mountain  Inc. 
Robins  Company,  Inc.,  A.  H. 

Roche  Laboratories 
Ross  Laboratories 
Sandoz  Laboratories 
Saunders  Company,  W.  B. 

Schering  Corporation 
Searle  and  Company,  G.  D. 

Smith,  Kline,  and  French  Laboratories 
Squibb  and  Sons,  E.  R. 

Technical  Equipment  Corporation 
Warner  Chilcott  Laboratories 
Winthrop  Laboratories 


ROCKY  MOUNTAIN  MEDICAL  CONFERENCE 


EXECUTIVE  COMMITTEE 

Drs.  George  P.  Lingenfelter,  Denver;  Thomas  W.  Saam,  Salt  Lake  City;  James  W.  Barber,  Cheyenne;  Mr.  Harvey 

Butte;  Aaron  E.  Margulis,  Santa  Fe;  Richard  P.  Middleton,  T.  Sethman,  Denver,  Secretary-Treasurer. 


CONTINUING  COMMITTEE 


COLORADO:  George  P.  Lingenfelter,  Denver,  Chairman; 
H.  Calvin  Fisher,  Denver;  Fred  Kuykendall,  Eaton;  Wil- 
liam M.  Covode,  Denver;  H.  Harper  Kerr,  Pueblo. 

MONTANA:  Thomas  W.  Saam,  Butte,  Chairman;  Deane 
C.  Epler,  Bozeman;  Donald  O.  Schultz,  Helena;  Arthur  J. 
Movius,  Jr.,  Billings;  Stephen  N.  Preston,  Missoula. 


NEW  MEXICO:  Aaron  E.  Margulis,  Santa  Fe,  Chairman; 
Andrew  M.  Babey,  Las  Cruces;  Charles  R.  Beeson,  Albu- 
querque; V.  E.  Berchtold,  Santa  Fe;  Wesley  O.  ^nnor, 
Jr.,  Albuquerque. 

UTAH:  Richard  P.  Middleton,  Salt  Lake  City,  Chairman; 
Jesse  J.  Weight,  Provo;  R.  N.  Hirst,  Ogden;  T.  E.  Robin- 
son, Salt  Lake  City. 


WYOMING:  James  W.  Barber,  Cheyenne,  Chairman; 
Frederick  H.  Haigler,  Casper;  Paul  R.  Yedinak,  Rock 
Springs;  John  H.  Froyd,  Worland;  Joseph  S.  Hellewell, 
Evanston. 


SCIENTIFIC  PROGRAM 

William  M.  Covode,  Denver,  Chairman;  Harold  Palmer,  Denver;  C.  Wesley  Eisele,  Denver;  George  M.  Horner, 
Denver;  Robert  Patterson,  Loveland;  Lester  L.  Williams,  Colorado  Springs;  L.  Clark  Hepp,  Denver; 

H.  Calvin  Fisher,  Denver. 

SUBCOMMITTEE  ON  MEN'S  ENTERTAINMENT  AND  SPORTS  EVENTS 

Robert  G.  Bosworth,  Denver,  Chairman;  Darius  W.  Darwin,  Boulder;  John  C.  McAfee,  Denver;  Michael  Bograd, 

Denver;  Robert  B.  Patterson,  Loveland. 

SUBCOMMITTEE  ON  BANQUET  AND  LADIES'  ENTERTAINMENT 

Mrs.  Harry  C.  Hughes,  Chairman;  Mrs.  Dean  W.  Hodges;  Mrs.  Donald  H.  Perkin;  Mrs.  William  A.  H.  Rettberg; 
Mrs.  Lloyd  V.  Shields ; Mrs.  William  F.  Stanek,  Jr. ; all  of  Denver. 

PUBLICITY  SUBCOMMITTEE 

John  S.  Bouslog,  Denver,  Chairman;  Robert  E.  McCurdy,  Denver;  Raymond  F.  Peterson,  Butte;  Andrew  M.  Babey,  Las 

Cruces ; R.  M.  Hirst,  Ogden ; James  W.  Barber,  Cheyenne. 

HOSPITALITY  SUBCOMMITTEE 

H.  Harper  Kerr,  Pueblo,  Chairman;  Harold  W.  Gregg,  Butte;  Wesley  O.  Connor,  Jr.,  Albuquerque;  T.  E.  Robinson,  Salt 

Lake  City;  John  H.  Froyd,  Worland. 

SUBCOMMITTEE  ON  CONVENTION  FACILITIES  AND  TECHNICAL  EXHIBITS 

Mr.  Harvey  T.  Sethman,  Colorado;  Mr.  L.  R.  Hegland,  Montana;  Mr.  Ralph  R.  Marshall,  New  Mexico;  Mr.  Harold 

Bowman,  Utah ; Mr.  Arthur  Abbey,  Wyoming. 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 





CORTISPORIN 


brand  OINTMENT 


r ^ 


■ ® Combines  the  anti- 
^ inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Ointment;  Tubes  of  K oz.  and  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Provides  comprehensive  | 
bactericidal  action 
effective  against  virtually 
all  bacteria  likely 
to  be  found  topically. 


NEOSPORIN 

brand  ANTIBIOTIC  OINTMENT 


— 7“ 


Ointment:  Tubes  of  J4  and  1 oz.  and  tubes  of  H oz.  with  ophthalmic  tip. 
OpHTHAtMic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 


M EU/  i Lotion  : Plastic  squeeze  bottles  of  20  cc. 
W til  j Powder  : Shaker-top  bottles  of  10  Gm. 


POLYSPORIN 

brand  ANTIBIOTIC  OINTMENT 


y ® Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


Ointment:  Tubes  of  %,  oz.,  1 oz.  and  H oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


for  August,  1959 
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ORGANIZATION 


Delegates  will  find  themselves  just  as  busy  as  at 
any  previous  state  meeting.  Watch  for  the  House 
of  Delegates  Handbook,  the  final  Program,  and 
other  notices  later  this  month.  Reserve  Sept.  8 to 
11,  inclusive,  sure! 


Some  of  the  new  officers  of  the  Wyoming  State 
Medical  Society  with  outgoing  President  Wilmoth. 
Left  to  right:  Past  President  L.  H.  Wilmoth,  M.D.; 
President  Benjamin  Gitlitz,  M.D.;  President-elect 
Francis  Barrett,  M.D.;  Vice  President  S.  J.  Giovale, 
M.D.  Not  shown:  Treasurer  C.  D.  Anton,  M.D.; 
Secretary  Frederick  H.  Haigler,  M.D. 

Obituary 

PHILIP  SHERIDAN  PAWLING 
Philip  Sheridan  Pawling,  M.D.,  79,  expired  May 
27,  1959,  at  the  Wyoming  State  Hospital,  Evanston, 
Wyoming.  Dr.  Pawling  was  born  September  2, 
1879,  at  Hilliards,  Ohio.  He  was  licensed  in  Wyo- 
ming May  1,  1919,  and  practiced  in  Evanston  and 
Rock  Springs,  Wyoming. 

Dr.  Pawling  had  been  in  ill  health  for  several 
years.  According  to  our  records,  there  are  no 
survivors. 


Delegates  and  Committeemen;  note: 

By  vote  of  the  House  two  years  ago,  the  Rocky 
Mountain  Medical  Conference  is  presenting  the 
Scientific  Program  for  your  Annual  Session  next 
month  (see  Program,  pages  71  to  78).  However, 
all  committees  and  all  members  of  the  House  of 


Sixty-Fourth  Annual  Scientific  Sessions 
Utah  State  Medical  Association 

Program  on  pages  82,  83,  86,  87. 

Obituary 

LESLIE  S.  MERRILL 

Leslie  S.  Merrill,  M.D.,  67,  retired  Ogden 
physician,  died  June  17  in  St.  Benedict’s  Hospital. 

Dr.  Merrill  was  born  February  8,  1892,  in 
Franklin,  Idaho,  a son  of  Marriner  Wood  and 
Eliza  Lucina  Shepard  Merrill,  Jr.  On  July  6,  1916, 
he  married  Eliza  Deal  in  Chicago.  She  died  in 
January,  1918,  in  Provo.  He  married  Stella  Peter- 
sen on  June  8,  1921,  in  the  Salt  Lake  LDS  Temple. 

Dr.  Merrill  received  his  B.A.  degree  from  the 
University  of  Utah  in  1914  and  his  M.D.  degree 
from  Western  Reserve  University,  Cleveland,  in 
1917.  He  served  his  internship  in  the  Cleveland 
City  Hospital  and  was  with  the  Army  Medical 
Corps  during  World  War  I.  After  his  discharge 
he  practiced  in  Bingham  for  a short  time  before 
going  to  Ogden.  He  retired  in  1953  due  to  illness. 

He  was  a member  of  the  Weber  County  Medical 
Society,  Utah  State  Medical  Association,  American 
Medical  Association,  and  Fellow  American  College 
Surgeons. 

Surviving  are  his  widow,  a son  and  daughter, 
three  grandchildren,  and  three  sisters. 


Symposium  on  Evaluation  of 
Early  Diagnosis  of  Cancer 

The  American  Cancer  Society  announced  the 
presentation  of  a Symposium  on  Evaluation  of 
Early  Diagnosis  of  Cancer,  October  26-27,  1959,  in 
the  Biltmore  Hotel,  New  York. 

Many  distinguished  physicians  will  present 
papers  on  this  subject  and  subjects  closely  allied 
to  the  program  theme.  Thought  provoking  panel 
sessions  will  follow  morning  and  afternoon  pre- 
sentation of  papers. 

For  further  information,  please  write  Scott 
Hill,  M.D.,  Director  of  Professional  Education, 
American  Cancer  Society,  Inc.,  521  West  57th 
Street,  New  York  19,  N.  Y. 
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Rocky  Mountain  Medical  Journal 


REACHING  FOR  THOSE 
9B’S  NEARLY  PUT  ME 
ON  THE  SHELF... 


Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOR  PAIN 

ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
"demi”  strength  permits  dosage  flexibility  to  meet  each 


Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke ...  it  gave  me 
a terrible-  kink 
in  my  back. 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 
a shoehorn. 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


The  pain  went  away 
fast— in  just  15  minutes 
— and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  Whole  day! 


patient’s  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming.  Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine, 
terephthalate,  224  mg,  acetylsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


AUD  THE  PAIN 


WENT  AWAY  FAST 


Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Sixty-Fourth  Annual  Scientific  Sessions 

of  the 

Utah  State  Medical  Association 

September  16,  17,  18,  1959  . . . Hotel  Utah  Motor  Lodge 


^ — m 


Wednesday,  September  16 

Morning 

9:00 — Registration  (all  day) 

Afternoon 

1:15 — Welcoming  address  and  presiding;  U.  R. 
Bryner,  M.D.,  President 

1:30 — “The  Diagnosis  and  Treatment  of  Hyper- 
thyroidism— Current  Concepts,”  Jack  B.  Trunnell, 
M.D.,  Provo 

2:00 — “Clinical  Studies  in  Older  Patients,”  Edward 

L.  Bortz,  M.D.,  Philadelphia 

2:30 — “A  Concept  of  the  Basic  Mechanism  of  the 
Rheumatic  Diseases,”  Thomas  McPherson  Brown, 

M. D.,  Washington,  D.  C. 

3:30 — “Iron  Deficiency  Anemia  in  Infants,”  M. 
Eugene  Lahey,  M.D.,  Salt  Lake  City 

4:00 — Symposium,  “Newer  Adrenocorticosteroids.” 
Moderator:  Frank  H.  Tyler,  M.D.  Members:  Gerald 
T.  Perkoff,  M.D.;  John  R.  Ward,  M.D.;  Dean  Spear, 
M.D.;  William  J.  Morginson,  M.D. 

Evening 

6:00 — Blue  Shield  Reception,  “House  of  Friend- 
ship,” Newhouse  Hotel 

7:00 — Annual  Dinner  Meeting,  Blue  Shield  Stock- 
holders, Newhouse  Hotel 

Thursday,  September  17 

Morning 

Presiding:  I.  Bruce  McQuarrie,  M.D.,  President- 
elect 

8:00 — Movies,  “M.D.  International” 

9:00 — “Nutritional  and  Psychological  Factors  in 
Atherogenesis,”  Jack  B.  Trunnell,  M.D. 


9:30 — “Changing  Concepts  in  Preoperative  Medi- 
cation,” C.  R.  Stephen,  M.D.,  Durham,  North  Caro- 
lina 

10:00 — “The  Evaluation  and  Treatment  of  Lesions 
of  the  Cervix,”  J.  Robert  Willson,  M.D.,  Phila- 
delphia 

11:00 — “The  Emerging  Older  Man,”  Edward  L. 
Bortz,  M.D. 

11:30 — “Gastrointestinal  and  Other  Somatic  Mani- 
festations of  Rheumatoid  Disease,”  Thomas  Mc- 
Pherson Brown,  M.D. 

12:10 — Luncheon,  Empire  Room,  Hotel  Utah.  In- 
formal Panel  Discussion.  Moderator:  John  F. 
Waldo,  M.D.,  Salt  Lake  City.  Panel  Members: 
Edward  L.  Bortz,  M.D.;  Thomas  McPherson  Brown, 
M.D.;  C.  R.  Stephen,  M.D.;  Jack  B.  Trunnell,  M.D.; 
J.  Robert  Willson,  M.D. 

Afternoon 

Presiding:  Benjamin  Gitlitz,  M.D.,  President,  Wy- 
oming State  Medical  Society 

2:00 — “Portal  Hypertension  in  Infants  and  Chil- 
dren,” M.  Eugene  Lahey,  M.D. 

2:30 — “The  Role  of  Staphylococci  in  External  Ocu- 
lar Disease,”  Phillips  Thygeson,  M.D.,  San  Fran- 
cisco 

3:00 — “Primary  Care  of  Hand  Injuries — Current 
Concepts,”  J.  William  Littler,  M.D.,  New  York 
City 

4:00 — “Management  of  Infections  of  the  Urinary 
Tract,”  John  L.  Emmett,  M.D.,  Rochester 

4:30 — Report  on  the  Second  Annual  Workshop  on 
Mental  Health,  Carlos  N.  Madsen,  M.D.,  Chairman, 
Mental  Health  Committee 

Evening 

Attend  one  of  the  specialty  group  dinners.  You 
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GUEST  SPEAKERS 


r 


Edward  L.  Bortse,  M.D.,  Past  President,  American 
Medical  Association,  Chief,  Medical  Service,  The 
Lankenau  Hospital,  Philadelphia,  Pennsylvania. 


Thomas  McPherson  Brown,  M.D.,  Eugene  Meyer 
Professor  of  Medicine,  Department  of  Medicine, 
George  Washington  University  School  of  Medicine, 
Washington,  D.  C. 


John  L.  Emmett,  M.D.,  Professor  of  Urology,  Mayo 
Foundation  Graduate  School,  University  of  Minne- 
sota, Consultant  in  Urology,  Mayo  Clinic,  Roches- 
ter, Minnesota. 


J.  William  Littler,  M.D.  Reginald  H.  Smithwick,  M.D. 

New  York  Boston 


M.  Eugene  Lahey,  M.D.,  Professor  and  Head,  De- 
partment of  Pediatrics,  University  of  Utah  College 
of  Medicine,  Salt  Lake  City,  Utah. 

J.  William  Littler,  M.D.,  Chief,  Plastic  and  Re- 
constructive Surgery,  Roosevelt  Hospital,  New 
York  City,  New  York. 

Reginald  H.  Smithwick,  M.D.,  Professor  and  Chair- 
man, Department  of  Surgery,  Boston  University 
School  of  Medicine,  Surgeon-in-Chief,  Massachu- 
setts Memorial  Hospitals,  Boston,  Massachusetts. 

C.  R.  Stephen,  M.D.,  Professor  of  Anesthesiology, 
Duke  University  Medical  Center,  Durham,  North 
Carolina. 

Phillips  Thygeson,  M.D.,  Clinical  Professor  of 
Ophthalmology,  University  of  California  Medical 
Center,  San  Francisco,  California. 

continued  on  page  86 
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AMES 

CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  PREVALENT 
ARE  MULTIPLE 
GALLBLADDER 
ANOMALIES? 

One  hundred  and  twenty-two  cases 
of  vesica  fellea  divisa  (bilobed  gall- 
bladder) and  vesica  fellea  duplex 
(double  gallbladder  with  2 cystic 
ducts)  are  reported  in  the  literature. 

A unique  case  of  vesica  fellea  tri- 
plex has  recently  been  described. 


Source:  Skilboe,  B.:  Am.  J.  Clin.  Path. 
30:252,  1958. 


'•  in  medical 
j management 
and  postoperative 
care  of  biliary 
disorders . . . 

“effective”  hydrocholeresis  . . . 

DECHOLIN 

(dehydrocholic  acid,  Ames) 

“. . . dehydrocholic  acid . . . does  con- 
siderably increase  the  volume  out- 
put of  a bile  of  relatively  high  water 
content  and  low  viscosity.  This  drug 
is  therefore  a good  ‘flusher,’  and  is 
effectively  used  in  treating  both  the 
chronic  unoperated  patient  and  the 
patient  who  has  a T-tube  drainage 
of  an  infected  common  bile  duct.”* 


WITH 


free-flowing  bile 
plus  reliable  spasmolysis 

DECHOLIN 

BELLADONNA 

‘...Decholin/ Belladonna  in  a dos- 
age of  one  tablet  t.i.d.  for  a period 
of  two  to  three  months  may  prove 
helpful  in  relieving  postoperative 
symptoms,  aiding  the  digestion,  and 
facilitating  elimination.”^ 


(1)  Beckman,  H.:  Drugs: 

Their  Nature,  Action  and  Use, 
Philadelphia,  W.  B.  Saunders  Company, 
1958,  p.  425. 

(2)  Biliary  Tract  Diseases, 

M.  Times  55:1081,  1957. 


AMES 

COMPANY,  INC 
Elkhart  • Indiano 
Toronto  • Conodo 
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mUL  rEilCILLIi: 

(impociLLir-i 


Potassium  Penicillin  V 


nLHTAe FILM -se ALSO  TABLETS,  ABBOTT.  > 


Supplied:  CompocilUn-VK  FUmfabs, 
125  mg.  (200,000  units),  bottles  of 
50  and  100; 250  mg.  (400,000  units), 
bottles  of  25  and  100.  Compocillin- 
VK  Granules  for  Oral  Solution  come 
in  40-cc.  and  80-cc.  bottles.  When 
reconstituted,  each  5-Cc.  teaspoonful 
represents  125  mg.  (200,000  SSfl 
units)  of  potassium  penicillin  V. 


in  tiny,  easy-to-simlloiv  Filmtabs^  in  tasty, cherry -flavored  Oral  Sohdion 
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Guest  Speakers 


are  invited  to  attend  the  dinner  meeting  of  your 
choice,  regardless  of  your  specialty. 

Intermountain  Pediatric  Society;  Wright’s  Restau- 
rant; 6:30  p.m.,  social  hour;  8:00  p.m.,  dinner. 

Salt  Lake  Surgical  Society;  Salt  Lake  Country 
Club;  6:00  p.m.,  social  hour;  7:00  p.m.,  dinner. 
Utah  Chapter,  American  Academy  of  General 
Practice;  Fort  Douglas  Club;  6:30  p.m.,  social  hour; 
7:30  p.m.,  dinner. 

Utah  Society  of  Internal  Medicine;  University 
Club;  6:30  p.m.,  social  hour;  7:30  p.m.,  dinner. 
Utah  Obstetrical  and  Gynecological  Society;  Am- 
bassador Club;  7:00  p.m.,  social  hour;  8:00  p.m., 
dinner. 

Intermountain  Oto-ophthalmological  Society;  Uni- 
versity Club;  6:00  p.m.,  social  hour;  7:00  p.m., 
dinner. 

Utah  Society  of  Anesthesiologists;  Salt  Lake  Coun- 
try Club;  5:30  p.m.,  social  hour;  6:30  p.m.,  dinner. 
Utah  State  Radiological  Society;  Ambassador  Club; 
6:30  p.m.,  social  hour;  7:30  p.m.,  dinner. 


0 FOR  DISTINGUISHED  SERVICE 

and 

unexcelled 

repairmanship  for  your 

MERCEDES-BENZ 

Ifs  BUCKLEY  BROS.  MOTORS 

Trust  the  care  of  your  Mercedes-Benz  to  our  master 
mechanics.  Chuck  Seals  and  Ed  Case,  whose  years  of 
experience  mean  extra  years  of  trouble-free  motoring 
for  you.  Yes,  at  Buckley  Bros.,  whether  it’s  maintenance 
or  repair,  your  Mercedes-Benz  can  receive  no  finer  care. 

BUCKLEY  BROS.  MOTORS,  660  South  Broadway,  Denver.  RAce  2-2S26 

authorized  Sales  and  Service  for  Studebaker  and  Mercedes-Benz 


Organization  cont.  from  page  83 


Jack  B.  Trunnell,  M.D.,  Dean,  College  of  Family 
Living,  Brigham  Young  University,  Provo,  Utah. 

J.  Robert  Willson,  M.D.,  Professor  and  Chairman, 
Department  of  Obstetrics  and  Gynecology,  Temple 
University  School  of  Medicine,  Philadelphia,  Penn- 
sylvania. 


Jack  B.  Trunnell,  M.D.  J.  Robert  Willson,  M.D. 

Provo  Philadelphia 
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Friday,  Septemher  18 

“SURGERY  DAY” 

Morning 

Presiding:  Wesley  W.  Hall,  M.D.,  F.A.C.S.,  Nevada 
A.M.A.  Delegate 

8:00 — Movies:  “Moles  and  Melanomas,”  “Tumors 
of  Childhood” 

9:00 — “Ocular  Syndromes  of  General  Interest,” 
Phillips  Thygeson,  M.D. 

9:30 — “Evaluation  of  Endocrine  Management  of 
Carcinoma  of  the  Prostate  Gland,”  John  L.  Emmett, 
M.D.  Sponsored  by  the  Utah  Division  of  The 
American  Cancer  Society. 

10:00 — “Hypertension  of  Adrenal  and  Renal  Ori- 
gin,” Reginald  H.  Smithwick,  M.D.,  Boston 
11:00 — Symposium,  “Basic  Principles  and  Care  of 
Hand  Injuries.”  Moderator:  T.  Ray  Broadbent, 
M.D.,  Salt  Lake  City.  Members:  Mark  H.  Greene, 
Jr.,  M.D.;  J.  William  Littler,  M.D.;  R.  R.  Robinson, 
M.D.;  Robert  M.  Woolf,  M.D. 

12:10 — Luncheon,  Empire  Room,  Hotel  Utah.  In- 
formal surgical  panel  discussion.  Moderator:  C. 
Charles  Hetzel,  Jr.,  M.D.,  Ogden.  Panel  Members: 
John  L.  Emmett,  M.D.;  Phillips  Thygeson,  M.D.; 


Reginald  H.  Smithwick,  M.D.;  J.  William  Littler, 
M.D.;  T.  Ray  Broadbent,  M.D. 

Afternoon 

Presiding:  George  M.  Fister,  M.D.,  Ogden,  Trustee 
to  the  A.M.A. 

2:00 — “What  Anesthetic  Shall  I Choose  Today?” 
C.  R.  Stephen,  M.D. 

2:30 — “The  Evaluation  of  Bleeding  During  Late 
Pregnancy,”  J.  Robert  Willson,  M.D. 

3:30 — “Splanchniectomy  in  the  Management  of 
Essential  Hypertension,”  Reginald  H.  Smithwick, 
M.D. 

4:00 — “The  Severed  Flexor  Tendon,”  J.  William 
Littler,  M.D. 

4:30 — “Hernias — Better  Results,”  Vincent  L.  Rees, 

M.D.,  Salt  Lake  City 

5:00 — Close  of  the  Scientific  Program 

Evening 

6:00-7:15 — President’s  Reception,  Alta  Club 
7 :30 — President’s  Banquet,  Lafayette  Ballroom, 
Hotel  Utah.  Speaker:  Louis  M.  Orr,  M.D.,  Presi- 
dent, American  Medical  Association — “Medicine  Is 
Not  Failing  America” 


If  she  needs  nutritional  support ...  she  deserves 


QEVRAi: 


Vitamfn-Mineral  Supplement  Lederle 


CAPSULES-14  VITAMINS~11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York  
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WE  BELIEVE 


On  the  contrary,  the  problem  here  in  Kabul  is  not 
enough  food ! 

Fighting  hunger  in  places  like  Kabul  is  just  one 
task  of  the  UN’s  19  Specialized  agencies  and  inter- 
national organizations.  Elsewhere,  UN  teams  com- 
bat floods,  wage  war  against  disease,  flght  illiteracy. 
In  these  practical  ways,  the  UN  brings  new  hope 
and  happiness  into  the  lives  of  peoples  less  for- 
tunate than  we  are— at  the  same  time  cuts  down  the 
discontent  that  could  easily  erupt  into  another  war. 

By  narrowing  this  gap  in  education,  health  and 


KABUL 


VERY 


FEW 


nutrition  between  the  world’s  “haves”  and  “hav( 
nots” ...  as  well  as  providing  a forum  for  politica 
discussion ...  the  UN  has  become  mankind’s  las\ 
great  instrument  of  peace. 

Be  an  ambassador  of  the  UN  in  your  community, 
The  world’s  leaders  actively  support  the  UN ...  but 
your  good  will,  understanding  and  support  are  thet 
best  guarantees  of  its  success.  For  the  informative 
free  pamphlet  “The  UN  in  Action,”  address; 
United  States  Committee  for  the  United  Nations, 
Box  1958,  Washington  13,  D.  C. 


UNITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D.C 
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Ttmt  p^Qt,T)Qtdo(yh- 

Ho  tokib  ^om  of  (louX  ototb  ya^Akom^ ! 


On  vacation  — at  the  beach  — on  the  golf  course  — or  garden- 
; ing  in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 

abrasions  are  all  part  of  the  summer  picture. 

> A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 

;■  pain,  itching  and  burning  for  your  patients.  After  you’ve  seen 

to  your  patients’  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

t Just  write  “Xylocaine  Ointment”  on  your  Rx  blank  or  letter- 

• head,  and  we  will  send  a supply  for  you  and  your  family. 


) 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


XYL.OCAINE®  OINTMENT 

(brand  of  fidocaine*) 


2.5%  & 5% 

SURFACE  ANESTHETIC 

. - *U.S.  Pat.  No.  2,441.498  Made  in  U.S.A. 
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Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’-i°  Studies  performed  in  conjunction  with 
gastrectomy'*’ ^ and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between 
rugae.  Reactions  varying  from  mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.^-'*  ”5  This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer.'* 


CALURIN  is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 
high  solubility  forestalls  gastric  irritation  or  damage 


Regular  aspirin  crystals  24  hours  Caiurin  crystals  in  solution  one  min- 

after  being  mixed  into  water.  ute  after  being  mixed  into  water. 


CALURIN 

STABLE  SOLUBLE  CALCI U M -ACETYLSALICYLATE-CARBAM  I DE 


Particle-induced  ulceration  — section  through  lesion 
found  in  gastrectomy  specimen.  An  aspirin  particle  was 
found  firmly  imbedded  in  this  undermined  erosion.  Such 
lesions  may  be  associated  with  the  relative  insolubility 
of  aspirin,  which  remains  in  particulate  form  after 
dispersion  in  gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  available  for 
absorption  into  the  systemic  circulation.  Salicylate 
blood  levels  in  12  subjects  receiving  both  Calurin  and 
plain  aspirin  were  found  to  rise  more  than  twice  as  high 
within  ten  minutes  following  Calurin.  Also,  these  levels 
persisted  higher  for  at  least  two  hours.” 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 

j 1 High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage  is  of 

I special  importance  in  arthritis  and  other  conditions  requiring  high-dosage, 

s long-term  therapy. 

f 2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic,  anti- 

pyretic, anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if  desired 
— an  advantage  for  patients  requiring  aspirin  administration  during  the 

night  and  for  pediatric  patients. 

Dosage:  Each  tablet  of  Calurin  is  equivalent  to  300  mg.  (5  gr.) 
of  acetylsalicylic  acid.  For  relief  of  pain  and  fever  in  adult 
patients,  the  usual  dose  of  Calurin  is  1 to  3 tablets  every  4 
^ hours,  as  needed;  in  arthritic  states,  2 or  3 tablets  3 or  4 times 

REFERENCES:  !•  Waterson,  A.  P.;  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott,  G.  A.  M.:  Gastroscopic 
^ oDservation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach,  Lancet  2:1222,  1938.  3.  Editoriai  Comments:  The  effect  of 
acetylsaiicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir,  A.,  and  Cossar,  i.  A.:  Aspirin  and  uicer,  Brit.  M.  J.  2:7,  1955. 
. 5.  Muir,  A.,  and  Cossar,  i.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet  1:539,  1959.  6.  Schneider,  E.  M.:  Aspirin  as  a gastric  irritant,  Gastroenteroiogy 

r 33:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff,  H.:  Salicylate  therapy  in  rheumatic  diseases,  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco, 
■ Caiif.,  June,  1958.  8.  Batterman,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsaiicylic  acid.  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.: 

Laboratory  and  clinical  studies  with  buffered  and  nonbuffered  acetyisaiicyiic  acid.  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin  plain  and 
; buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of  acetyisaiicyiic  acid  or  calcium 
t acetyisaiicylate  to  human  subjects.  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharmacology,  Geo.  Washington  Univ.  Schooi  of  Medicine, 
b Washington,  D.  C.,  Sept.  5,  1958.  »tr*dem*bk 


daily;  in  rheumatic  fever,  3 to  5 tablets  4 or  5 times  daily. 
For  children  over  6 years,  the  usual  dose  is  1 tablet  every 
4 hours;  for  children  3 to  6 years,  Vz  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


SMITH-DORSEY  * a division  of  The  WancJer  Company  • Lincoln,  Nebraska 
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Lifts  the 
burden  of 
depression... 
opens  the  way 
for  a sunnier 
outiook 


New  areas  of  therapy 

NIAMID  is  clinically  effective  in  a broad  range  _ 
depressive  states,  including:  involutional  melan*! 
cholia,  senile  depression,  postpartum  depression,] 
reactive  depression,  the  depressive  stage  of  manioj 
depressive  disease,  and  schizophrenic  depressive} 
reaction. 

A wide  variety  of  psychoneurotic  depressions  seen 
in  general  practice  also  respond  effectively  to 
NIAMID.  Depression  associated  with  the  menopav 
and  with  postoperative  states,  and  depression  ac-' 
companying  chronic  or  incurable  diseases  such 
gastrointestinal  and  cardiovascular  disorders,  ar- 
thritis, and  inoperable  cancer,  can  now  be  treat 
successfully  with  NIAMID. 


MID  is  also  strikingly  effective  for  many  com« 
plaints,  mild  or  severe,  vague  or  well  defined,  whea 
due  to  masked  depression  rather  than  to  orgai  ‘ 
disease.  This  masked  depression  may  take  the  for 
of  guilt  feelings,  crying  spells  or  sadness,  difiicult 
in  concentration,  loss  of  energy  or  drive,  insomni 
emotional  fatigue,  feelings  of  hopelessness  or  helF 
lessness,  loss  of  interest  in  normal  activity,  li^esE 
ness,  apprehension  or  agitation,  and  loss  of  apj^tit 
and  weight. 

§uilizers  have  had  some  measure 
;ess  in  many  of  these  areas,  NIAMID  nc 
e practicing  physician  a new,  safe  drug  fo 
specific  treatment  of  depression  without 
risk  of  increasing  the  depressive  symptoms. 

New  safety 

The  outstanding  safety  of  NIAMID  in  extensive 
clinical  trials  eliminates  the  hepatotoxic  reactioi 
observed  with  the  first  of  the  monoamine  oxida 

have  not  been  seen  witl 

Acute  and  chronic  toxicity  studies  show  this  diS' 
tinctive  freedom  from  toxicity.  Moreover,  durinL 
the  extensive  clinical  trials  of  NIAMID  by  a large  ^ 
number  of  investigators,  not  only  has  no  liver  dam- 
age been  reported,  but  only  in  a very  few  isolated 
instances  have  hypotensive  effects  b^n  seen. 

sence  of  toxicity  may  be  the  result  of  the 
unique  "caMdioxamide  group  in  the  NIAMID  molecule. 

ly  explain  why  NIAMID  is  excreted 
largely  unchanged  in  the  urine,  with  only  insignifi- 
cant quantities  of  potentially  free  hydrazine  being 
formed.  Previously,  where  a monoamine  oxidase 
inhibitor  had  been  associated  with  hepatic  toxicity, 
there  was  some  evidence  that  substantial  quantities 
of  free  hydrazine  were  formed  in  the  body. 

ckground  of  NIAMID  t 

ior  advance  in  the  treatment  of  mental  de-| 
pressidil  came  with  a newer  understanding  of  thejt 
influence  of  brain  serotonin  and  norepinephrine  on  ,* 
the  mood.  Levels  of  both  these  neuro-hormones  are 
decreased  in  animals  under  experimental  condi- 
tions analogous  to  depression;  relief  of  these  model 
depressions  is  seen  with  a rise  in  the  levels  of  both 
serotonin  and  norepinephrine. 

A second  advance  came  with  the  development  of 
monoamine  oxidase  inhibitors,  substances  which: 
raise  the  cerebral  level  of  both  serotonin  and  nor-  ; 
epinephrine.  The  first  of  the  amine  oxidase  inhibi- 
tors  raised  the  cerebral  level  of  serotonin,  but  did. 
not  appear  to  raise  that  of  norepinephrine  levelsj 
proportionately. 


Science  for  the  world’s  well-being ' 

PFIZER  LABORATORIES 

XSivision,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Attention  at  Pfizer  Research  was  then  directed  to 
a new  drug  that  would  overcome  this  disadvantage. 
NIAMID  significantly  raises  the  cerebral  level  of 
both  serotonin  and  norepinephrine  under  experi- 
mental conditions. 

The  dramatic  discovery  of  NIAMID  now  makes 
available  an  extremely  effective,  safe  antidepres- 
sant for  the  successful  treatment  of  a full  range 
of  depressive  states. 

Precautions 

Side  effects  are  most  often  minor  and  mild  mani- 
festations of  central  nervous  system  stimulation, 
modifiable  by  reduction  in  dosage;  these  may  take 
the  form  of  restlessness,  insomnia,  headache,  weak- 
ness, vertigo,  dry  mouth,  and  perspiration.  Care 
should  be  taken  when  NIAMID  is  used  with  chloro- 
thiazide compounds,  since  hypotensive  effects  have 
been  noted  in  some  patients  receiving  combined 
therapy— even  though  hypotension  has  rarely  been 
noted  with  NIAMID  alone.  There  has  been  no  evi- 
■ dence  of  liver  damage  in  patients  on  NIAMID;  how- 
‘ ever,  in  patients  who  have  any  history  of  liver 
disease,  the  possibility  of  hepatic  reactions  should 
be  kept  in  mind. 

Dosage  and  Administration 

Start  with  75  mg.  daily  in  single  or  divided  doses. 
After  a week  or  more,  revise  the  daily  dosage  up- 
ward or  downward,  depending  upon  the  response 
and  tolerance,  in  steps  of  one  or  one-half  25  mg. 
tablet.  Once  satisfactory  response  has  been  attained, 
the  dosage  of  niamid  may  be  reduced  gradually  to 
the  maintenance  level. 

The  therapeutic  action  of  niamid  is  gradual,  not 
immediate.  Many  patients  respond  within  a few 
days,  others  satisfactorily  in  7 to  14  days.  Some 
patients,  particularly  chronically  depressed  or  re- 
gressed psychotics,  may  need  substantially  higher 
dosages  (as  much  as  200  mg.  daily  has  been  used) 
and  prolonged  administration  before  responses  are 
achieved. 

Supply 

NIAMID  is  available  in:  25  mg.,  pink,  scored  tablets 
in  bottles  of  100;  and  100  mg.,  orange,  scored  tablets 
in  bottles  of  100. 

References 

Complete  bibliography  and  Professional  Informa* 
tion  Booklet  are  available  on  request. 

*TftAOeMARK  FOR  BRAND  OF  NIAtAHlOC 


81st  Annual  Meeting 
Montana  Medical  Association 

Program  on  page  98. 

The  Montana  Medical  Association  extends  a 
cordial  invitation  to  all  physicians  in  the  Rocky 
Mountain  area  to  attend  its  81st  Annual  Meeting 
in  Butte,  Thursday,  Friday  and  Saturday,  Sep- 
tember 17,  18  and  19.  All  of  the  scientific  sessions 
and  business  meetings  will  convene  in  the  Silver 
Bow  Room  of  the  Finlen  Hotel. 

The  House  of  Delegates  of  the  Association  will 
convene  for  its  opening  session  at  8:30  a.m.  on 
Thursday,  September  17.  At  this  session  commit- 
tee reports,  resolutions  and  new  business  will  be 
received  and  referred  to  the  appropriate  reference 
committee  for  study.  The  second  session  of  the 
House  of  Delegates  will  convene  at  3:45  p.m., 
Friday,  September  18,  and  the  final  session  at 
1:30  p.m.  on  Saturday,  September  19.  The  House 
of  Delegates  will  recess  its  Saturday  afternoon 
meeting  to  convene  as  the  Administrative  Body 
of  Montana  Physicians’  Service.  At  the  close  of 


the  meeting  of  the  Administrative  Body,  it  will 
reconvene  for  the  election  of  officers. 

On  Wednesday  afternoon,  September  16,  the 
Local  Arrangements  Committee  of  the  Silver  Bow 
County  Medical  Society,  under  the  chairmanship 
of  L.  J.  Rotondi,  M.D.,  Butte,  will  sponsor  a golf 
tournament  for  all  physicians.  This  tournament 
will  be  held  at  the  Butte  Country  Club,  and  physi- 
cians will  be  awarded  prizes  for  the  best  scores. 
Those  who  enter  the  tournament  are  requested  to 
bring  their  handicap  from  their  home  course. 

On  Thursday  evening,  September  17,  the  Mon- 
tana Medical  Association  will  sponsor  its  annual 
reception  and  banquet  at  the  Finlen  Hotel.  Louis 
M.  Orr,  M.D.,  President  of  the  American  Medical 
Association,  will  be  the  guest  of  honor  at  the 
annual  banquet  and  will  present  an  address  of 
vital  interest  and  concern  to  physicians  and  their 
wives  during  the  banquet.  Physicans  who  have 
been  engaged  in  the  active  practice  of  medicine 
for  50  years  will  be  honored  at  this  banquet  and 
will  receive  certificates  of  distinction.  Montana 
physicians  who  will  be  so  honored  will  be  E.  M. 
Adams,  M.D.,  Red  Lodge;  Lindsey  W.  Baskett, 
M.D.,  Big  Timber,  and  C.  L.  Bourdeau,  M.D.,  Mis- 
soula. 

On  Friday  evening,  September  18,  physicians 
and  guests  attending  the  Annual  Meeting  will  be 
entertained  by  the  members  of  the  Silver  Bow 
County  Medical  Society. 


If  he  needs  nutritional  support . . . 
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-does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*  — 400  mg. 
unmarked,  coated  tablets. 


Miltown* 

meprobamate  (Wallace) 


WALLACE  LABORATORIES 


/ New  Brunswick,  N.  J. 


CM. 9470 


RELIEVES  PREMENSTRUAL  TENSION 


A survey  of  looo  women  revealed  that  psychic  and  psychosomatic  factors 
are  responsible  for  most  symptoms  of  premenstrual  tension. 

In  a one-year  placebo-controlled  study/  Miltown 

■ relieved  both  emotional  and  physical  symptoms  in  78%  of  42  patients. 

■ was  found  “an  [excellent]  drug  for  repeated  use,  as  in  premenstrual 
tension.” 

Miltown  causes  no  adverse  effects  on  circulatory  system,  G.  I.  tract, 
respiration,  mental  faculties,  motor  control  or  normal  behavior. 

Available  in  400  mg.  scmed  and  200  mg.  sugar-coated  tablets.  Also  available  as  Meprospan* 
(200  mg.  meprobamate  continuous  release  capsules). 


I.  Pennington,  V.  M.:  Meprobamate 
(Miltown)  in  premenstrual  tension. 

J. A.M.A.  164:638,  June  8,  1957. 


Miltowir 

meprobamate  (Wallace) 


\^®WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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CM-9443 


MONILfA 

BACTERIA 


-Aqai«AtlJi& 

Yc 


A welcome  clinical  advance 
effective  medication 
in  an  appealing  form 


Soft  and  pliant  as  a tampon,  the  Milibis  vaginal  suppository  offers  proved  therapeutic 
action*  in  a vehicle  giving  unusual  clinical  advantages  to  both  patients  and  physician. 


COVERS  CERVIX  AND  VAGINAL  WALL -The  pliant  Milibis  suppository 
disintegrates  readily  and  molds  itself  to  the  cervix  as  well  as  the 
columns  and  rugae  of  the  vaginal  vault. 

SHORT  DOSAGE  SCHEDULE  —The  short  course  of  treatment  with 
Milibis— only  10  suppositories  in  most  cases— together  with  the  clean,  odorless, 
non-staining  qualities  eliminates  psychic  barriers  which  often  interrupt 
longer  treatments  before  complete  cure. 


SUPPLIED:  BOXES  OF  10 
with  applieator. 


MILIBIS 


Vaginal  Suppositories 


Now  supplied  with 
plastic  applicator 


SANITARY 
INSURES  CORRECT 
SUPPOSITORY  PLACEMENT 


Oljiittli/ioj) 


LABORATORIES 

New  York  18,  N.  Y. 


*97  per  cent  effective  in  a study  of  564  cases; 
94  per  cent  effective  in  a series  of  510  cases. 


Milibis  (brand  of  giycobiarsol),  trademark  reg.  U.  S.  Pat.  Off. 
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Eighty- First  Annual  Session 

of  the 

Montana  Medical  Association 

September  17,  18,  19,  1959  . . . Butte,  Finlen  Hotel 


Note:  All  Scientific  and  Business  Meetings  will 
be  held  in  the  Silver  Bow  Room  of  the  Finlen 
Hotel. 

Thursday,  September  17 

Morning 

10:00 — Welcome,  Roger  W.  Clapp,  M.D.,  President, 
Silver  Bow  County  Medical  Society.  Response, 
Herbert  T.  Caraway,  M.D.,  President,  Montana 
Medical  Association. 

10:15 — “How  Much  Does  the  Unconscious  Patient 
Hear?”,  David  B.  Cheek,  M.D.,  Clinical  Instructor 
in  Gynecology,  University  of  California  Medical 
Center. 

10:40 — “Clinical  Use  of  Filter  Paper  Electropho- 
resis,” John  R.  Walsh,  M.D.,  Professor  and  Di- 
rector, Department  of  Medicine,  Creighton  Uni- 
versity School  of  Medicine. 

11:05 — “The  Acute  Surgical  Abdomen  in  Infancy 
and  Childhood,”  Charles  W.  McLaughlin,  Jr.,  M.D., 
Professor  of  Surgery,  University  of  Nebraska  Col- 
lege of  Medicine. 

11:30 — “A  Practical  Approach  to  Growth  Retarda- 
tion,” John  R.  Connell,  M.D.,  Medical  Director, 
The  Children’s  Hospital,  Denver. 

Afternoon 

1:30 — “Farm  Injuries,”  Charles  W.  McLaughlin, 

Jr.,  M.D. 

1:55 — -“Recurrent  Urinary  Infections  in  Childhood,” 
Clarence  V.  Hodges,  M.D.,  Professor  of  Surgery 
and  Head  of  the  Division  of  Urology,  University 
of  Oregon  Medical  School. 

2:20 — “Diabetes  Mellitus  and  the  Eye,”  Frank  W. 
Newell,  M.D.,  Professor  of  Surgery  and  Chairman, 
Section  of  Ophthalmology,  The  University  of  Chi- 
cago. 

3:25 — “How  Steroid  Hormones  Inhibit  Inflamma- 
tion,” Thomas  F.  Dougherty,  Professor  and  Head 
of  Department  of  Anatomy,  University  of  Utah 


College  of  Medicine. 

4:10 — “Treatment  of  Leukemia,”  John  R.  Walsh, 

M.D. 

Friday,  September  18 

Morning 

9:35 — “Surgical  Diseases  of  the  Spleen,”  Charles 
W.  McLaughlin,  Jr.,  M.D. 

10:00 — “Common  Foot  Deformities  in  Children,” 
John  H.  Moe,  M.D.,  Clinical  Professor  of  Ortho- 
pedic Surgery,  University  of  Minnesota  Medical 
School. 

10:45 — “Staphylococcal  Disease  in  Childhood,” 
John  R.  Connell,  M.D. 

11:10 — “A  Survey  of  Collagen  Diseases,”  John  R. 
Walsh,  M.D. 

Afternoon 

1:45 — “Should  We  Know  More  About  Hypnosis?”, 
David  B.  Cheek,  M.D. 

2:10 — “Ureteral  Injuries,”  Clarence  V.  Hodges, 
M.D. 

2:35 — “What  Is  Meant  by  ‘Stress’  and  How  Hor- 
mones Influence  It,”  Thomas  F.  Dougherty,  Ph.D. 

Saturdo.y,  September  19 

Morning 

9:15 — “Prevention  and  Treatment  of  Bone  Infec- 
tions,” John  H.  Moe,  M.D. 

9:40 — “Regimen  for  Management  of  Kidney  Fail- 
ure,” Clarence  V.  Hodges,  M.D. 

10:05 — “Use  of  Hypnosis  in  Preparing  the  Obstet- 
rical Patient  for  Delivery,”  David  B.  Cheek,  M.D. 
11:00— “The  Peripheral  Blood  Smear  in  Pediatric 
Diagnosis,”  John  R.  Connell,  M.D. 

11:25 — “Diagnosis  and  Treatment  of  Low  Back 
Pain,”  John  H.  Moe,  M.D. 
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Abstract  of  Minutes* 

House  of  Delegates 

New  Mexico  Medical  Society 

77th  Annual  Meeting 

May  4,  1959 

Las  Cruces,  N.  M. 

FIRST  SESSION 
May  4,  1959 — 9:00  a.m. 

President  James  C.  Sedgwick,  M.D.,  called  the 
House  to  order  at  9:00  a.m.,  in  Milton  Hall,  New 
Mexico  State  University. 

Secretary-Treasurer  Omar  Legant,  M.D.,  called 
the  roll  of  Delegates  and  vouched  for  the  creden- 


•Condensed  from  the  shorthand  record  of  Mrs.  Ralph  Marshall, 
reporter.  Records  referred  to  but  not  reproduced  herein  were 
distributed  to  all  members  of  the  House  of  Delegates  at  the 
Annual  Meeting  in  the  mimeographed  Handbook,  or  were 
distributed  to  all  members  of  the  House  in  mimeographed 
form  at  the  opening  session.  Copies  of  such  reports  are . on 
file  in  the  executive  offices  of  the  Society  and  are  available 
for  study  by  any  member  of  the  Society. 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


tials  of  the  Delegates  present,  declaring  that  a 
quorum  was  present. 

The  minutes  of  the  Interim  House  of  Delegates’ 
meeting  were  approved,  as  published  in  the  Rocky 
Mountain  Medical  Journal. 

The  President  introduced  John  Zarit,  M.D., 
President,  Colorado  State  Medical  Society,  who 
expressed  his  appreciation  for  being  present  as  a 
Fraternal  Delegate  to  our  meeting  and  urged  the 
Delegates  to  attend  the  Rocky  Mountain  Medical 
Conference,  which  will  be  held  in  Denver  on 
September  8-11.  Dr.  Zarit  expressed  the  serious- 
ness of  the  business  coming  before  the  House  of 
Delegates  of  State  Medical  Societies  and  urged 
the  House  to  “find  the  facts,  filter  the  facts,  form 
the  facts,  and  face  the  facts.” 

M.  D.  Thomas,  M.D.,  Fraternal  Delegate  from 
Texas,  was  introduced  by  Dr.  Sedgwick.  Dr. 
Thomas  addressed  the  House,  discussing  certain 
business  which  had  come  before  the  House  of 
Delegates  of  the  Texas  Medical  Association  just 
two  weeks  previously.  Dr.  Thomas  urged  the  mem- 
bers of  the  New  Mexico  Medical  Society  to  attend 
the  A.M.A.  Clinical  Session  in  Dallas  in  December, 
and  also  to  attend  the  Annual  Meeting  of  the  Texas 
Medical  Association  in  Fort  Worth  in  1960. 

The  President  informed  the  House  that  Mr. 
Harvey  Sethman,  Executive  Secretary  of  the  Colo- 
rado State  Medical  Society,  was  absent  for  the 
first  time  in  26  Annual  Meetings  of  the  New 
Mexico  Medical  Society,  and  that  Mr.  John  Pom- 

continued  on  page  102 
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helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult... because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That's  why  Glytinic,  Boyle's  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that's  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you're  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. ..available  in  100 tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains;  Ferrous  Gluconate-13.5  gr.;  Glycine-1 .3  Gm.; 
Vitamin  B-12-10.0  meg.;  Thiamine  HCI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg. 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest.  Edward  J..  and  Todd,  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York,  Macmillan,  1955),  p.  522;  p.  1074-5. 
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Organization  cont.  from  page  99 

pelli,  Mr.  Sethman’s  able  assistant,  would  report 
concerning  the  Rocky  Mountain  Medical  Journal. 

Mr.  Pompelli  informed  the  House  that  the 
Journal  was  in  excellent  shape  financially,  and 
that  it  would  continue  to  be  necessary  to  run  the 
Journal  with  a ratio  of  60  per  cent  advertising 
and  40  per  cent  editorial  material  until  such  time 
as  the  members  contributed  more  scientific  ma- 
terial to  the  Journal.  He  stated  that  they  were 
continuing  to  improve  the  publication  design-wise 
and  were  doing  their  best  to  provide  a readable 
Journal,  which  competes  with  the  best-designed 
and  written  material  in  the  country. 

Mr.  Pompelli  pointed  out  that  the  Rocky 
Mountain  Cancer  Conference  would  be  held  in 
July  and  invited  all  members  to  attend.  Mr.  Pom- 
pelli expressed  appreciation  to  Aaron  Margulis, 
M.D.,  our  Scientific  Editor  from  this  state,  for  the 
wonderful  assistance  he  has  given  to  the  Journal 
during  his  tenure  as  Scientific  Editor. 

The  President  asked  Mr.  Rueben  Dalbec,  A.M.A. 
representative  for  this  region,  to  stand  and  in- 
formed the  House  that  Mr.  Dalbec  was  attending 
our  meeting  for  the  purpose  of  being  of  assistance 
to  anyone  and  to  become  better  acquainted. 

The  President  announced  the  appointment  of 
his  three  reference  committees,  as  follows; 

Reference  Committee  on  Published  Reports: 
Allan  L.  Haynes,  M.D.,  Chairman;  John  D.  Abrums, 
M.D.;  S.  W.  Adler,  M.D.;  Owen  C.  Taylor,  M.D.; 
James  L.  McCrory,  M.D.;  R.  C.  Derbyshire,  M.D.; 
Albert  M.  Rosen,  M.D. 

Reference  Committee  on  Reports  of  Officers 
and  Council:  Guy  E.  Rader,  M.D.,  Chairman;  Frank 
A.  Rowe,  M.D.;  Thomas  L.  Carr,  M.D.;  John  Boyd, 
M.D.;  John  Corcoran,  M.D.;  Howard  Seitz,  M.D.; 
L.  J.  Whitaker,  M.D. 

Reference  Committee  on  Miscellaneous  Busi- 
ness: Samuel  R.  Ziegler,  M.D.,  Chairman;  W.  W. 
Kridelbaugh,  M.D.;  Karl  Bergener,  M.D.;  John  K. 
Torrens,  M.D.;  Harold  Mortimer,  M.D. 

The  President  asked  the  House  to  refer  to  the 
agenda  lying  on  the  table  to  see  the  business  that 
had  been  officially  referred  to  the  respective  com- 
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mittees.  The  President  reminded  the  House  that 
at  the  Interim  Session  the  House  approved  a reso- 
lution for  the  Medical  Society  to  appoint  a com- 
mittee to  study  the  pros  and  cons  with  regard  to 
a “Relative  Value  Index.”  Dr.  Sedgwick  stated 
that  he  had  appointed  John  Corcoran,  M.D.,  of 
Albuquerque,  to  assemble  information  on  a rela- 
tive value  index  and  report  to  the  House.  The 
President  stated  that  Dr.  Corcoran  had  done  a 
great  deal  of  research  and  had  attended  a regional 
meeting  in  San  Francisco  this  past  month  on  this 
very  subject,  and  called  on  Dr.  Corcoran  for  an 
oral  report. 

Dr.  Corcoran  presented  a lengthy  report  on 
the  subject,  and  then  introduced  the  following 
resolution: 

Resolution 

WHEREAS,  There  is  a need  for  a schedule  of  Relative 
Values,  which  may  be  referred  to  by  physicians,  insurance 
companies,  federal,  state,  union  and  welfare  organizations, 
dealing  with  medical  fee  schedules; 

WHEREAS,  It  is  believed  that  such  values  have  been 
and  will  be  determined  by  parties  who  are  not  qualified  and 
do  not  have  the  interest  of  physicians  always  in  mind; 

WHEREAS,  Only  practicing  physicians  are  truly  cognizant 
of  proper  medical  relative  values;  therefore,  be  it 

RESOLVED,  That  the  New  Mexico  Medical  Society  develop 
and  publish  a Relative  Value  Index. 

The  President  referred  this  resolution  to  the 
Reference  Committee  on  Miscellaneous  Business. 

The  President  recognized  Roy  Goddard,  M.D., 
Chairman,  Public  Health  Committee,  for  a supple- 
mentary report,  which  was  referred  to  the  Com- 
mittee on  Published  Reports,  after  having  been 
mimeographed  and  presented  to  each  Delegate. 

The  President  informed  the  House  of  Dele- 
gates that  the  Chairman  of  the  Advisory  Com- 
mittee to  the  Welfare  Department,  Allan  Haynes, 
M.D.,  and  our  Executive  Secretary,  had  personally 
visited  the  states  of  Washington  and  Nevada  for 
the  purpose  of  reviewing  the  program  those  medi- 
cal societies  have  in  which  they  administer  the 
medical  program  of  their  respective  welfare  de- 
partments. The  President  called  on  Allan  Haynes, 
M.D.,  for  a supplemental  report  concerning  the 
results  of  this  personal  investigation  of  these  two 
plans. 

Supplemental  reports 

Dr.  Haynes  went  into  detail,  explaining  each 
of  these  state’s  programs,  in  which  the  amount 
of  care  furnished  to  welfare  clients  is  purposely 
limited  and  in  no  way  compares  to  our  compre- 
hensive program  in  this  state.  Limitation  of  serv- 
ices is  carefully  spelled  out  in  each  program  and 
enforced  in  practice  to  insure  that  only  “emer- 
gency” and  “necessary”  care  is  paid  for  by  these 
programs.  Dr.  Haynes  pointed  out  that  the  com- 
mon denominator  in  both  plans  is  certainly  the 
legislative  intent  to  limit  care  to  urgent  and 
necessary  treatment.  He  reported  that  an  impres- 
sive argument  was  presented,  and  physicians’  gen- 
erosity in  granting  services  for  less  than  usual 
fees  had  encouraged  loose  administration  and  poor 
control  of  funds  and  services,  so  that  ultimately, 
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funds  are  not  available  to  provide  the  minimum 
and  necessary  care  that  the  recipients  are  entitled 
to  by  law  and  social  conscience.  The  conclusion 
drawn  was  that  a disciplined  generosity  may  be 
more  effective  in  the  long  run  and,  therefore,  more 
charitable  than  an  uncontrolled  one. 

It  is  the  opinion  of  the  committee  that  no 
attempt  should  be  made  to  enter  into  a contractual 
arrangement  for  payment  of  medical  services  by 
this  Society  at  this  time.  It  is  the  committee’s 
further  opinion  that  no  reasonable  and  effective 
program  can  exist  in  this  state  until  the  scope  or 
limitations  of  the  Medical  Care  Program  had  been 
clearly  established — preferably  by  legislative  defi- 
nition. 

Recommendations:  “In  view  of  the  fact  that  a 
new  Director  is  expected  to  take  office  in  the 
D.P.W.,  this  committee  should  first  ascertain  if 
the  Department  plans  to  bring  out  a definite  pro- 
gram for  welfare  medical  care,  and  whether  such 
a program  is  reasonable  in  the  opinion  of  this 
Society.  If  no  such  program  is  forthcoming  in  a 
reasonable  time,  this  committee  should  be  author- 
ized to  develop  a satisfactory  program  aimed  for 
legislative  enactment;  this  committee,  with  the 
Public  Relations  Committee,  should,  by  proper 
publicity,  develop  public  interest  and  support  for 
the  proposed  legislation.” 

The  President  commended  Dr.  Haynes  for  the 
splendid  report  and  referred  his  supplementary 


report  to  the  Committee  on  Published  Reports. 

John  Abrums,  M.D.,  Chairman  of  the  Medical- 
Legal  Committee,  gave  an  oral  supplemental  re- 
port informing  the  House  that  the  committee  had 
revised  the  Code  of  Mutual  Conduct  with  the  Bar 
Association,  and  the  material,  as  now  revised, 
will  be  made  available  to  the  reference  committee. 
Improvements  have  been  offered  in  the  disability 
insurance  program  of  the  Society,  and  the  House 
of  Delegates  will  decide  whether  to  authorize  that 
this  insurance  program  be  reopened. 

The  President  referred  this  supplemental  re- 
port to  the  Committee  on  Published  Reports. 

John  Bcyd,  M.D.,  Chairman,  AMEF  Campaign, 
reported  that  he  has  been  approached  by  the  State 
Pharmaceutical  Association  to  officially  ask  the 
House  of  Delegates’  approval  of  the  pharmacists 
making  contributions  to  the  AMEF  on  behalf  of 
doctors  at  Christmastime,  instead  of  remembering 
physicians  with  personal  gifts. 

The  President  referred  this  supplemental  re- 
port to  the  Committee  on  Published  Reports. 

C.  P.  Bunch,  M.D.,  Chairman,  Constitution  and 
By-laws  Committee,  offered  the  following  supple- 
mental report,  or  amendments  to  the  published 
report  in  the  Handbook: 

(1)  Article  VI,  Section  1,  following  the  word 
“speaker,”  be  added  “and  Vice  Speaker.”  (2)  That 
Article  VI,  Section  2,  be  revised,  as  follows: 
Add  following  “Secretary-Treasurer,”  the  words 
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“Speaker  and  Vice  Speaker.”  (3)  Dr.  Bunch 
pointed  up  that  there  was  a typographical  error 
under  “By-Laws  Amendments,”  and  requested  that 
Chapter  VI  be  changed  to  Chapter  XL 

The  President  referred  the  supplemental  report 
to  the  Reference  Committee  on  Published  Reports. 
The  President  called  for  new  business. 


New  business 

Stuart  W.  Adler,  M.D.,  introduced  the  following 
resolution: 

EXPLANATION:  The  Medical  Advisory  Committee  of  the 
New  Mexico  Chapter  of  the  National  Foundation  (formerly 
NFIP)  has  requested  approval  by  the  medical  profession  in 
the  state,  of  certain  of  its  planned  activities  for  the  next 
several  years.  This  request  was  directed  to  the  State  Society’s 
Liaison  Committee  with  the  Voluntary  Health  Organizations. 
Since  no  formal  action  has  been  taken  on  the  matter  by 
the  committee,  its  Chairman  Is  requesting  that  the  House 
of  Delegates  receive  and  consider  the  following  resolution: 

Resolution 

BE  IT  RESOLVED,  That  the  New  Mexico  Medical  Society 
give  approval  to  the  survey  study  of  New  Mexico  of  the 
National  Foundation  as  publicly  announced,  including  the 
review  of  status  of  poliomyelitis  patients  and  certain  other 
conditions  found  through  the  records  of  public  agencies, 
appropriate  clinics,  and  through  physicians  desiring  to  co- 
operate. 

The  President  referred  this  resolution  to  the 
Committee  on  Published  Reports. 

Sol  Heinemann,  M.D.,  Delegate  from  Eddy 
County,  was  recognized  for  the  purpose  of  intro- 
ducing the  following  resolutions: 


Resolution 


BE  IT  RESOLVED,  That  the  New  Mexico  Medical  Society 
adopt  a firmer  stand  in  support  of  the  free  choice  of  physician 
in  any  future  actions  than  that  action  taken  by  the  Council 
November  21,  1958. 

The  President  referred  this  resolution  to  the 
Reference  Committee  on  Officers  and  Council 


Reports. 


Resolution 


BE  IT  RESOLVED,  That  the  New  Mexico  Medical  Society 
consider  a medical  malpractice  arrangement,  similar  to  the 
one  now  in  use  in  Massachusetts. 

The  President  referred  this  resolution  to  the 
Committee  on  Miscellaneous  Business. 

Hyman  Bashein,  M.D.,  Delegate  from  the  Tri- 
County  Medical  Society,  informed  the  House  that 
his  Society  would  like  the  House  of  Delegates’ 
consideration  in  the  possibility  of  establishing  a 


medical  school  in  New  Mexico  and  yielded  to 
Tom  Carr,  M.D.,  Delegate  from  Bernalillo  County, 
for  the  purpose  of  introducing  a resolution  from 
that  Society,  supporting  this  principle: 

Resolution 

BE  IT  RESOLVED,  That  the  Bernalillo  County  Medical 
Association  requests  an  investigation  by  the  American  Medical 
Association’s  Liaison  Committee  of  New  Mexico’s  problems 
in  medical  education.  Such  investigation  would  be  designed 
to  determine: 

1.  Needs  as  they  now  exist. 

2.  Needs  predicated  for  the  next  20  years. 

3.  Facilities  available  for  us  in  a medical  education  pro- 
gram. 

4.  The  type  of  program  most  favorable  to  the  needs  found. 

The  President  then  informed  the  House  that 
Mr.  Tom  Popejoy,  President  of  the  University  of 
New  Mexico,  had  called  him  and  had  forwarded 
a letter  requesting  that  the  House  of  Delegates 
approve  a study  to  determine  the  feasibility  of  a 
two-year  medical  school. 

The  President  referred  the  above  resolution 
and  letters  from  Mr.  Popejoy  to  the  Reference 
Committee  on  Officers  and  Council  Reports. 

Charles  R.  Beeson,  M.D.,  introduced  the  follow- 
ing resolution: 

Resolution 

BE  IT  RESOLVED,  That  the  New  Mexico  Medical  Society 
support  the  report  of  the  Governor’s  Committee  on  Mental 
Hygiene  of  1958,  and  that  the  Committee  on  Mental  Health 
of  the  State  Medical  Society  investigate  this  problem  and 
report  to  the  next  meeting  of  this  House. 

The  President  announced  that  this  resolution 
would  be  referred  to  the  Committee  on  Miscel- 
laneous Business. 

There  being  no  further  business  to  come  before 
the  House,  the  President  declared  the  House  in 
Recess  until  3:00  p.m.,  for  the  purpose  of  holding 
reference  committee  hearings. 


SECOND  SESSION 

May  4,  1959 — 3:00  p.m. 

President  Sedgwick  called  the  House  to  order 
and  after  a roll  call  by  the  Secretary-Treasurer, 
who  declared  a quorum  to  be  present,  announced 
the  Second  Session  ready  for  the  transaction  of 
business. 

The  President  recognized  John  Boyd,  M.D., 
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Chairman,  AMEF.  Dr.  Boyd  informed  the  House 
that  Mr.  Charles  Pineau  and  Mr.  Ralph  Gutierrez 
of  the  Dona  Ana  Pharmaceutical  Association  were 
present  to  make  a contribution  from  the  Dona 
Ana  pharmacists  to  the  AMEF. 

Dr.  Boyd  expressed  the  deep  appreciation  of 
the  members  of  the  medical  profession  for  this 
gift  from  the  pharmacists  to  the  AMEF. 

The  President  appointed  the  following  Tellers 
for  the  election:  Paul  Fell,  M.D.,  Chairman; 
Richard  Walsh,  M.D.;  Robert  Boice,  M.D.,  and 
W.  K.  Woodard,  M.D. 

C.  P.  Bunch,  M.D.,  Chairman  of  the  Nominating 
Committee,  was  recognized  for  the  purpose  of 
giving  his  report.  The  Nominating  Committee  re- 
port, as  presented  and  as  submitted  in  written 
form  in  the  Handbook,  was  received  without 
change. 

Dr.  Brunch  reported  that  Warren  Hall,  M.D., 
of  Silver  City,  had  moved  out  of  the  state,  and 
that  it  would  be  necessary  to  elect  someone  to 
serve  on  the  Grievance  Committee  in  Dr.  Hall’s 
place.  Richard  Walsh,  M.D.,  Silver  City,  and  Ezra 
Neidich,  M.D.,  Las  Cruces,  were  nominated. 

The  President  stated  that  the  Nominating  Com- 
mittee had  not  nominated  members  to  succeed 
themselves  and,  therefore,  nomination  for  mem- 
bers on  the  Nominating  Committee  were  ordered. 
Nominations  were  received  from  the  floor  for  the 
seven  offices  to  be  filled. 

The  President  instructed  the  Tellers  to  collect 
the  ballots  and  to  report  back  to  the  House  as 
soon  as  they  had  completed  the  count.  The  Presi- 
dent called  on  Allan  Haynes,  M.D.,  Chairman  of 
the  Reference  Committee  on  Published  Reports, 
for  his  report. 

Report  of  the  Reference  Committee 
on  Published  Reports 

1.  This  committee  approved  the  annual  report 
of  the  American  Medical  Education  Foundation 
Committee,  as  published  in  the  Handbook,  and 
moved  that  this  portion  of  the  report  be  approved. 
Motion  was  duly  seconded  and  carried. 

2.  The  committee  approved  the  annual  report 
of  the  Adjudication  Committee,  and  the  Chairman 


moved  that  this  portion  of  the  report  be  accepted. 
Motion  was  duly  seconded  and  carried. 

3.  The  committee  recommended  acceptance  of 
the  report  of  the  Committee  on  the  Problems  of 
Aging,  with  the  following  revision: 

“The  report  suggests  that  possibly  there  should 
be  a representative  on  this  committee  from  the 
Welfare  Department,  and  it  was  suggested  that 
the  administrative  head  of  the  department  be 
considered  for  appointment  to  this  committee. 
The  committee  recommends  that  this  committee 
be  made  up  exclusively  of  members  of  this  Society 
and  that  all  other  personnel  be  asked  to  serve  in 
an  advisory  capacity.”  The  Chairman  moved  that 
the  committee  report  on  the  Problems  of  the 
Aging,  with  the  revision,  be  approved.  Motion 
was  seconded  and  carried. 

4.  The  reference  committee  recommended  that 
the  Maternal  and  Infant  Mortality  Committee  re- 
port be  amended,  as  follows: 

a.  Under  Recommendation  No.  1 — The  com- 
mittee recommends  that  the  word  “directed”  be 
changed  to  read  “requested.” 

b.  The  committee  suggests  that  to  Item  No.  3 
of  the  recommendations,  be  added  the  following 
sentence:  “Before  the  next  legislative  year,  that 
the  State  Society  attempt  to  carry  into  effect  the 
spirit  of  Senate  Bill  No.  92.” 

Dr.  Haynes  moved  that  the  Maternal  and  In- 
fant Mortality  Committee’s  report,  as  amended, 
be  approved.  Motion  was  duly  seconded  and  car- 
ried. 

5.  The  committee  recommends  the  following 
with  reference  to  the  report  of  the  Medical-Legal 
Committee: 

a.  That  if  further  negotiations  with  the  Arizona 
Industrial  Commission  are  necessary,  that  the  local 
County  Society  involved  be  requested  to  inform 
the  State  Medical-Legal  Committee  of  its  problems 
through  a representative  of  that  Society. 

b.  That  the  Code  of  Cooperation  with  the  Bar 
Association,  which  is  now  available,  be  submitted 
to  the  officers  of  all  County  Societies,  to  be 
returned  by  the  Delegates  to  the  Interim  Meeting 
of  the  House  of  Delegates. 

c.  That  the  Society  authorize  a re-enrollment 
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program  for  disability  coverage  by  Washington 
national  and  commercial  insurance  companies. 

d.  That  the  Society  approve  the  opening  for 
enrollment  of  a disability  business  expense  insur- 
ance program,  which  has  been  submitted  to  the 
Medical-Legal  Committee  by  the  American  Cas- 
ualty Company. 

Dr.  Haynes  moved  that  the  Medical-Legal 
Committee  report,  with  the  above  recommenda- 
tions included,  be  approved.  Motion  was  duly 
seconded  and  carried. 

6.  The  reference  committee  moved  approval  of 
the  report  of  the  New  Mexico  Physicians’  Service, 
as  published.  Motion  was  duly  seconded  and  car- 
ried. 

7.  With  regard  to  the  supplemental  report  of 
the  Public  Health  Committee,  Item  3,  concerning 
the  Advisory  Committee  on  Radiation  to  the 
Public  Health  Department,  the  committee  recom- 
mended that  this  be  changed  from  “one  member- 
at-large”  to  read  “one  other  member  of  the  New 
Mexico  Medical  Society.” 

Dr.  Haynes  moved  that  the  supplemental  Pub- 
lic Health  Committee  report,  as  amended,  be 
approved.  Motion  was  duly  seconded  and  carried. 

8.  Dr.  Haynes  moved  that  the  Public  Relations 
Committee  report  be  approved  as  printed.  Motion 
was  duly  seconded  and  carried. 

9.  Dr.  Haynes  moved  acceptance  of  the  report 
of  the  Liaison  Committee  to  the  Rehabilitation 
Center,  as  published.  Motion  was  duly  seconded 
and  carried. 

10.  Dr.  Haynes  moved  that  the  Advisory  Com- 
mittee to  the  Department  of  Public  Welfare’s 
printed  report  and  the  revisions,  as  introduced 
during  the  morning  session,  be  approved.  Motion 
was  duly  seconded  and  carried. 

11.  Dr.  Haynes  moved  that  the  Legislative 
Committee  report,  as  published  in  the  Handbook, 
be  approved.  Motion  was  duly  seconded  and 
carried. 

12.  Dr.  Haynes  moved  that  the  report  of  the 
Grievance  Committee  be  approved  as  published 
in  the  Handbook.  Motion  was  duly  seconded  and 
carried. 

13.  Dr.  Haynes  moved  that  the  report  of  the 


New  Mexico  Medical  Society’s  Representative  to 
the  Tuberculosis  Coordinating  Committee  be  ap- 
proved, as  published  in  the  Handbook.  Motion  was 
duly  seconded  and  carried. 

14.  With  regard  to  the  published  report  of  the 
Liaison  Committee  to  the  Allied  Professions,  the 
committee  recommends  that  Item  No.  2 of  the 
suggestions  be  deleted.  Dr.  Haynes  moved  that 
the  published  committee  report,  as  amended,  be 
approved.  Motion  was  duly  seconded  and  carried. 

15.  With  regard  to  the  resolution  introduced 
by  Dr.  Adler,  concerning  the  National  Foundation, 
your  committee  recommends  that  the  second  para- 
graph be  changed  to  read  as  follows: 

BE  IT  RESOLVED,  That  the  New  Mexico  Medical  Society 
give  approval  to  the  survey-study  in  New  Mexico  of  the 
National  Foundation,  as  publicly  announced,  for  review  of 
the  status  of  poliomyelitis  patients  found  through  the  records 
of  public  agencies,  appropriate  clinics,  and  through  physicians 
desiring  to  cooperate. 

Dr.  Haynes  moved  this  resolution,  as  amended, 
be  approved.  Motion  was  duly  seconded  and  car- 
ried. 

16.  With  regard  to  the  published  report  of  the 
Constitution  and  By-Laws  Committee  and  the 
supplemental  amendments  introduced  at  the  morn- 
ing session,  the  Chairman  of  the  reference  com- 
mittee moved  that  this  report,  with  amendments, 
be  approved.  Motion  was  duly  seconded  and  car- 
ried. 

17.  The  Chairman  of  the  reference  committee. 
Dr.  Haynes,  then  moved  that  the  report  of  the 
reference  committee,  as  amended  and  as  a whole, 
be  adopted.  Motion  was  duly  seconded  and  carried. 

Adoption  of  Revised  Constitution 

The  President  reminded  the  House  that  the 
revised  Constitution  contained  in  the  Handbook 
was  submitted  at  the  last  Annual  Meeting  and 
had  lain  on  the  table  for  one  year,  in  compliance 
with  the  Constitution,  Article  XV,  and  that  he 
would  like  the  House  to  take  action  on  this  matter 
at  this  time.  It  was  moved  that  the  Constitution 
as  contained  in  the  Handbook,  and  as  recom- 
m.ended  by  the  last  House  of  Delegates,  be  ap- 
proved. Motion  was  duly  seconded  and  carried. 

The  President  called  on  Samuel  R.  Ziegler, 
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M.D.,  Chairman  of  the  Reference  Committee  on 
Miscellaneous  Business,  for  his  committee’s  report. 

Report  of  the  Reference  Committee 
on  Miscellaneous  Business 

1.  Dr.  Ziegler  reported  that  his  committee  ap- 
proved the  following  resolution  introduced  by 
the  Eddy  County  Medical  Society: 

BE  IT  RESOLVED,  That  the  New  Mexico  Medical  Society 
consider  a medical  malpractice  arrangement  similar  to  the 
one  now  in  use  in  Massachusetts. 

The  reference  committee  recommended  that 
this  resolution  be  referred  to  the  Medical-Legal 
Committee  of  the  State  Society  for  investigation, 
with  instructions  to  report  its  findings  to  the 
Interim  House  of  Delegates  Meeting. 

Dr.  Ziegler  moved  that  this  portion  of  the 
report  be  adopted.  Motion  was  duly  seconded  and 
carried. 

2.  Dr.  Ziegler  moved  that  the  following  resolu- 
tion introduced  by  Charles  Beeson,  M.D.,  of 
Bernalillo  County,  be  approved: 

BE  IT  RESOLVED,  That  the  New  Mexico  Medical  Society 
support  the  report  of  the  Governor’s  Committee  on  Mental 
Hygiene  of  1958,  and  that  the  Committee  on  Mental  Health 
of  the  State  Medical  Society  investigate  this  problem  and 
report  to  the  next  meeting  of  this  House. 

Motion  was  duly  seconded  and  carried. 

3.  Dr.  Ziegler  reported  that  the  committee  con- 
sidered very  carefully  the  resolution  introduced 
by  Joe  Corcoran,  M.D.,  Chairman,  Relative  Value 
Schedule. 


Dr.  Ziegler  stated  that  his  committee  feels  that 
this  is  a problem  of  great  magnitude  about  which 
Delegates  should  be  fully  instructed  by  their 
County  Societies.  Therefore,  the  reference  com- 
mittee makes  the  following  recommendation: 

“That  this  resolution  be  tabled  until  the  In- 
terim Session  of  the  House  of  Delegates.  During 
the  intervening  time,  the  Committee  on  Relative 
Value  Index  be  instructed  to  provide  all  County 
Societies  with  the  proper  material  for  study  and 
instruction  of  its  Delegates  for  final  action  at  the 
Interim  Meeting  of  the  House  of  Delegates.” 

Dr.  Ziegler  moved  that  this  portion  of  his  re- 
port be  approved.  Motion  was  duly  seconded  and 
carried. 

4.  Dr.  Ziegler  stated  that  his  committee  had 
considered  the  “Proposed  Guides  for  Reconcilia- 
tion of  Differences  Within  Hospital  Staffs”  and 
that  the  committee  felt  that  this  is  a document 
motivated  by  the  highest  of  ideals  and  dedicated 
to  what  is  just  and  honest  in  our  profession.  Dr. 
Ziegler  moved  that  these  Guides  be  approved. 
Motion  was  duly  seconded  and  carried. 

5.  The  Chairman  moved  that  the  report  of  the 
Reference  Committee  on  Miscellaneous  Business 
be  approved  as  a whole.  Motion  was  duly  seconded 
and  carried. 

The  President  stated  that  he  had  neglected  to 
refer  a resolution  on  behalf  of  the  New  Mexico 
Heart  Association  at  the  morning  session,  and. 
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therefore,  he  would  like  to  read  this  resolution 
and  to  take  action  on  it  at  this  time,  without 
referring  it: 

New  Mexico  Heart  Association  Resolution 

1.  WHEREAS,  Engaged  as  we  are  in.  a great  medical  chal- 
lenge in  that  the  importance  of  cardiovascular  diseases  as 
the  leading  cause  of  deaths  in  the  United  States  is  increasing; 
and 

2.  WHEREAS,  There  is  a rapidly  increasing  knowledge 
concerning  the  etiology,  treatment  and  prevention  of  these 
diseases,  which  knowledge  should  be  widely  and  quickly 
disseminated  among  physicians  and  auxiliary  personnel; 

3.  WHEREAS,  The  accumulation  of  statistical  data  might 
provide  an  opportunity  to  assess  epidemiological  factors,  edu- 
cational and  patient  needs; 

4.  WHEREAS,  There  is  an  increasing  realization  by  the 
medical  profession  of  its  responsibilities  in  fostering  and 
developing  voluntary  programs  to  solve  the  problems  of  dis- 
eases and  medical  care;  and 

5.  WHEREAS,  It  is  the  policy  of  the  American  Heart  Asso- 
ciation to  foster  the  forming  of  qualified  cardiovascular 
clinics,  each  clinic  to  “define  its  policies  for  admission  of 
patients  which  shall  be  in  accord  with  the  accepted  practices 
of  the  community”;  therefore,  be  it 

RESOLVED,  That  the  New  Mexico  Medical  Society  second 
the  proposal  of  the  New  Mexico  Heart  Association  that,  within 
the  limits  of  the  national  policy  just  mentioned,  the  estab- 
lishment in  New  Mexico  of  cardiovascular  clinics  by  the 
physicians  in  various  communities  designed  to  meet  the 
national  standards  of  the  American  Heart  Association  and 
cooperating  with  the  New  Mexico  Heart  Associaton,  be  en- 
couraged. 

Andrew  Babey,  M.D.,  moved  that  this  resolu- 
tion be  approved.  Motion  was  duly  seconded  and 
carried. 

The  President  recognized  Guy  E.  Rader,  M.D., 
Chairman  of  the  Reference  Committee  on  Officers 
and  County  Reports,  for  his  report; 
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Report  of  the  Reference  Committee 
on  Officers  and  Council  Reports 

1.  Dr.  Rader  moved  that  the  report  of  the 
Council’s  activities  of  February  21,  1959,  be  ap- 
proved, without  change.  Motion  was  duly  seconded 
and  carried. 

2.  With  regard  to  the  Council  report,  dated 
May  2,  1959,  the  committee  recommends  the  fol- 
lowing amendments: 

a.  Item  4;  Add:  “The  Council  be  instructed 
that  in  the  future,  monies  be  allocated  annually 
in  the  budget  toward  purchase  of  a Society-owned 
automobile.” 

Dr.  Rader  moved  the  acceptance  of  this  por- 
tion of  the  report.  Motion  was  duly  seconded  and 
carried. 

b.  Item  10:  The  committee  recommends  that 
the  action  of  the  Council  be  disapproved,  inas- 
much as  it  may  be  contrary  to  the  provisions  of 
the  State  Constitution.  However,  the  committee 
recommends  that  the  House  of  Delegates  instruct 
the  Constitution  and  By-Laws  Committee  to  in- 
vestigate and  prepare  proper  revisions  of  the 
Constitution  and  By-Laws  to  recognize  physicians 
in  the  State  who  may  not  be  fully  licensed  and 
to  designate  their  membership,  rights  and  privi- 
leges. 

Dr.  Rader  moved  acceptance  of  this  portion 
of  his  report.  Motion  was  duly  seconded  and  car- 
ried. 

At  this  point,  Dr.  Rader  requested  the  privilege 
of  having  C.  P.  Bunch,  M.D.,  Chairman  of  the 
Constitution  and  By-Laws  Committee,  make  some 
explanatory  comments  to  the  House.  Dr.  Bunch 
pointed  out  that  under  our  present  Constitution 
and  By-Laws,  requirements  for  membership  pro- 
vide a physician  must  be  of  good  moral  character 
and  licensed  by  the  New  Mexico  Board  of  Medical 
Examiners.  This  committee  has  been  informed  that 
certain  physicians  who  have  a permit  to  practice 
in  an  institution  in  this  state  do  not  have  a regular 
New  Mexico  license.  Because  of  this,  it  was  felt 
that  the  Council’s  action,  which  the  House  dis- 
approved, would  be  unconstitutional.  Dr.  Bunch 
submitted  to  the  House  two  possible  solutions  to 
this  problem  for  the  members’  consideration  prior 
to  the  Interim  Meeting  of  the  House  of  Delegates, 
as  follows: 

“Physicians  of  good  moral  character,  graduates 
of  a medical  school,  residing  in  the  state,  who  are 
employed  by  the  Federal  Government,  or  who 
have  been  issued  a permit  by  the  New  Mexico 
Board  of  Medical  Examiners,  to  practice  in  a state 
institution,  or  to  engage  in  limited  practice,  may 
apply  for  membership  as  regular  members.” 

As  an  alternative:  “Associate  membership,  with 
limitations.” 

3.  With  regard  to  Item  17  in  the  Council  re- 
port, the  committee  recommends  an  amendment 
as  follows; 

In  line  2,  delete  the  word  “invited”  and  substi- 
tute the  words  “requested  and  urged.” 
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In  line  3,  following  the  word  “By-Laws”  insert 
“by  January  1,  1960.” 

Dr.  Rader  moved  that  this  portion  of  the 
report  be  accepted.  Motion  was  duly  seconded  and 
carried. 

4.  Dr.  Rader  moved  that  the  House  of  Delegates 
approve  the  amended  report  of  the  Council,  dated 
May  2,  1959.  Motion  was  duly  seconded  and  carried. 

5.  The  committee  recommended  that  the  report 
of  the  Delegates  to  the  A.M.A.,  as  published  in 
the  Handbook,  be  approved.  Motion  was  duly 
seconded  and  carried. 

6.  The  reference  committee  recommended  that 
the  House  of  Delegates  disapprove  the  resolution 
introduced  by  the  Eddy  County  Medical  Society, 
which  directed  the  Council  to  take  a firmer  stand 
on  the  position  of  free  choice  of  physician  in  the 
future. 

Dr.  Rader  moved  the  acceptance  of  this  portion 
of  the  report.  Motion  was  duly  seconded  and 
carried. 

7.  Dr.  Rader  moved  the  acceptance  of  the 
reference  committee’s  report  as  a whole.  Motion 
was  duly  seconded  and  carried. 

Frank  Rowe,  M.D.,  Delegate  from  Bernalillo 
County,  was  recognized  and  pointed  out  that  the 
Council  report,  dated  February  21,  1959,  states 
that  the  House  of  Delegates  had  been  asked  to 
consider  the  advisability  of  discontinuing  the  pub- 
lication of  the  Newsletter,  and  that  the  material 
usually  published  in  same  be  forwarded  for  publi- 
cation in  the  Rocky  Mountain  Medical  Journal. 
Dr.  Rowe  stated  that  he  was  a member  of  the 
Reference  Committee  on  Council  and  Officers  Re- 
ports, and  it  was  the  opinion  of  the  committee 
that  the  Newsletter  should  not  be  discontinued 
and  should  be  continued  in  its  present  form  and 
that  this  portion  of  the  Council’s  report  should 
be  rejected.  Dr.  Abrums  moved  that  the  News- 
letter be  continued.  Motion  duly  seconded  and 
carried. 

Election  Results 

The  President  recognized  Paul  Fell,  M.D., 
Chairman  of  the  Tellers  Committee,  for  a report. 

Dr.  Feil  submitted  the  following  election  re- 
sults: 


President-elect:  Allan  L.  Haynes,  M.D. 

Vice  President:  William  Badger,  M.D. 

Secretary-Treasurer:  T.  L.  Carr,  M.D. 

Councilor,  District  H:  W.  R.  Oakes,  M.D. 

Grievance  Committee:  Joe  Norman,  M.D.;  Rich- 
ard Angle,  M.D.;  Joseph  Sharpe,  M.D.;  E.  K. 
Neidich,  M.D. 

Convention  Site  Committee:  Robert  Boice, 
M.D.;  Albert  Lathrop,  M.D.;  C.  M.  Thompson,  M.D. 

New  Mexico  Physicians’  Service  Board:  Allan 
Haynes,  M.D.;  Emmit  Jennings,  M.D.;  Clarence 
Kaiser,  M.D.;  H.  O.  Lehmann,  M.D.;  W.  L.  Minton, 
M.D. 

Convention  Scientific  Program:  Andrew  Babey, 
M.D.  (3  years);  A.  E.  Margulis,  M.D.  (3  years); 
Roy  Goddard,  M.D.  (2  years);  Burgess  Gordon, 
M.D.  (2  years);  Martin  Goodwin,  M.D.  (1  year); 
Earl  Flanagan,  M.D.  (1  year). 

Nominating  Committee:  District  I,  Harold  Mor- 
timer, M.D.;  District  H,  H.  R.  Landmann,  M.D.; 
District  III,  S.  W.  Adler,  M.D.;  District  IV,  George 
Prothro,  M.D.;  District  V,  Sol  Heinemann,  M.D.; 
District  VI,  Leland  Evans,  M.D.;  District  VII, 
Wendell  Peacock,  M.D. 

Dr.  Feil  indicated  that  there  was  a tie  vote 
for  Councilman  from  District  I,  between  Drs.  R.  P. 
Beaudette  and  J.  J.  Johnson,  Jr. 

The  President  instructed  that  ballots  be  cast 
for  a run-off  election  for  Councilor  for  District  I. 

Dr.  Feil  reported  that  as  a result  of  the  election 
run-off  for  position  of  Councilor  for  District  I, 
R.  P.  Beaudette,  M.D.,  of  Raton,  was  elected. 

The  President  announced  that  he  would  now 
entertain  nominations  from  the  floor  for  the  posi- 
tion of  Speaker  of  the  House  of  Delegates,  and 
Vice  Speaker.  C.  P.  Bunch,  M.D.,  was  nominated 
and  was  elected  Speaker  of  the  House  of  Delegates 
by  acclamation. 

R.  C.  Derbyshire,  M.D.,  of  Santa  Fe,  was  nom- 
inated and  elected  Vice  Speaker  of  the  House  by 
acclamation. 

The  retiring  President,  James  C.  Sedgwick, 
M.D.,  expressed  his  sincere  thanks  to  the  members 
of  the  Council,  committee  chairmen  and  all  mem- 
bers of  the  committees  who  have  willingly  served 
throughout  the  year,  and  wished  for  his  successor, 

continued  on  page  112 
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Lewis  M.  Overton,  M.D.,  all  of  the  cooperation 
and  respect  that  he  had  received  in  his  year  as 
President. 

The  President  appointed  two  of  the  Society’s 
Past  Presidents,  Drs.  Samuel  R.  Ziegler  and  Earl 
Malone,  to  escort  the  new  President,  Lewis  M. 
Overton,  M.D.,  to  the  rostrum. 

Dr.  Overton  thanked  the  Delegates  for  electing 
him  to  this  high  honor  and  for  the  confidence 
bestowed  in  according  him  this  honor.  He  assured 
the  Delegates  that  he  would  do  everything  in  his 
power  to  uphold  their  confidence.  Dr.  Overton 
stated  that  he  has  chosen  the  theme  for  this  year 
as,  “Where  are  we,  why  are  we  here,  where  are  we 
going,  and  what  can  we  do  about  it?”  Dr.  Overton 
pointed  out  that  he  was  of  the  opinion  that  medi- 
cine is  definitely  at  the  crossroads  today,  so  far 
as  the  future  is  concerned.  It  will  be  necessary  to 
take  a positive  stand,  if  we  are  going  to  maintain 
our  economy,  and,  using  the  words  of  Ben  Frank- 
lin, he  quoted:  “We  must  all  hang  together,  or  we 
will  hang  separately.” 

He  stated  that  he  would  be  visiting  county 
societies  this  fall  and  that  he  planned  to  have 
the  Councilor  of  each  District  visit  the  societies 
in  his  area  with  him. 

Dr.  Overton  announced  that  the  1960  Annual 
Meeting  of  the  New  Mexico  Medical  Society  will 
be  held  at  the  new  Western  Skies  Hotel  in  Albu- 
querque, May  10-13. 

Guy  E.  Rader,  M.D.,  moved  that  the  House  of 
Delegates  give  a rising  vote  of  thanks  to  the  out- 
going President,  Dr.  Sedgwick,  for  a job  well 
done  this  past  year.  A hearty  rising  vote  and  ap- 
plause followed. 

Samuel  R.  Ziegler,  M.D.,  introduced  the  fol- 
lowing resolution: 


Resolution 

WHEREAS,  This  is  a state  meeting  sponsored  by  the  State 
Society:  and 

WHEREAS,  The  majority  of  work  falls  on  the  shoulders 
of  the  local  County  Medical  Society;  therefore,  be  it 

RESOLVED,  That  this  Society  and  the  House  of  Delegates 
go  on  record  as  expressing  its  appreciation  to  doctors  in 


Dona  Ana  County  Medical  Society  for  their  gracious  hos- 
pitality. 

A hearty  ovation  followed. 

There  being  no  further  business,  the  77th  An- 
nual Session  of  the  New  Mexico  Medical  Society 
adjourned  without  day. 

OMAR  LEGANT,  M.D., 
Secretary-Treasurer. 


What  does  Blue  Shield  really  mean  to  us? 

Why  should  we  doctors  take  a special  interest 
in  our  local  Blue  Shield  Plans? 

For  one  thing,  most  Blue  Shield  Plans  were 
created  by  our  county  and  state  medical  societies, 
and  most  people  identify  Blue  Shield  as  our  pro- 
fession’s special  contribution  to  medical  care  pre- 
payment. If  Blue  Shield  fails  to  satisfy  its  sub- 
scribers, many  of  them  will  quite  properly  put  the 
blame  on  us. 

We  have  another  vital  interest  in  Blue  Shield: 
it  embodies  our  own  idea  of  the  best  way  to  pro- 
vide prepaid  care  on  terms  that  enable  us  to 
practice  medicine  the  way  we  believe  it  should 
be  practiced.  Whether  we  work  as  solo  practi- 
tioners or  in  groups.  Blue  Shield  serves  our  pa- 
tients without  disturbing  their  relationships  with 
us,  and  without  affecting  our  professional  services 
to  them. 

We  are  also  legitimately  concerned  with  Blue 
Shield  because  its  payments  account  for  an  ever 
larger  part  of  our  professional  incomes.  We  want 
to  make  sure,  over  the  long  pull,  that  Blue  Shield 
can  and  will  compensate  us  fairly  and  reasonably 
for  the  services  for  which  these  Plans  assume  the 
responsibility  of  compensating  us. 

Many  other  agencies  are  sponsoring  medical 
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care  prepayment  plans.  Each  of  these  programs, 
whether  sponsored  by  industry,  labor,  consumer 
groups  or  private  insurance  companies,  has  its 
merits.  But  none  of  them  is  committed — as  Blue 
Shield  is — to  guidance  by  our  profession.  If  any 
or  all  these  other  agencies  were  to  gain  predomi- 
nance in  the  medical  care  prepayment  field,  then 
our  profession  would  no  longer  control  the  basic 
economy  of  medicine  and  the  pattern  of  medical 
practice. 

Blue  Shield  is  the  largest  single  factor  in  medi- 
cal care  prepayment  today.  It  is  making  payments 
to  physicians  for  services  rendered  Blue  Shield 
patients  at  the  rate  of  more  than  half  a billion 
dollars  a year,  and  nearly  one-quarter  of  all  the 
people  in  America  are  Blue  Shield  members. 

Blue  Shield  is  big  because  medicine  has  a big 
job  to  do,  and  the  people  of  America  evidently 
like  the  way  we’re  trying  to  do  it.  Blue  Shield  is 
big  business — but  it  can’t  go  anywhere  without 
our  help  and  guidance. 


Voluntary  health  agency 
gives  scholarships 

Nearly  1,100  young  people  seeking  to  enter 
medical  schools  in  September,  1959,  have  applied 
for  one  of  the  103  medical  student  scholarships 
offered  by  The  National  Foundation  under  its 
recently  announced  Health  Scholarship  program. 

Dr.  Catherine  Worthingham,  Director  of  the 
Department  of  Professional  Education  of  this  vol- 
untary health  agency,  said  more  than  4,600  appli- 
cations were  received  from  students  seeking  fi- 
nancial assistance  to  enter  the  health  field.  In 
addition  to  students  seeking  help  to  enter  medical 
schools,  approximately  2,500  young  people  sought 
to  enter  schools  of  nursing,  500  to  enter  physical 
therapy,  200  to  enter  medical  social  work,  and 
300  to  enter  schools  of  occupational  therapy. 

Successful  applicants  in  each  state  will  be 
chosen  by  special  Health  Scholarship  Selection 
Committees  composed  of  representatives  of  the 
five  health  professions  concerned.  State  medical 


societies  cooperated  in  nominating  doctors  who 
would  represent  their  specific  discipline. 

The  committees  will  have  selected  the  scholar- 
ship winners  between  June  15  and  July  15.  Win- 
ners of  the  awards  will  be  notified  early  in  August 
by  the  chairman  of  the  local  National  Foundation 
chapter  in  the  area  in  which  the  student  lives. 

The  health  scholarships,  which  provide  $2,000 
for  four  years  of  college  education  for  each  re- 
cipient, are  a part  of  the  total  expanded  program 
of  The  National  Foundation,  the  objectives  of 
which  are:  to  extend  the  frontiers  of  research 
and  patient  aid  developed  in  the  conquest  of 
poliomyelitis,  to  other  disabling  diseases.  After 
years  of  study  and  planning,  The  National  Founda- 
tion selected  arthritis  and  congenital  malforma- 
tions of  the  central  nervous  system  as  the  logical 
first  steps  to  accomplish  these  goals. 

Through  scholarship  assistance  to  over  500 
young  people  annually.  The  National  Foundation 
will  add  to  the  total  number  of  professional  per- 
sons in  the  nation  and,  through  continued  support 
for  graduate  and  postdoctoral  study,  will  assist 
in  the  preparation  of  additional  research  scientists, 
teachers,  and  clinical  specialists  so  necessary  to 
the  attainment  of  any  health  objective. 

The  National  Foundation  Health  Scholarship 
program  is  supported  by  the  New  March  of  Dimes. 


Annual  Meeting  of 
Ultrasonics  in  Medicine 

The  American  Institute  of  Ultrasonics  in  Medi- 
cine will  hold  its  Annual  Meeting  on  September 
2,  1959,  at  the  Leamington  Hotel,  Minneapolis, 
Minnesota.  The  guest  speaker  at  the  luncheon 
meeting  will  be  Russell  Meyers,  M.D.,  Professor 
of  Surgery  and  Chairman,  Division  of  Neurosur- 
gery, State  University  of  Iowa  Hospitals  and  Col- 
lege of  Medicine,  who  will  discuss,  “The  Potentials 
of  Ultrasonics  in  General  Surgery  and  Surgical 
Specialties.”  For  any  further  information,  contact 
John  H.  Aides,  M.D.,  Secretary,  4833  Fountain 
Avenue,  Los  Angeles  29,  California. 


Oculist  Prescription  ? Guild  Dispensing 
Service  Exclusively  ) Opticians 

Shadford- Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.)  FL.  5-0202 
1801  High  Street,  FL.  5-1815 
2465  South  Downing,  SP.  7-2424 
DENVER,  COLORADO  ( 

) 1140  Spruce  Street 

s Boulder,  Colorado 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away,  day  or 
night;  our  kindly  voice  conscientiously  tends  your  tele- 
phone business,  accurately  reports  to  you  when  you  return 
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Dimetane  works  In 
aii  symptoms  of  allergic 
rliinitis;  and  in  urticaria, 
atopic  and  contact 
dermatitis.  The  summary 
conclusion  of  extensive 
clinical  studies  to  date: 

Dimetane  provides 
unexcelled  antihistaminic 
potency  with  minimal 
side  effects. 

Forms  available:  Oral: 

Extentabs®  (12  mg,), 

Tablets  (4  mg.), 

Elixir  (2  mg./5  cc.). 

I^renterai:  Dimetane-Ten 
Injectable  (10  mg./cc.) 
or  Dimetane*10Q  ? ^ ! 

Injectable  (100  mg./cc.). 

A.  H.  Robins  Go.,  Inc., 

Richmond  20,  Vii^inia 
Ethical  Pharmaceuticals 
of  Merit  Since  1878. 


Allei^c  Tears? 


TWpt 

^ way  check  of 


DIARRHEA 


0 

FORMULA: 

Each  15  cc.  (tablespoon)  contains! 

Suifaguanidine  2 Gm. 

Pectin  225  mg. 

Kaolin  3 Gm. 

Opium  tincture 0.08  cc. 

(equivalent  to  2 cc.  paregoric) 


SUPPLIED: 

Bottles  of  16  fl.  oz. 

Exempt  Narcotic. 

Available  on  Prescription  Only. 


RASPBERRY  FLAVOR 

and  pink  color  make  POMALIN  pleasant  to 
take  and  appealing  to  both  children  and  adults. 


✓ 

✓ 

s/ 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


LABORATORIES 
New  York  18,  N.  Y. 


DOSAGE: 

ADULTS:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 teaspoons 
after  each  loose  bowel  movement; 
reduce  dosage  as  diarrhea  subsides. 

CHILDREN:  '/z  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours  day 
and  night  until  stools  are  reduced  to  five 
daily,  then  every  eight  hours  for  three  days. 
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COCKS-CLARK 
ENGRAVING  CO. 

PHOTOENORAVERS 

DE5ICNERS 

2ZOO  ARAPAHOE  5T. 

5 DENVER  2, COLORADO 


PROMPT  SERVICE 


YOU  CAN  ORDER 


of  any  feature  article  or 
advertisement  appearing  in 

Dke 

ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

I Orders  must  be  placed  within  30  days 
of  date  of  publication.  Minimum  charge 
applies  for  300  copies  or  less. 

The  cost  is  very  reasonable.  For  further  in- 
formation write  to  your  Medical  Journal  busi- 
ness or  editorial  office,  or  to — 

Publishers  Press 

(Printers  of 

The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver  2,  Colorado 
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New  books  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Textbook  of  Pediatrics:  Edited  by  Waldo  E.  Nelson,  M.D., 
D.Sc.  7th  edition.  Philadelphia,  W.  B.  Saunders  Co.,  1959. 
1462  p.  Price:  $16.50. 

An  Atlas  of  Normal  Radiographic  Anatomy:  By  Isadore 
Meschan,  M.A.,  M.D.  2d  edition.  Philadelphia,  W.  B.  Saunders 
Co.,  1959.  759  p.  Price:  $16.00. 

Moloy’s  Evaluation  of  the  Pelvis  in  Obstetrics:  By  Charles  M. 
Steer,  Med.  Sc.  D.  2d  edition.  Philadelphia,  W.  B.  Saunders 
Co.,  1959.  131  p.  Price:  $4.00. 

A Way  of  Life;  and  Other  Collected  Writings  of  Sir  William 
Osier.  N.  Y.,  Dover  Publications,  Inc.,  1959.  278  p.  Price:  $1.50. 
Elementary  Statistics  With  Applications  in  Medicine  and  the 
Bidlogical  Sciences:  By  Frederick  E.  Croxton,  Ph.D.  N.  Y., 
Dover  Publications,  Inc.,  1959.  376  p.  Price:  $1.95. 

Medical  Radiographic  Technic:  Prepared  by  the  Technical 
Service,  X-ray  Department,  General  Electric  Co.,  under  orig- 
inal supervision  of  Glenn  W.  Files.  Revision  by  William  L. 
Bloom,  Jr.,  and  others.  2d  edition.  Springfield,  C C Thomas, 
1959.  386  p.  Price:  $11.00. 

Surgery  of  the  Foot:  by  Henri  L.  DuVries,  M.D.  St.  Louis, 
C.  V.  Mosby  Co.,  1959.  494  p.  Price;  $12.50. 

Synopsis  of  Treatment  of  Anorectal  Diseases:  By  Stuart  T. 
Ross,  M.D.,  F.A.C.S.,  F.I.C.S.  St.  Louis,  C.  V.  Mosby  Co.,  1959. 
240  p.  Price:  $6.50. 


Book  Reviews 

Ciba  Foundation  Symposium;  Amino  Acids  and  Peptides 
With  Antimetabolic  Activity:  Edited  by  G.  E.  W.  Wolstenholme 
and  Cecilia  M.  O’Connor.  Boston,  Little,  Brown  and  Co.,  1958. 
286  p.  Price;  $8.75. 

The  subject  matter  of  this  book  is  evident  from 
the  title  and  was  chosen  as  a fit  subject  to  accom- 
pany two  preceding  symposia  on  purine  and  pteri- 
dine  biochemistry.  Because  protein  chemistry  is  so 
vast  a subject,  only  one  facet,  antimetabolism,  was 
chosen  for  this  symposium. 

Like  its  distinguished  predecessors  in  the  Ciba 
series,  this  is  a presentation  of  papers  by  interna- 
tional authorities  describing  their  work  in  related 
areas  of  research  in  laboratories  throughout  the 
world.  The  papers  are  enlarged  upon  and  dis- 
cussed by  the  participants  at  large  following  each 
presentation. 

The  main  areas  of  antimetabolism  considered 
herein  relate  to  the  effect  of  amino  acid  and  pep- 
tide substances  upon  microorganisms  and  tumor 
cells.  Although  familiar  substances  such  as  baci- 
tracin, antinomycin,  and  chloramphenicol  among 
others  are  dealt  with,  an  appreciation  of  this 
material  demands  concentration  and  deep  knowl- 
edge of  biochemistry.  Most  of  the  antitumor  agents 
are  still  used  on  an  experimental  basis  but  with 
startlingly  effective  results  in  some  cases. 

continued  on  page  122 
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day  and  night— ulcer  control  with  B.I.D  . dosage 


Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory /antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  and  other  gastroin- 
testinal disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 


EVEN  REFRACTORY 
CASES  RESPOND 


Science  for  the  world’s  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


DARICON 

oxyphencyclimine  hydrochloride 

References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958,  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  ‘Trademark 
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For  complete  information 
write  Professional  Services, 
Dept.  H,  Merck  Sharp  & Dohme, 
West  Point,  Pa. 
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much  more  effective 
than  either  of  its 
components  alone 


• Effective  by  itself  in  a majority  of  patients.  Provides  smooth,  more  trouble-free 
management  of  hypertension. 

• Since  hydrodiuml  and  reserpine  potentiate  each  other,  the  required  dosage  of 
each  is  lower  when  given  together  as  hydropres  than  when  either  is  given  alone. 

• HYDROPRES  provides  the  needed  and  valuable  tranquilizing  effect  of  reserpine. 
Lower  dosage  may  reduce  such  side  effects  of  reserpine  as 

excessive  sedation  and  depression. 

• Arrest  or  reversal  of  organic  changes  of  hypertension  may  occur. 

• Headache,  dizziness,  palpitations  and  tachycardia  are  usually  promptly  relieved. 
Anginal  pain  may  be  reduced  in  incidence  and  seyerity. 

• With  HYDROPRES,  dietary  salt  may  be  liberalized. 

• Convenient,  controlled  dosage. 

HYDilOPRES-25  HYDROPRES-50 

25  mg.  hydroDIURIL,  0.125  mg.  reserpine.  50  mg.  hydroDIURIL,  0.125  mg.  reserpine. 

One  tablet  one  to  four  times  a day.  One  tablet  one  or  two  times  a day. 

if  the  patient  Is  receiving  ganglion  blocking  drugs  or  hydralazine, 
their  dosage  must  be  cut  in  half  when  HYDROPRES  Is  added. 


HERCK  SHARP  & DOHiE,  division  of  MERCK  & CO.,  INC.,  PHILADELPHIA  1,  PA. 

• ANO  MVOROPfteS  AR£  TRA&gMA^KS  OF  MgROK  4 CO.,  (NC. 
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there’s  pain  and 
inflammation  here, 
it  couid  be  miid 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 

comprehensive 

treatment  than 
salicylate  alone 

assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid’ 

additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate*"^  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 
of  treatment-interrupting 
side  effects'  * 

. . . simple,  flexible 
dosage  schedule 


Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After 
desired  response  is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions: 
Initially  as  above.  When  satisfactory 
control  is  obtained,  gradually  reduce 
the  daily  dosage  to  minimum 
effective  maintenance  level.  For  best 
results  administer  after  meals  and 
at  bedtime. 

Precautions:  Because  sigmagen 
contains  prednisone,  the 
same  precautions  and 
contraindications  observed 
with  this  steroid  apply  also 
to  the  use  of  sigmagen. 


in  any  case 
it  calls  for 


^corticold-salicylate  compound'^HI^^  tSbIStS 
Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.;  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  ,1955.  4.  Guerra.  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 


SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 


"The  sinoauricular  node  that  controls  the 
contraction  of  the  auricles,  and  the 
aureculoventricular  node  which  passes  the 
otriquent — ricular  bundle  to  parts  of  the 
ventricles  have  slowed  down — your  brassiere 
is  too  tight." 


The  book  corner  cont.  from  page  3 '6 


A few  of  the  papers  treat  of  pure  biochemistry; 
the  stereochemistry  of  beta-amino  acids,  disul- 
phide crosslinking  in  cysteine  petides,  etc.  How- 
ever, one  paper  in  this  category  is  of  exceptional 
importance  to  basic  protein  chemistry  in  that  it 
divulges  a previously  unknown  property  of  pep- 
tides, namely,  the  aminoacyl  insertion  reaction. 
Through  this  reaction,  synthesis,  isomerization  and 
degration  of  peptide  chains  are  possible  without 
the  breaking  of  those  chains.  Previous  chemistry 
involving  reactions  upon  the  peptide  linkages  left 
natural  processes  obscure.  The  rewarding  result 
of  this  discovery  should  be  a clarification  of  nat- 
ural protein  phenomena  by  in  vitro  methods.  As 
with  all  of  the  Ciba  Foundation  Symposia,  this 
book  is  a welcome  asset  to  the  shelves  of  our 
medical  library  as  a portal  through  which  we  may 
view  the  brilliant  present  of  biochemical  research 
together  with  the  beckoning  of  the  future. 

Richard  Kellar,  M.D. 

Fundamentals  of  Otolaryngology:  By  Lawrence  R.  Boies,  M.D. 
3d  edition.  Phila.,  W.  B.  Saunders  Co.,  1959.  Price:  $8.00. 

The  third  edition  of  Boies’  Textbook,  like  its 
predecessors,  adheres  to  the  author’s  original  pur- 
pose of  offering  fundamental  information  to  the 
undergraduate  medical  student.  This  it  does  rather 
uniquely  and  adequately  by  discussing  the  subject 


If  they  need  nutritional  suj 


they  deserve 


GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-IAVITAM  ms-11  MINERALS 


Each  capsule  contains; 

Vitamin  A . . 

Vitamin  D 

Vitamin  B12  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  . . 
Thiamine  Mononitrate  (Bi)  . . . . 

Riboflavin  (B2) 

Niacinamide . . 

Folic  Acid 

Pyridoxine  HCI  (Be) 

Ca  Pantothenate 

Choline  Bitarfrate  

Inositol 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates). 
1-Lysine  Monohydrochloride  . . . 

Rutin 

Ferrous  Fumarate 

Iron  (as  Fumarate) 

Iodine  (as  Kl)  

Calcium  (as  CaHPOi) 

Phosphorus  (as  CaHPOe) 

Boron  (as  NaoBeOr.lOHjO)  . . . . 

Copper  (as  CuO) 

Fluorine  (as  CaF-r) 

Manganese  (as  Mn02) 

Magnesium  (as  MgO) 

Potassium  (as  K2SO4) 

Zinc  (as  ZnO) 


5,000  U.S.P.  Units 
500  U.S.P.  Units 

1/15  U.S.P.  Oral  Unit 

5 mg. 

5 mg. 

15  mg. 

.....  1 mg. 

0.5  mg. 

5 mg. 

.....  50  mg. 

50  mg. 


. . . « . JLU  I .U 

25  mg 

25  mg 

30  mg 

10  mg 

0.1  mg 

157  mg 

122  mg 

0.1  mg 

1 mg 

0.1  mg 

1 mg 

1 mg 

5 mg 

. . . . . 0.5  mg 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAIVIID  COMPANY.  Pearl  River,  New  York 
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matter  under  such  headings  as:  hearing  loss,  verti- 
go, tinnitus,  chronic  nasal  obstruction,  dysphagia, 
etc.  Although  this  book  is  also  intended  for  the 
physician  who  is  not  a specialist  in  otolaryngology, 
such  a physician  is  apt  to  find  its  format  less  to 
his  liking  because  the  usually  accepted  disease 
entities  are  not  discussed  as  such.  Conidering  that 
over  25  per  cent  of  the  generalist’s  patients  will 
come  in  with  ear,  nose  or  throat  complaints,  he 
should  have  access  to  a text  lending  itself  to  more 
ready  reference.  Nevertheless  the  book  is  thor- 
oughly up  to  date,  having  kept  apace  with  most  of 
the  newer  concepts  of  the  rapidly  changing  field. 
It  laudibly  advocates  medical  management  of  dis- 
eases before  resorting  to  surgical  procedures  which 
may  adversely  disturb  normal  physiology. 

Bois’  text  should  also  help  to  reinvigorate  the 
specialty  of  otolaryngology  by  appealing  to  young 
physicians  who  are  seeking  a field  of  broad  scope 
and  interest.  Not  only  is  pure  otolaryngology  de- 
picted, but  there  is  also  included  allergy,  broncho- 
esophagology,  maxillo-facial  usrgery,  and  head  and 
neck  surgery  as  its  legitimate  fields.  Admittedly, 
because  of  these  numerous  activities,  it  would  be 
difficult  for  anyone  to  be  entirely  competent  in 
all  phases  of  such  a specialty.  In  reality  it  thereby 
appears  to  advocate  fragmentation  of  otolaryn- 
gology into  specialties  within  a specialty. 

Herman  J.  Laff,  M.D. 


Treatment  in  Internal  Medicine:  By  Harold  Thomas  Hyman, 

M.D.  Phila.,  J.  B.  Lippincott  Co.,  1958.  609  p.  Price:  $12.50. 

This  work  admirably  succeeds,  within  the 
bounds  of  reasonable  size,  in  providing  up-to-date 
information  on  the  therapy  of  the  diseases,  both 
common  and  exotic,  which  are  likely  to  be  en- 
countered in  a medical  practice.  The  author’s 
viewpoint  is  that  of  a physiologically-oriented  in- 
ternist, who  presents  a distillate  of  the  mass  of 
information  available  on  the  management  of  non- 
operative problems.  For  each  type  of  illness,  the 
author,  who  produced  the  enthusiastically  received 
“Handbook  of  Differential  Diagnosis,”  gives  a 
rational  approach  to  practical  management — both 
the  useful  diagnostic  maneuvers  as  well  as  a de- 
tailed and  documented  therapeutic  plan.  The  text 
is  liberally  sprinkled  with  useful  tables  and  refer- 


ARTIFICIAL EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  haye.  In  busi- 
ness since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


ences  to  pertinent  literature,  which  make  it  not 
only  one  man’s  system  of  practice  but  also  a source 
for  further  information  on  each  subject.  Extra 
features,  not  found  in  the  more  conventional 
“Therapies”  sired  by  large  series  of  collaborating 
authors,  include:  details  on  how  to  carry  out  spe- 
cific procedures,  pros  and  cons  for  a multitude  of 
drugs  and  regimens,  and  division  of  treatment 
programs  into  those  suitable  for  generalist  and 
specialist  management. 

I found  the  book  helpful  in  actual  practice, 
using  it  to  check  on  my  management  of  office  and 
hospital  patients  for  several  weeks.  I am  certain 
it  would  be  even  more  useful  to  the  new  physician 
and  house  officer.  Marshall  A.  Friedman,  M.D. 


Postgraduate  course  in 
Advanced  Electrocardiology 

The  University  of  Nebraska  College  of  Medi- 
cine will  offer  the  first  of  a 10-course  series  of 
postgraduate  programs  September  28,  29  and  30. 
Dr.  Enrique  Cabrera,  of  the  Institute  of  Cardiology 
in  Mexico  City,  will  team  with  Dr.  Eugene  Le- 
peschkin  of  the  University  of  Vermont  to  present 
the  three-day  course  in  Advanced  Electrocardiol- 
ogy. The  course  fee  will  be  $50.00.  Application 
should  be  made  to:  Office  of  Medical  Extension, 
University  of  Nebraska  College  of  Medicine,  42 
and  Dewey,  Omaha  5,  Nebraska. 
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penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY— Liquifies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
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Buffered  fo  control  a normal  vaginal  pH. 

ETHICALLY  PKCED,  net  wt. 

10  oz $1.25 
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The  Colorado  State  Medical  Society 

Rocky  Mountain  Medical  Conference, 

September  8-11,  1959 
Denver 

President:  John  I.  Zarit  (Chairman  of  the  Board),  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1959. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  A.M.A. : Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1959) ; E.  H.  Munro,  Grand 
Junction,  1959;  (Alternate,  H.  E.  McClure,  Lamar,  1959);  I.  E. 
Hendryson,  Denver,  1959;  (Alternate,  C.  C.  Wiley,  Longmont, 
1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  Telephone  AComa  2-0547. 


Montana  Medical  Association 

Annual  Meeting,  September  17-19,  1959 
Butte 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  P.  Peterson,  Butte. 
Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 


Newton  Optical 
Company 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 


Phone  KEystone  4-8714 
309  1 6th  Street,  Denver 


Nevada  State  Medical  Association 

Annual  Meeting,  August  19-22,  1959 
Reno 

President:  Roland  Stahr,  Reno. 

President-elect:  Ernest  W.  Mack,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall. 
Reno;  alternate:  Earl  N.  Hlllstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary;  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno; 
telephone  FA.  3-6788. 

New  Mexico  Medical  Society 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect;  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association;  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  CH  2-2102. 

The  Utah  State  Medieal  Association 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County,  1960, 

A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford  Rees, 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar  City: 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E.  Jorgenson, 
Provo. 

Executive  Committee:  U.  R.  Bryner,  Salt  Lake  City,  Chair- 
man; Reed  W.  Farnsworth,  Cedar  City;  I.  Bruce  McQuarrie, 
Ogden;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dal- 
rymple, Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 

B.  Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth  East 
Street,  Salt  Lake  City  2,  Telephone  EL.  5-7477. 

The  Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  Frederick  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  M.  Halsey,  Rawlins;  Converse  County,  Roman 
J.  Zwalsh,  Glenrock;  Fremont  County,  Bernard  D.  Stack, 
Riverton;  Goshen  County,  O.  C.  Reed,  Torrington;  Laramie 
County,  S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick 
H.  Haigler,  Casper;  Sheridan  County,  Ralph  Arnold,  Sheridan; 
Sweetwater  County,  R.  C.  Stratton,  Green  River;  Teton 
County,  Vacancy;  Uinta  County,  J.  S.  Hellewell,  Evanston; 
Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle;  Northwest 
Wyoming,  John  H.  Froyd,  Worland. 

Delegate  to  A.M.A. : A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Tele- 
phone 2-5525,  Cheyenne. 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABOUT  ATARAX’ 

■ (brand  sf  hydroxyzine) 


INVESTISATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 
Syrup 

3-6  years,  one  tablet 
over  6 years,  two  tablets  t.i.d. 
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For  adult  tension 
and  anxiety 

25  mg. 
tablets 
Syrup 

one  tablet  q.i.d. 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 

Parenteral 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

and  emotional 
emergencies 

Solution 

Supplied!  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 
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the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 
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WANT  ADS 


JiXCEL.L,ENT,  completely  furnished  physician’s  office 
for  rent,  3705  East  Colfax,  Denver.  Includes  light, 
telephone,  and  receptionist  service.  Surgeon  preferred. 
DE.  3-4203.  8-1 


GENERAL  PRACTITIONER  WANTED;  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana.  34TF 


PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 


FOR  SALE:  Modern  Medical  Clinic,  fully  equipped. 

Good  location.  Modern  35  bed  hospital  three  blocks 
away.  Practice  well  established.  Asking  price  same 
as  gross  for  one  year.  Gross,  $40,000  cash  last  eight 
months.  Buyer  should  do  major  surgery.  New  ultra 
modern  brick  home  also  for  sale.  Write  Box  5-lTF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  Shown  by  appointment.  5-ltf 


A 

FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Plaee  * Denver  2,  Colorado 


RELIABLE  DRUGGISTS 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood  and 
Metropolitan  Denver 


EARNEST  DRUG 

217  16fh  Street 
Prescription  Specialists 
Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH— CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. W'rite  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.  O.  Box  188, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


FOR  SALE — Complete  office  equipment  for  small- 
town general  practice,  includes  modern,  almost  new 
Keleket  X-ray,  two  examining  tables,  modern  furni- 
ture and  instruments  including  emergency  operating 
room  supplies.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colorado.  64 


VACANY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


FOR  RENT:  Physicians’  offices  available  in  new  Medi- 
cal Center  in  busy  Northeast  Colorado  Springs. 
Possibilities  unlimited  for  Pediatrician,  Obstetrician, 
Internist  and  Endocrinologist.  Please  investigate. 
Will  install  $2,000.00  free  partitioning,  plumbing,  etc., 
to  suit.  Air  conditioned.  100  car  parking.  E.  Nirk, 
2621  Holiday  Lane,  Colorado  Springs.  ME.  4-8978.  7-3 


PHYSICIAN  needed  to  become  associated  with  a group 
in  a central  Wyoming  city.  Prefer  physician  with 
some  special  training  in  internal  medicine.  Write: 
Box  8-33,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Building,  Denver  2,  Colorado.  8-33 


EXELLENT  OPPORTUNITY.  Ophthalmologist  or 
E.E.N.T.  Suburb  of  Los  Angeles.  Rent  or  buy  modern 
medical  building.  Fine  apartment,  rear.  Write:  Paul 
V.  Jameson,  ■ M.D.,  1405  East  21st  South  Street,  Salt 
Lake  City  5,  Utah.  8-43 


OFFICE  SPACE  AVAILABLE  in  modern  professional 
building  in  Pueblo  Colorado.  Excellent  location  and 
opportunity  for  general  practitioner  or  specialist  in 
this  rapidly  growing  city.  Approximately  650  sq.  ft. 
available  which  is  air  conditioned.  Call  or  write  John 
P.  Hruby,  D.D.S.,  129  Colorado  Avenue,  Pueblo,  Colo- 
rado. 8-3 
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Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 
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For  the  care  and  treatment  of 

Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


patients  ivith  nervous  or  mental  disorders. 

) 

I John  W.  Myers,  m.d.,  Medical  Director 
^ Alan  Jacobson,  m.d..  Psychiatrist 

^ Fred  W.  Langner,  m.d..  Psychiatrist 
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. . . Time-tested  flavor  that  children  love,  plus 
the  tested  effectiveness  and  safety  of  Kynex. 
Just  one  dose  sustains  plasma-tissue  levels  for 
24  hours.  Sensitivity  reactions  and  renal  toxicity 
are  rare  in  recommended  doses.  Highly  econom- 
ical regimen  . . . easily  administered  and  easily 
remembered  by  the  mother. 

Indicated  whenever  sulfas  are  indicated 


ACETYL  PEDIATRIC  SUSPENSION 

Ni  Acetyl  Sulfamethoxypyridazine 


Recommended  dosage:  First-day  dose  is  1 teaspoonful  (250  mg.) 
for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day  thereafter, 
Vi  teaspoonful  for  each  20  lbs.  For  80  lbs.  and  over,  use  adult 
dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially,  and  2 teaspoonfuls 
(0.5  Gm.)  daily  thereafter.  Administer  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg.  of  sulfa- 
methoxypyridazine activity.  Bottles  of  4 and  16  fl.  oz. 
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NEW 

multiple  antigen  for  pediatric  use 

QUADRIGEN 

(Diphtheria-Tetanus-Pertussis-Poliomyelitis,  Aluminum  Phosphate  Adsorbed,  Parke-Davis) 

immunizes  against  4 diseases 

A newly  developed  multiple  antigen,  quadrigen  is  designed  for 
simultaneous  immunization  of  infants  and  preschool  children  against 
diphtheria,  tetanus,  pertussis,  and  paralytic  poliomyelitis. 

Good  antibody  response  has  been  demonstrated  in  children 
immunized  with  quadrigen  within  this  age  group.* 

The  antigens  in  quadrigen  are  adsorbed  on  optimum  amounts  of  aluminum 
phosphate  to  provide  a potent  and  compatible  product. 

A single  dose  of  quadrigen  is  only  0.5  cc.  See  package  for  dosage  schedule. 
With  QUADRIGEN,  multiple  protection  can  be  obtained  with  fewer 
injections  at  low  dosage  levels— a regimen  that  appeals 
both  to  patients  and  parents. 

«=Barrett,  C.  D..  Jr.,  et  al:  J.A.M.A.  167:1 103, 1958; 

Ibid.;  Am.  J.  Pub.  Health  49:644, 1959. 
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22  were  successfully 
treated  with  Decadnii 


L Boland,  E.  W,,  and  Headley,  N.  E.s  Paper  read  before  the 
Am.  Rheum.  Assoc.,  San  Francisco,  Calif.,  .lune  21,  1958. 

2.  Bwnim,  i.  j.,  et  al.t  Paper  read  before  the  Am.  RHeum.  Assoc., 

-4an  Francisco,  Calif.,  June  21,  1958. 

'Cortisone,  prednisone  and  prednisolone. 
tJECADRON  is  a trademark  of  Merck  & Co,,  Inc., 

Additioisai  information  on  DECA0ROM  is  available  to  physicians  on  request. 


^ Merck  Sharp  & Dohme 

DIVISION  OF  MERCK  & CO.,  iHC.,  PHILADELPHIA  1,  PA. 


for  the  control  of  tension  and  G.l.  trauma, 
many  of  you  have  been  writing  this 
prescription  in  increasing  numbers  for 
nearly  two  years . . . 


predictable  results 
in  the  control  of 
tension  and  G.l.  trauma 

PATH  IE 

LEDERLE  LABORATORIES,  A Division  of 
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NEW!  for  greater  flexibility 
in  the  control  of 
tension  and  G.l.  trauma... 
now  you  can  write: 


In  the  management  of  such  gastrointestinal 
dysfunctions  as  duodenal  or  gastric  ulcer, 
intestinal  colic,  spastic  and  irritable  colon, 
ileitis,  esophageal  spasm,  gastric  hyper- 
motility and  anxiety  neurosis  with  G.  I. 
symptoms,  nearly  two  years’  experience  has 
confirmed  the  clinical  advantages  derived 
from  the  combination  of  the  two  agents  in 
Path  I BAM  ATE. 


New  Pathibamate-200  Tablets  combine 
Meprobamate  at  one-half  strength,  with 
Pathilon  at  full  established  potency. 

With  Pathibamate-200,  further  individual- 
ization of  treatment  is  facilitated  in  respect 
to  both  the  degree  of  tension  and  associ- 
ated G.l.  sequelae,  as  well  as  the  response 
of  different  patients  to  the  component  drugs. 


Supplied:  PaTH1BAMATE-400  — Each  tablet  (yellow,  'h  scored)  contains  Meprobamate, 

400  mg.;  PATHILON  Tridihexethyl  Chloride,  25  mg. 
Pathibamate-200  — Each  tablet  (white,  coated)  contains  Meprobamate, 
200  mg,;  PATHILON  Tridihexethyl  Chloride,  25  mg. 
Administration  and  dosage:  Pathibamate-400  — 1 tablet  three  times  a day  and  2 tablets  at  bedtime. 

Pathibamate-200  — 1-2  tablets  three  times  a day  and  at  bedtime.  Adjust 
dosage  to  patient  response. 


AM ATE Z 

Meprobamate  with  Pathilon®  Tridihexethyl  Chloride*  LEDERLE 

*PATHIL0N  Is  now  offered  as  tridihexethyl  chloride  Instead  of  the  iodide,  since  the  latter  may  interfere  with  the  results  of  certain  thyroid  function  test$* 


American  CYANAMID  company,  Pearl  River,  New  York 
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■Each  Nebralin  tifned-release 
tablet  contains:.  ■ 

OOisila!^' 93  "'•g- 

Warning!  May  be  habit  farming 

f^fiphenesin 425  rr.g. 

' »Do.  say  brand  of  psntobarbitai 

CAUTIOfil;  Federal  law  prohibits 
dispensing  without  prescription 

One  or  two  tablets  V2  hour 


Dosage: 

Before  retiring. 


f timed-release  action  for  a full  night’s  sleep 

! ^ ® • NEBRALiN  is  designed  to  duplicate  the  normal  sleep  pattern. 

I ; i it  encourages  muscular  relaxation  and  induces  sustained, 
relaxed  sleep  by  the  release  of  Dorsita!  and  mephenesin 
in  a timed-reiease  tablet  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension" 
and  conditions  the  body  for  steep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The  initial  and 
sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep/  and  when  combined  with  a 
barbiturate  enhances  barbiturate  action.^'-^  Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,"  assuring  your  patients  refreshed  awakenings 
without  '"‘morning  hangover.” 

1 S'chfesinger,  E.  B,:  Tr.  New  York  Acad.  Sc.  2:6,  (Nov.)  1948. 

2 Richards,  R.  K.,  and  Taylor,  J.  D.:  Anesthesiology  17:414,  1956. 

3 Shideman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  F.:  Pharmacol.  Rev.  1:243,  1949. 
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For  arthritic  M.S.: 
full  corticosteroid 
benefits  from  new 
Gammacorten'“ 


Patient  M.S.,  81,  at  the  time  of 
the  first  visit  was  in  severe  pain 
and  very  uncomfortable . Complained 
of  swelling  of  wrists,  legs  and  var- 
ious joints;  pain  and  stiffness  in 
cervical  area  and  lower  spine;  pain, 
swelling  and  limited  motion  in  the 
fingers;  slight  ulnar  deviation  of 
the  hand.  M.S.  demonstrates  posi- 
tion necessary  to  put  on  his  hat 
(motion  was  so  restricted  that  he 
could  not  comb  his  hair)  . 

Gammacopbeh 

(dexamethasone  CIBA) 

•potent,  effective  corticosteroid 

• profound  anti-inflammatory  activity 

• minimal  side  effects 

From  the  files  of  a practicing 
physician.  Photographs  used  with 
permission  of  the  patient. 

SUPPLIED:  GAMMACORTEN  Tablets, 

0.75  mg.  (pink,  scored). 


CIBA 


2/2723MK  SUMMIT,  N.  J. 


Treatment  and  Result:  After  36  hours 
of  GAMMACORTEN  therapy,  M.S.  had 
"complete  relief ."  Joint  swelling 
had  decreased,  pain  was  almost  ab- 
sent, range  of  motion  had  increased 
dramatically.  At  the  end  of  the 
first  week  of  GAMMACORTEN  he  was 
free  of  discomfort  and  able  to 
return  to  his  job  as  a porter.  M.S. 
could  put  on  his  hat  normally, 
could  comb  hair;  joint  function 
near-normal  after  first  week  . 
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Pertinent  information  for  doctors  about 


KENT’S  SUPER-POROUS 
MICROPORE  PAPER 


With  the  intensive  publicity  being  given 
to  porous  cigarette  paper  in  recent  weeks, 
Kent  believes  that  doctors  would  be  in- 
terested in  knowing  the  scientific  facts 
about  the  paper  used  in  today’s  Kent 
cigarettes. 

Kent’s  exclusive  super- 
porous  Micropore  paper 
lets  cool  air  in,  lets  heat 
escape  through  micro- 
scopic pores  in  the  paper. 

The  increased  oxygen  in 
the  tobacco  cylinder 
brings  about  more  com- 
plete combustion  of  the 
tobaccos.  As  a result, 

Kent  smokers  have  been 
getting, a cooler,  cleaner, 
fresher  taste  in  smoking. 

When  the  advantages 
of  Kent’s  Micropore  paper 
are  coupled  to  Kent’s 
other  superiorities,  it  is 
easy  to  understand  why 
more  people,  during  the 
past  year, changed  to  Kent 


than  to  any  other  cigarette  in  America. 

Kent  smokers  also  enjoy  a fi-ee  and 
easy  draw,  which  brings  through  the  rich 
taste  of  Kent’s  costly  blend  of  100% 
natural  tobaccos.  In  addition,  Kent’s  ex- 
clusive Micronite  Filter  has  made  a sig- 
nificant contribution  in 
the  area  of  filtration : Kent 
has  reduced  tars  and  nico- 
tine to  the  lowest  level 
among  all  leading  brands. 

The  American  smoking 
public  was  quick  to  re- 
spond to  Kent.  They  dis- 
covered— it  makes  good 
sense  to  smoke  Kent,  and 
good  smoking,  too. 


If  you  would  like  for  your 
own  use  the  booklet,  “The 
Story  of  Kent,”  write  to: 
P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.Y. 


Micropore  is  a Trade  Mark  of 
P.  Lorillard  Co. 
© 1959,  P.  Lorillard  Co. 


^ciustve 


KING-SIZE 


■ %i 


For  the  flavor  you  like  KENT  FILTERS  BEST 

A Product  of  P.  Lorillard  Company-— First  with  the  finest  cigarettes— through  Lorillard  Research! 
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loosen  the  noose  of  fear 
in  bronchial  asthma 


VISTARIL 

hydroxyzine  pamoate 


. . . unties  the  mental  and  'physical  knot  • tranquilizes  anxious  asthmatics  • relieves 
apprehension  • relaxes  muscular  tension  • supplements  anti-asthmatic  medication 

Vistaril  was  designated  as  a psychotherapeutic  antihistamine  by  the  A.M.A.  Council  on  Drugs  in 
1958.  A professional  information  booklet  providing  complete  details  on  Vistaril  is  available  on 
request. 

Suggested  oral  dosaye  — adjust  according  to  response:  Adults,  50  mg.  q.i.d.,  initially.  Children  over 
6,  50-100  mg.  daily  in  divided  doses.  Children  under  6,  50  mg.  daily  in  divided  doses. 

Supplied  as  Capsules  — 25,  50,  and  100  mg.;  bottles  of  100  and  500. 

Oral  Suspension  — 25  mg.  per  teaspoonful  (5  cc.) ; 1 pint  bottles. 

Parenteral  Solution  (as  the  HCl)  — 25  mg.  per  cc.;  10-cc.  vials  and  2-cc.  Steraject®  Cartridges. 

PFIZER  LABORATORIES,  Div.,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y.  Science  for  the  world’s  well-being 
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Tamper-Proof 


Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which, 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  efficacy,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  the  same  nfranufacturing  skill,  the  same  106 
iiHgredient  and  product  tests,  the  same  exclusive 
processes  which  contribute  to  the  superiority  of 
Bayer  Aspirin  set  the  standards  of  excellence  for 
Bayer  Aspirin  for  Children, 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin,  the  world  has  ever  known, 

Bayer  Aspirin  for  Children- IVij  grain  flavored 
tablets- Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


TIM,:e  COM  PAN¥,  ,DW«#iem  OE  KTSBiWMW  OftU'®  iM®,,  14S0  BWOAOWAV.  NEW  VOBK  lE,  N. 


ASWRiW 
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prevent 

nutritional 

anemia 

with  ferric  pyrophosphate, 
a form  of  iron 
exceptionally 
well -tolerated 


build  appetite 


with 

B complex 
vitamins 


in  taste-tempting 
cherry  flavor 

Average  dosage,  1 teaspoonful 
(5  cc.)  contains: 


l-Lysine  HCI 300  mg. 

Vitamin  Bia  Crystalline  ...  25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble)  250  mg. 
Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol 3.5  Gm. 

Alcohol 75% 


Bottles  of  4 and  16  fl.  oz. 


promote 
protein  uptake 

with  the 

potentiating  effect 
of  l-Lysihe  on 
low-grade 
protein  foods 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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August  isn’t  the  only  hay  fever  month* 
. . . and  there  is  no  seasonal  limit 
on  the  antiallergic  action  of 
Chlor-Trimeton®  Repetabs®  8 or  12  mg. 


safest,  best  tolerated,  for  both  seasonal  and  nonseasonal  allergies 
the  most  prescribed  antihistamine  in  the  United  States 


Bottles  of  100  and  1000. 


SCHEEING  CORPORATION 


BLOOMFIELD,  NEW  JERSEY 


Hn  every  month  of  the  year  there  are 

allergenic  pollens  thriving  in  some  part  of  the  United  States 

SYMBOL  OF  THE  ONE-DOSE  CONVENIENCE  YOU  WANT  FOR  YOUR  PATIENT 


[ 


CTU-J-1299 


Nm  —All  cold  symptoms 
can  be  controlled 


timed-release  ^ ^ tablets 


Controls  congestion 

with  Triaminic,^'2'3  the  leading  oral 

nasal  decongestant. 

Controls  aches  and  fever 

with  well-tolerated  APAP,  non-addic- 

ti  ve  analgetic^  and  excellent  antipyretic.® 


Controls  cough  centrally 
with  non-narcotic  Dormethan,  possess 
ing  “amply  demonstrated”  antitussive 
activity,®  as  effective  as  codeine. 

Liquefies  tenacious  mucus 

with  terpin  hydrate,  classic  expectorant. 


Each  TUSSAGESIC  Tablet  provides: 

TRIAMINIC®  50  mg. 

(phenylpropanolamine  HCl  25  mg. 

pheniramine  maleate 12.5  mg. 

pyrilamine  maleate  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr) 30  mg. 

Terpin  hydrate  180  mg. 

APAP  (N-acetyl-p-aminophenol)  325  mg. 

References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  2.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37:460 
(July)  1958.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.) 
1958.  4.  Bonica,  J.  J.:  in  Drugs  of  Choice,  Mosby,  St. 
Louis,  1958,  p.  272.  5.  Dascomb,  H.  E.:  in  Current 
Therapy,  Saunders,  Phila.,  1958,  p.78.  6.  Bickerman,  H. 
A.:  in  Drugs  of  Choice,  Mosby,  St.  Louis,  1958,  p.547. 


Prompt  and  prolonged  relief  because  of 
this  special  “timed  release”  design: 


first  — the  outer  layer 
dissolves  within  minutes  to 
give  3 to  4 hours  of  relief 


then  — the  inner  core 
releases  its  ingredients 
to  sustain  relief  for  3 to 
4 more  hours 


Dosage:  One  tablet  in  the  morning,  midafternoon 
and  at  bedtime.  Pediatric  dosage  chart  for 
Tussagesic  Suspension  available  on  request. 


TUSSAGESIC  SUSPENSION  provides  palatability  and  convenience  which  make  it 
especially  attractive  to  children  and  other  patients  who  prefer  liquid  medication, 

SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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in  the  depressed,  unhappy  patient 

PROMPTLY  IMPROVES  MOOD 

without  excitation 


• Acts  fast  to  relieve  depression  and  its  common  symptoms: 

sadness,  crying,  anorexia,  listlessness,  irritability, 
rumination,  and  insomnia. 

• Restores  normal  sleep — ^without  hang-over  or  depressive 
aftereffects.  Usually  eliminates  need  for  sedative-hypnotics. 

EFFICACY  AND  SAFETY  CONFIRMED  IN  OVER  3,000 
DOCUMENTED  CASE  HISTORIES}’^’^ 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary, 
this  dose  may  be  gradually  increased  up  to  3 tablets  q.i.d. 

Composition:  Each  light- pink,  scored  tablet  contains  1 mg. 
2-diethylaminoethyl  benzilate  hydrochloride  (benactyzine  HCl) 
and  400  mg.  meprobamate. 

References : 

1.  Alexander.  L.;  J.A.M.A.  1_66:1019,  March  1.  1958. 

2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

3.  Pennington,  V.M.:  Am.  J.  Psychiat.  115:250.  Sept.  1958. 


for  depression 

‘Deprol 


At 


®®WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

^TRADE-MARK  C0-90S0 


Waterloo  for  an  ulcer. . . 


Napoleon  exhibited  ulcer  symptoms  through  most  of 
his  adult  life,  yet  he  scorned  medication  for  his  ever- 
lasting “spasms  of  nervous  origin.^’  He  ignored  his. 
infirmities  with  violent  naivete  despite  an  intense  in- 
terest in  medical  science.  Thus,  the  classic  hand-in- 
coat pose  may  have  been  the  result  of  his  paroxysms 
of  gastric  pain  that  sliced  “like  the  stab  of  a penknife.” 

When  your  patient  is  besieged  with  an  ulcer, 
Robins  provides  you  with  an  armamentarium 
sufficient  to  repel  it. 

fronted  assault— li  your  tactics  dictate  Local 
Action,  try  ROBALATE,®  which  is  dihydroxy 
aluminum  aminoacetate  (0.5  Gm.  per  tablet  or 
5 cc. ) , an  antacid  of  definitely  superior  efficacy. 

encirclement  — If  you  prefer  to  approach  the 
ulcer  Systemically,  prescribe 
DONNATAL,®  the  anticho- 


linergic-antispasmodic-sedative with  the  time- 
tested  natural  belladonna  alkaloids  and  pheno- 
barbital,  a veteran  campaigner  without  peer. 
FORMULA:  hyoscy amine  sulfate,  0.1037  mg.; 
atropine  sulfate,  0.0194  mg.;  hyoscine  hydro- 
bromide, 0.0065  mg.;  and  phenobarbital 
gr.),  16.2  mg. 

multi-pronged  attack  — If  you  relish  the 
strategy  of  combining  antacid  and  antispasmod- 
ic-anticholinergic  effects,  use  DONNALATE  ® 
It  combines  one-half  of  a DONNATAL  tablet 
with  one  ROBALATE,  ideal  allies  for  compre- 
hensive ulcer  therapy. 

Victory  will  he  yours. 

A.  H.  ROBINS  CO.,  INC.  • RICHMOND,  VA. 


DONNALATE  m 


This  modern  enema  is  expendable, 
and  safe . . . its  longer  rectal  tip  makes 
easy.  Sigmol®enemas  also  save 
ration  and  clean-up  time.  Each  120cc. 
Sorbitol  Solution  N.  F.  43  Gm.; 
Sulfosuccinate  0.12  Gm. 


non-irritating 
administration 
expensive  prepa- 
enema  contains: 
Dioctyl  Potassium 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


nauseated  or  vomiting  patients 
respond  quickly  and  routinely  to 


Trilafon* 

I perphenazine 

MUCH  MORE  ACTIVE  ANTIEMETIC  effect  per  milligram 
dosage  than  with  other  phenothiazines 

MINUS  the  danger  of  significant  hypotensive  reaction 
PLUS  maintenance  of  alertness  and  regular  activity 
MINUS  pain  or  irritation  on  deep  IM  injection 

PLUS  convenient  administration  with  one  of  5 dosage  forms 
(Trilafon  Injection,  Suppositories,  Syrup,  Repetabs,®  Tablets) 

PROVED  CONTROL  OF  VOMITING  OR  NAUSEA 
ASSOCIATED  WITH 

INFECTION 

(e.g.,  gastroenteritis,  pyelitis) 

DRUG  THERAPY 

(e.g.,  digitalis,  nitrogen  mustard,  aminophylline) 

TOXICOSIS 

(e.g.,  uremia,  diabetic  acidosis,  leukemia, 
carcinomatosis) 

MORNING  SICKNESS 
HYPEREMESIS  GRAVIDARUM 
OPERATIVE  PROCEDURES 
MENIERE’S  SYNDROME 
RADIATION  SICKNESS 
PSYCHOGENIC  PHENOMENA 


MAINTENANCE  THERAPY 
WITHOUT  STEROIDS 

IS  FUNDAMENTAL 


Sound,  conservative  therapy  with  salicylates  has  been  consistently  reaffirmed  as  basic, 
long-term  maintenance  therapy  in  the  arthritides. 

Buffered  Pabirin  provides  superior  maintenance  therapy.  It  epitomizes  fundamen- 
tal long-term  basic  therapy  since  it  can  be  given  month  after  month  without  serious 
complications  and  with  minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high  and  sustained  salicylate  blood  levels. 
Each  tablet  consists  of  an  outer  layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid,  and  ascorbic  acid ; a core  of  acetylsalicylic  acid. 

In  the  stomach,  the  outer  layer  quickly  releases  the  buffer,  which  protects  against 
nausea,  dyspepsia  and  other  gastrointestinal  symptoms  so  frequently  encountered 
with  salicylates  alone.  The  core  of  Buffered  Pabirin  then  disintegrates  rapidly,  per- 
mitting rapid  absorption  of  the  acetylsalicylic  acid  for  faster  pain  relief. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


Each  tablet  contains; 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.)....300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel.... 100  mg. 

All  Buffered  Pabirin  is  sodium-  and 
potassium-free. 


References:  1.  Hart,  D.;  Bagnall,  A.  W.; 
Bunim,  J.  J.,  and  Polley,  F.  H.:  Ninth  Inter* 
national  Congress  on  Rheumatic  Diseases. 
Toronto,  Otit.  (June  25)  1957.  2.  Report  of 
Joint  Committee,  Medical  Research  Council  & 
Nuffield  Foundation,  Treatment  of  Rheumatoid 
Arthritis,  British  Medical  Journal  (April  13) 
1957.  3.  Friend,  D.  G.*.  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Dosage:  Two  or  three  tablets 
3 or  4 times  daily. 


Buffered 


PabiriR; 


Tablets 


SMITH-DORSEY*  a division  of  The  Wander  Company  • Lincoln.  Nebraska  • Peterborough,  Canada 


new 

an  antihistamine 
that  is  an  antihistamine 
-not  a somnifacient 


drowsiness  (other  side  effects)  rare . . . relief  prompt ..  .toxicity  low 

Investigators  cite  this  new  antihistamine’s  lack  of  side  effects,  its  speed  of  action  and  its  excellent  tolerance. 
Nineteen  investigators  have  treated  over  800  patients  with  ALLERCUR.  In  297  recent  cases,  91%  were  side- 
effect-free.  ALLERCUR  is  supplied  in  bottles  of  100  scored  tablets,  each  containing  20  mg.  Clemizole  HCl. 
Average  dose  is  2 to  4 tablets  daily. 

when  allergies  occur 

<iALLERCUR 

@ (Clemizole  HCl) 

New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  W^ell-Being 

*Trademark  Bibliography  available  on  request. 
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Effective  relief  in  rheumatic  disorders 


Sterazolidin . 


capsules 


prednlsone<-phenylbutazona  Qeigy 

with  less  risk  of  disturbing  hormonal  balance 


In  the  treatment  of  the  rheumatic  disorders 
new  Sterazolidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy. ..  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.’-* Sterazolidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (60  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  Is  likely  to  occur. 


Sterazolidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  60  mg,;  dried 
aluminum  hydroxide  ge!  100  mg.;  magnesium 
trisilicate  160  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzel!,  W.  C.,  and  others.:  Arch.  Int.  Med. 
92:646, 1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  64:323,1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W.  D.,  Jr., 
and  Steinberg,  I.  H.:  New  England  J.  Med. 
266:823  (May  2)  1957. 

Ok 

Geigy,  Ardsiey,  New  York  i 


for  September,  1959 


23 


4 way  check  of 

DIARRHEA 


RASPBERRY  FUVOR 


and  pink  color  make  POMALIN  pleasant  to 
fake  and  appealing  to  both  children  and  adults. 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 


Provides  intestinal  antisepsis 


Each  IS  ec.  (tablespoon)  contains-. 


Sulfaguanidine  2 Gm. 

Pectin 225  mg. 

Kaolin  3 Gm. 

Opium  tincture 0.08  cc. 


(equivalent  to  2 cc.  paregoric) 


DOSAGE: 

ADULTS:  Initially  1 or  2 tablespoons  from 


SUPPLIED: 

Bottles  of  16  fl.  oz. 

Exempt  Noreoftc. 


four  to  six  times  daily,  or  1 or  2 teaspoons 
after  each  loose  bowel  movement; 
reduce  dosage  as  diarrhea  subsides. 


Available  on  Prescription  Only, 


LABORATORIES 

New  York  18,  N.  Y. 


CHILDREN:  Vs  teaspoon  (=2.5  cc.)  per 
1 5 lb.  of  body  weight  every  four  hours  day 
and  night  until  stools  are  reduced  to  five 
daily,  then  every  eight  hours  for  three  days. 
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Congratulations,  chef  . . . it’s  just  right ! 

^ Good  for  you! 

SIZZLING  AND  PERFECT!  Now  relax  with  your 
guests.  Pour  yourself  a rewarding  glass  of  beer. 

So  good  and  satisfying  . . . and  it  really  picks 
you  up,  too.  Beer  goes  so  graciously,  so  naturally 
with  a barbecue.  And  it’s  such  a nice  compliment 
to  your  good  taste. 


Seer  Belongs— io  the  fun  of  living! 


United  States  Brewers  Foundation 

CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 
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the  complaint;  “nervous  indigestion” 

the  diagnosis:  any  one  of  several  nonspecific  gastrointestinal  disorders  requiring  relief  of 
symptoms  by  sedative-antispasmodic  action  with  concomitant  digestive  enzyme  therapy, 
the  prescription:  a new  formulation,  incorporating  in  a single  tablet  the  actions  of  Donnatal 
and  Entozyme.  the  dosage:  two  tablets  three  times  a day,  or  as  indicated. 


the  formula : in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate 0.0518  mg. 

Atropine  sulfate  0.0097  mg. 

Hyoscine  hydrobromide 0.0033  mg. 

Phenobarbita!  (%  gr.) 8.1  mg. 

Pepsin,  N.R 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.  F. 300  mg. 

Bile  salts 150  mg. 


DONNAZYME 

A.  H.  ROBINS  COMPANY,  INCORPORATED  . RICHMOND  20,  VIRGINIA 
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for 

the 

tense 

and 

nervous 

patient 

relief  comes 


—does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*  — 400  mg. 
unmarked,  coated  tablets. 


Miltown* 

meprobamate  (Wallace) 

WALLACE  LABORATORIES  / Neiv  Brunsivick,  N.  J. 


CM-9470 


RELIEVES  PREMENSTRUAL  TENSION 


A survey  of  looo  women  revealed  that  psychic  and  psychosomatic  factors 
are  responsible  for  most  symptoms  of  premenstrual  tension. 

In  a one-year  placebo-controlled  study/  Miltown 

■ relieved  both  emotional  and  physical  symptoms  in  78%  of  42  patients. 

■ was  found  “an  [excellent]  drug  for  repeated  use,  as  in  premenstrual 
tension.” 

Miltown  causes  no  adverse  effects  on  circulatory  system,  G.  I.  tract, 
respiration,  mental  faculties,  motor  control  or  normal  behavior. 

Available  in  400  mg.  scored  and  200  mg.  sugar-coated  tablets.  Also  available  as  Meprospan* 
(200  mg.  meprobamate  continuous  release  capsules). 


I.  Pennington,  V.  M.:  Meprobamate 
(Miltown)  in  premenstrual  tension. 

J. A.M.A.  164:638,  June  8,  1957. 


Miltown* 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


meprobamate  (Wallace) 

*TRAOe-MARK 


CM>< 


AS  YOU  LIKE 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “Peripheral  neuropathy  and  carcinoma  of  the 
bronchus  would  seem  at  first  sight  to  make  uneasy 
bedfellows,  but  their  association  has  been  proved 
to  be  real  beyond  doubt.  . . . The  first  manifesta- 
tion of  carcinoma  may  precede,  coincide  with,  or 
follow  the  neurological  signs.  The  tumor  is  often 
situated  peripherally  and  its  size  bears  no  relation 
to  the  degree  of  neuropathy.”  Peripheral  Neurop- 
athy and  the  Lungs,  Brit.  M.J.  2:1457-1458  (Dec. 
13)  1958. 

2.  “Sudden  endolymphatic  hydrops  of  the  labyrinth 
in  Meniere’s  Disease  may  be  likened  to  the  sudden 
increased  intraocular  tension  encountered  in  glau- 
coma. They  both  eventually  lead  to  destruction  of 
the  end  organs.  The  etiology  of  both  conditions  is 
most  often  obscure.”  Quoted  from  lecture  by  Dr. 
Arthur  Fischer  on  Jan.  7,  1959,  in  Las  Cruces,  New 
Mexico. 

3.  “The  ionised-calcium  level  was  always  raised  in 
patients  with  functioning  parathyroid  adenomas, 
and  when  the  adenoma  was  removed  the  level  fell. 
The  corresponding  changes  in  the  protein-bound 
calcium  were  variable,  and  in  four  of  the  patients 
the  protein-bound  calcium  actually  increased  after 
operation.  The  important  and  unexpected  findings 
were  in  two  patients  who  before  operation  had 
normal  values  for  the  total  calcium,  the  proteins, 
and  the  pH  in  the  plasma,  but  in  whom  the  ionised 
calcium  was  nevertheless  raised.  ...  It  seems 
likely  that  the  separate  determination  of  the 
ionised  calcium  will  reveal  yet  more  cases  of 
hyperparathyroidism  in  patients  with  renal  stones, 
and  that  it  will  disclose  cases  among  patients 
thought  to  have  idiopathic  hypercalcuria.”  Lancet, 
The  Diagnosis  of  Hyperparathyroidism,  2:1267 
(Dec.  13)  1958. 

4.  “Clearly  a passion  for  mensuration  can  be  over- 
done, as  the  following  charming  quotation  from 
R.  E.  Dickinson  (1958)  attests:  ‘Lord  Kelvin  said 
that  we  can  know  nothing  of  a matter  unless  we 
can  measure  it.  Psychologists  braced  with  their 
success  in  giving  numerical  values  to  I.Q.  are 
now  hoping  to  measure  feminine  beauty  in  precise 
units.  The  unit  proposed  is  the  milli-helen,  the 
quantity  of  beauty  required  to  launch  exactly  one 


ship.’  ” Atkins,  H.  J.  B.:  The  Three  Pillars  of  Clin- 
ical Research,  Brit.  M.J.  2:1550  (Dec.  27)  1958. 

5.  “There  is  no  conclusive  evidence  that  thyrotoxi- 
cosis alone  produces  exophthalmos,  and  there  is 
now  little  evidence  that  the  thyrotrophic  hormone, 
at  any  rate  acting  alone,  is  responsible  for  it.  We 
should  be  wise  to  be  content  with  the  term  ‘endo- 
crine exophthalmos’  until  we  know  more  about  it.” 
Brain,  Sir  Russel:  Pathogenesis  and  Treatment  of 
Endocrine  Exophthalmos,  Brit.  M.J.  1:113  (Jan.  17) 
1958. 

6.  “Nothing  is  so  calculated  to  mislead  in  diagnosis 
as  the  attitude  so  prevalent  today  that  pain  in 
the  chest,  especially  if  identified  with  effort,  is 
angina.”  Evans,  William:  Faults  in  the  Diagnosis 
and  Management  of  Cardiac  Pain,  Brit.  M.J.  1:249 
(Jan.  31)  1959. 

7.  “A  nitrite,  like  ‘peritrate’  or  ‘mycardol,’  taken 
into  the  stomach  was  shown  a quarter  of  a century 
ago  to  be  no  m.ore  effective  than  a placebo  in  the 
prevention  of  cardiac  pain,  while  a critical  regard 
of  the  state  of  the  coronary  arteries  and  the  myo- 
cardium at  necropsy  relegates  treatment  by  anti- 
coagulant drugs  to  the  realm  of  ‘therapeusis 
through  wishful  thinking.’  ” Ibid.,  page  253. 

8.  “There  is  increasing  evidence  that  individuals 
who  have  neoplastic  diseases  sometimes  have  the 
clinical  picture  of  hyperparathyroidism  . . . certain 
neoplasms  seem  to  be  capable  of  producing  a 
material  (which  has  not  been  isolated  to  my 
knowledge)  which  acts  like  parathormone.”  Myers, 
J.  D.:  Clinical  Pathological  Conference,  Rocky 
Mountain  M.J.  56:56  (Feb.)  1959. 

9.  “One  can  reduce  the  blood  pressure  of  patients 
with  pheochromocytoma  with  ganglion-blocking 
drugs  and  the  fact  that  a patient  has  responded  to 
Inversine  or  Hexamethonium  does  not  rule  out  the 
possibility  that  he  has  a pheochromocytoma.” 
Rosenheim,  M.  L.,  and  Dock,  W.:  Essential  Hyper- 
tension, Medical  Times  87:46-54  (Jan.)  1959. 

10.  “There  is  no  doubt  but  that  one  can  get  a false 

continued  on  page  74 
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action  of  Fulvicin  (^) 
on  ringworm: 

keratin  penetrated  from  bloodstream; 
fungal  growth  checked 


le  oral  route  to  ringworm  control 


penetration — first  fungistatic  agent  to  permeate 
keratin  from  the  inside — oral  Fulvicin  is  depos- 
ited into  dermis,  hair  and  nails— acts  to  check 
invading  fungi  until  new,  healthy  tissue  grows  out. 


Irst  orally  effective  antifungal  antibiotic 
against  ringworm 


ej0^ec«iwe«ess*-''-FuLViciN  clears  tineas  of  scalp, 
body  and  feet  often  in  2 to  3 weeks... nails  (onycho- 
mycosis) usually  clear  in  3 to  4 months,  regardless 
of  previous  duration  or  resistance. . .promotes 
rapid  relief  of  itching. . .prompt  loss  of  hyperkera- 
tosis . . . rapid  fungistasis  in  infected  hair  and  nails. 

very  low  toxicity  in  therapeutic  doses... 
tlie  few  side  effects  reported  (e.g.,  gastric  discom- 
fort, diarrhea  and  headache)  are  mild  and  seK- 
limited. 

Rapid  clearing  of  tinea  capitis,  tinea  bar- 
bae, tinea  corporis,  tinea  cruris,  tinea  pedis 
and  onychomycosis  caused  by  Microspo- 
rum.  Trichophyton  and  Epidermophyton 
organisms. 

Packaging:  Fulvicin  is  supplied  as  250  mg.  scored  tab- 
lets, bottles  of  30. 

Bibliography:  (1)  Riehl,  G.:  Griseofulvin : An  Orally 
Active  Antibiotic,  presented  at  Austrian  Dermat.  Soc. 
Meet.,  Vienna,  Nov.  27,  1958.  (2)  WiUiams,  D.  I.;  Marten, 
R.  H.,  and  Sarkany,  L:  Lancet  2:1212, 1958.  (3)  Blank,  H., 
and  Roth,  F.  J.,  Jr.:  A.M.A.  Arch.  Dermat.  79:259,  1959. 
(4)  Goldfarb,  N.,  and  Rosenthal,  S.  A.:  Current  M.  Digest 
26:67,  1959.  (5)  Reiss,  E:  Medical  Circle  Bulletin  6:9, 
1959.  (6)  Robinson,  H.  M.,  Jr.;  Robinson,  R.  C.  V.;  Bere- 
ston,  E.  S.;  Manchey,  L.  L.,  and  Bell,  E K.:  Griseofulvin, 
Clinical  and  Experimental  Studies,  presented  at  Am.  Der- 
mat. Assoc.  Meet.,  Atlantic  City,  N.  J.,  June  3,  1959. 

Fulvicin— T.M.— brand  of  griseofulvin. 
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DARVON"^  COMPOUND  potent  • safe  • well  tolerated 

The  clinical  usefulness  of  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly),  alone 
and  in  combination,  has  been  substantiated  by  more  than  100  investigators  in  the 
treatment  of  over  6,300  patients  in  pain.  A consolidation  of  these  reports  shows  that 
5,663  (89.8  percent)  experienced  "effective  analgesia.” 

Darvon  Compound  combines  in  a single  Pulvule®  the  analgesic  action  of  Darvon 
with  the  antipyretic  and  anti-inflammatory  benefits  of  A.S.A.®  Compound  (acetyl- 
salicylic  acid  and  acetophenetidin  compound,  Lilly).  When  inflammation  is  present, 
Darvon  Compound  reduces  discomfort  to  a greater  extent  than  does  either  analgesic 
given  alone. 

Usual  dosage:  1 or  2 Pulvules  three  or  four  times  daily. 

Also  available:  Darvon,  in  32  and  65-mg.  Pulvules. 

Usual  dosage:  32  mg.  (approximately  1/2  grain)  every  four  hours  or  65  mg.  (1  grain) 
every  six  hours. 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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A GEM  OF  A COLUMN  appears  in  the  August 
8,  1959,  issue  of  The  Rocky  Mountain  Herald 
under  the  nom  de  plume  of  Thomas  Hornsby 
Ferril,  reviewing  with  deadly  seriousness 
while  joshing  in  the  overtones  of  a trout 

fisherman  the  medi- 

“Rats,  Man,  and  co-philosophical  pa- 

Th  IT'  II  e,  . ” P”  recently  pub- 
Ine  If  elf  are  btate  Ushed  under  this 

same  title.  Our  too- 
many  welfare  staters,  unfortunately  includ- 
ing a few  physicians,  might  do  well  to  read 
the  entire  paper.  It  is  with  pleasure  that  we 
reprint  Mr.  Ferrill’s  column  in  its  entirety: 

Last  Saturday  I got  hungry  on  the  upper 
Blue  and  cooked  two  trout  on  a willow  fork. 
I felt  aboriginal.  It  put  me  in  mind  of  a recent 
paper,  “Rats,  Man,  and  the  Welfare  State” 
by  my  old  friend  of  Whittier  and  East  Denver 
High  School  days.  Dr.  Curt  Richter  of  Johns 
Hopkins.  Curt  opens  this  paper  with  a de- 
scription of  some  very  healthy  Australian 
aborigines  who  have  no  clothes,  no  perma- 
nent shelter,  little  sense  of  the  meaning  of 
fire  and  spend  their  days  in  search  of  food, 
frogs,  grubs,  roots,  berries,  etc.,  which  they 
eat  on  the  spot. 

I wasn’t  quite  this  primitive  although,  in 
addition  to  the  trout,  I did  eat  three  wild 
raspberries,  and  I about  matched  the  Austra- 
lian native  on  making  little  use  of  fire.  My 
matches  were  wet  and  my  cigarette  lighter 
was  most  uncooperative.  It  finally  came 
through,  so  I didn’t  have  to  eat  the  trout  raw. 

But  getting  back  to  Curt  Richter’s  paper, 
we  moderns  are  so  avidiously  concerned  with 
what  the  welfare  state  can  do  for  us  that  we 
give  little  heed  to  what  it  is  doing  to  us.  The 
easier  life  becomes  the  more  quirks  pop  up 
in  our  innards.  Even  today,  measured  in 
horsepower,  a statistical  American  has  the 
equivalent  of  100  slaves  working  for  him.  If 
the  glorious  utopia  ever  arrives  when  the 
entire  population  can  have  breakfast  in  bed, 
many  will  have  to  stay  in  bed  and  many  will 
have  no  appetite  for  breakfast. 


Curt  Richter  summarizes  six  categories  of 
diseases  that  appear  to  be  increasing.  At  this 
time  they  are  called  noncurable  diseases.  The 
question  arises:  is  there  any  casual  relation- 
ship between  these  two  phenomena,  the  de- 
velopment of  the  welfare  state  and  the 
increased  incidence  of  various  noncurable 
diseases  and  other  evidences  of  defective 
physical  and  mental  health? 

The  Norway  rat,  our  historic  enemy  and, 
as  humble  co-worker  in  science,  one  of  our 
greatest  benefactors,  is  throwing  some  inter- 
esting light  on  this  question. 

For  many  years,  prior  to  the  war.  Dr. 
Richter  had  been  working  with  Norway  rats 
in  his  laboratory  at  Johns  Hopkins.  During 
the  war  he  headed  a program  for  quick  de- 
struction of  wild  rats  in  event  they  were 
used  in  germ  warfare.  So  he  became  pretty 
well  acquainted  with  both  domesticated  and 
wild  rats. 

In  about  two  centuries  the  Norway  rat 
has  spread  all  over  the  world.  It  is  a very 
interesting  critter,  especially  in  that  it  does 
not  mate  with  other  rats  with  which  it  often 
shares  the  same  dwellings  and  areas. 

Dr.  Richter’s  colony  of  domesticated  Nor- 
way rats  has  been  in  existence  for  more  than 
36  years.  These  rats  are  tame.  They  don’t 
have  to  work  for  their  food.  Practically  every- 
thing needed  for  their  survival  is  done  for 
them  by  employees  of  the  laboratory.  Com- 
pared with  the  wild  rat,  these  coddled  fel- 
lows live  in  rathood’s  welfare  state. 

Since  1943  Dr.  Richter  and  his  colleagues 
have  been  studying  the  differences  between 
wild  and  tame  Norway  rats.  There  are  dif- 
ferences in  appearance.  The  wild  rats  are 
inclined  to  weigh  more.  Some  organs  and 
glands  become  smaller  under  domestication. 
The  tame  rats  are  subject  to  certain  fits  and 
convulsions  not  found  in  the  wild  ones.  Re- 
production in  the  domesticated  females  be- 
gins earlier  and  they  are  more  fertile  at  all 
ages.  Tame  rats  are  easier  to  poison  than 
wild  ones;  they  are  also  more  susceptible  to 
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various  diseases.  The  domestics  are  less  sus- 
picious, more  tractable,  are  less  inclined  to 
fight  and  show  much  less  tendency  to  escape. 

Dr.  Richter  cites  other  differences  be- 
tween the  wild  and  domesticated  rats  and 
asks  to  what  extent  has  civilization  brought 
about  parallel  changes  in  men? 

Pioneer  Americans  are  not  available  for 
comparison  with  us  but  indirect  evidence  in- 
dicates that  some  glandular  changes  parallel- 
ing those  of  the  domesticated  rat  are  pro- 
gressively taking  place  in  us.  Our  brilliant 
success  in  developing  substances  that  give 
stop-gap  relief  to  ailments  attributable  to 
endocrine  upsets  is  good  evidence  that  some 
of  these  defects  are  becoming  established. 
Moreover,  our  deficiencies  may  show  up  in 
our  progency,  and  theirs  and  theirs.  Curi- 
ously, natural  selection,  popularly  misunder- 
stood to  imply  survival  of  the  fittest  as  sur- 
vival of  the  strongest,  may  not  perpetuate 
the  strongest. 

Curt  Richter  pleads  for  wider  recognition 
of  how  these  things  work.  He  suggests  a com- 
mission of  physicians,  biologists,  psycholo- 
gists, sociologists — well  versed  in  genetics, 
to  advise  our  legislators  and  other  men  of 
action  about  the  possible  biological  effects  of 
laws  and  rulings  on  future  generations. 

It’s  a fascinating  subject.  Coming  home 
from  my  fishing  junket  as  I crossed  the 
mountains,  I couldn’t  help  speculating  on 
what  Jim  Bridger  or  Kit  Carson,  could  they 
have  been  living  now,  would  have  thought 
of  me  and  my  kind,  racing  helter-skelter  over 
pass  and  valley,  everybody  sitting  down? 
What  had  become  of  the  stout  fellows  who 
walked  from  Fort  Laramie  to  Santa  Fe? 
Where  were  the  trappers  who  only  ate  when 
they  were  hungry? 

These  frontiersmen  came  from  large  fami- 
lies. Children  died  like  flies.  Mothers  per- 
ished. Men  remarried.  A typical  frontiersman 
had  at  least  three  wives  consecutively;  the 
Mormons  worked  out  a multiple  concurrence 
that  may  have  worked  better.  But  a century 
ago  survival  of  the  fittest  did  not  imply  per- 
petuation of  v/eakness.  The  welfare  state  was 
not  dreamed  of. 

Dr.  Richter’s  correctional  idea  may  have 
merit.  The  difficulty  lies  in  moral,  religious 
and  political  miscarriage. 
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Ileostomy 
Self-Help  Group 

ostomy  club”  have 
practical  problems 


IFE  FOR  THE  ILEOSTOMY  PATIENT  Can  be 

much  improved  through  information  and  en- 
couragement obtained  by  contact  with  others 
who  have  overcome  the  problems  themselves. 
For  many  years,  a patient-self-help  organiza- 
tion named  “Q-T”  has 
functioned  on  the  east- 
ern seaboard.  From 
this  dedicated  group, 
newcomers  to  the  “ile- 
found  solutions  to  the 
of  living  with  an  ileac 
stoma,  improvements  in  appliances  have  been 
developed  and  positive  psychologic  support 
has  been  obtained. 

Patients  in  this  geographic  area  need  simi- 
lar help  from  each  other.  An  experienced 
member  of  such  a club,  Mr.  James  Wyatt  of 
910  Ursula,  Aurora,  Colorado,  himself  an 
ileostomy  patient,  would  like  to  start  a Den- 
ver chapter.  Doctors  with  such  patients  would 
render  them  a service  by  putting  them  in 
contact  with  Mr.  Wyatt. 

Marshall  A.  Freedman,  M.D. 


A 

lx.  REGIONAL  PAPER  RECENTLY  PUBLISHED  a re- 
port emanating  from  The  American  Medical 
Association  which  has  stated  that  some  physi- 
cians charge  $1.00  each  for  telephone  calls. 
The  objection  apparently  is  to  discourage 

unnecessary  inquir- 

Charge  for  Phone 

additional  income. 
Inquiries  A.M.A.  suggests 

that  physicians  who 
have  invoked  this  practice  should  determine 
how  many  patients  are  neglected  because  of 
it,  how  many  avoid  personal  office  calls 
while  being  treated  by  proxy.  It  is  obvious 
that  the  A.M.A.  does  not  approve  of  charges 
for  phone  calls,  but  states  that  home  and 
office  visits  should  be  gauged  to  compensate 
for  telephone  conversations,  reports,  and  in- 
surance forms. 

One  of  our  colleagues  has  composed  the 
following  statement  placed  upon  his  bulletin 
board  accessible  to  patients: 

In  support  of  my  practice  of  sometimes  charg- 
ing for  telephone  calls  and  in  rebuttal  to  the 
unsympathetic  tone  of  the  accompanying  article 
I would  like  to  make  the  following  statement. 
During  the  month  of  July,  when  I saw  15-20  pa- 
tients per  day,  I charged  ten  families  $1  for  phone 
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calls.  Here  they  are — a typical  assortment: 
Teething  medicine 
Burn  ointment 
Diarrhea  medicine 
Cement  burn  ointment 
Pills  for  sinus  headache 
Ointment  for  pink-eye 

Pills,  doses  based  on  weight,  for  family  of  four 
(pinworms) 

Sleeping  pills 
Poison  ivy  lotion 
Hay  fever  pills 

I do  not  charge  you  for  prescriptions  connected 
with  a recent  office  call  or  for  simple  refills.  I do 
not  charge  for  inquiries  where  information  or  re- 
assurance is  all  that’s  needed. 

Phone  calls  interrupt  office  visits  an  average 
of  two  times  per  patient,  as  you  well  know  if 
you’ve  had  to  sit  and  wait  for  me  to  finish  such 
phone  calls.  I answer  the  phone  personally  at  least 
30  times  per  day.  Not  all  of  these  are  directly  from 
patients,  but  nearly  all  concern  patients. 

I usually  charge  you  only  when  the  phone 
inquiry  requires  a phoned-in  prescription.  The 
two  calls  may  total  3 to  10  minutes  in  time  and 
include  directions  to  you  and  to  the  druggist.  Then 
the  same  information  is  recorded  in  my  notebook, 
and  later  on  your  chart.  The  charge  is  recorded 
in  the  day  book,  on  the  file  card,  and  at  the  end 
of  the  month  on  the  bill.  This  last  requires  paper, 
envelope,  and  a 4<^  stamp  plus  the  secretary’s  time. 
In  addition,  for  the  $1,  I have  taken  the  responsi- 
bility for  your  care,  even  though  I have  not  seen 
you.  You  will  have  to  judge  for  yourself  whether 
the  call  was  worth  $1  to  you  (and  please  don’t 
credit  me  with  the  druggist  bill).  But  if  anyone 
thinks  I have  made  a profit  on  the  $1  charge — 
he’s  crazy! 

The  Colorado  State  Medical  Society  has 
stated  that  it  is  not  a general  practice  in 
Colorado  to  charge  for  telephone  calls.  So  far 
as  we  know,  this  applies  to  our  regional  sister 
states.  It  is  probable  that  charging  for  tele- 
phone calls  will  harm  our  public  relations. 
The  profession  is  already  under  critical  scru- 
tiny and  damaging  fire.  It  is  needless  here 
to  reiterate  that  individual  phyicians  enjoy 
the  confidence  and  affection  of  patients,  but 
our  profession  as  such  has  endured  bitter 
criticism.  A number  of  obvious  truths  are 
stated  in  the  above  bulletin.  However,  what 
business  or  profession  does  not  have  essential 
and  unavoidable  footwork?  It  is  unthinkable 
that  we  should  be  an  exception  in  this  re- 
spect. Parents,  friends,  other  relatives,  and 
patients  themselves  will  ask  many  questions; 
m.any  of  these  will  seem  unnecessary  and 
foolish  to  us.  But  no  detail  is  unimportant 
to  these  people.  Place  yourself  in  their  posi- 


tion, Doctor,  and  don’t  forget  the  Golden 
Rule! 

Our  colleague  has  listed  ten  typical  topics 
upon  which  he  was  questioned.  At  $1.00  each, 
that’s  $10.00.  After  taxes  it  is  less  than  $10.00. 
After  defending  one  or  more  of  the  charges, 
and  after  one  or  several  damaging  thoughts 
and  comments  behind  his  back  and  emanat- 
ing therefrom — we  ask  you,  is  it  worth  the 
effort?  Perhaps  not.  Let  us  contribute  each 
our  share  to  good  public  relations  and  take 
this  telephone  footwork  as  part  of  our  job. 
Those  among  us  who  don’t  like  it  possibly 
just  don’t  like  people — and  maybe  they  sim- 
ply picked  the  wrong  vocation! 

EDITORIAL  entitled  “The  Art  of  Con- 
sultation” appeared  in  the  June,  1959,  Ar- 
chives of  Internal  Medicine.  It  casts  thought- 
ful, but  not  new,  light  upon  an  old  subject. 
The  “manners”  of  consultation  comprise  se- 
rious business.  We  all 

Is  Consultation 

forgotten,  etiquette  of 
a Lost  Art.  consultation  — that 

both  or  all  physicians 
concerned  should  be  present,  punctual,  and 
pleased  seriously  to  deliberate  the  problem. 
Each  participates,  and  together  they  with- 
draw for  discussion,  then  return  to  convey 
unhurriedly  the  results  of  their  deliberations. 

The  editorial  comments  upon  another 
form  of  consultation  now  in  vogue,  the  pres- 
entation of  the  patient  before  a group  or 
conference.  We  have  tumor  boards,  chest 
conferences,  surgical  conferences,  to  mention 
but  a few.  Intimate  and  personal  touch  with 
the  patient  is  thereby  dispelled.  Though  de- 
sirable and  perhaps  necessary  in  the  process 
of  teaching,  sounder  results  often  follow  with 
one  or  two  carefully  selected  consultants.  A 
thoughtful  patient  feels  more  confident  with 
this  more  precise  approach — and  he  will  feel 
more  like  a patient  and  less  like  a case. 

As  Hercule  Poirot  used  to  say,  “It  gives 
one  seriously  to  think.”  Most  of  us  fall  down 
occasionally  if  judged  by  the  basic  protocol 
described.  The  usual  consultation  upon  which 
we  are  invited  has  been  mentioned  previ- 
ously to  the  patient  and  the  necessity  for  it 
explained.  We  “drop  in”  at  our  convenience 
(if  not  an  emergency) , introduce  ourselves 
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by  saying,  “Mrs.  Jones,  Fm  Dr.  A.;  Dr.  B 
explained  your  problem  to  me  and  asked  me 
to  come  by  to  see  you.”  After  consultation 
the  patient  is  usually  granted  the  courtesy 
of  being  told  briefly  the  results,  and  the  full 
report  is  written  on  the  chart.  Later  a letter 
is  sent  to  Dr.  A.’s  office  for  his  files  with  a 
thank  you  appended. 

Is  this  wrong?  What  do  most  of  our  read- 
ers do?  Have  you  any  “gimmicks”  of  which 
you  are  especially  fond?  Or  do  you  agree 
with  Dr.  Bloomfield  that  consultation  is  a 
lost  art? 


L. 


Many  Unhappy 
Returns* 


/IKE  Providence,  the  U.  S.  Treasury  giveth 
and  the  U.  S.  Treasury  taketh  away.  This 
month  it  taketh  away — even  more  than  usual. 
It  is  especially  rough  on  those  who  receive 
what  is  charitably  labeled  earned  income. 

One  fares  better  “in  oil” 
or  by  chiseling  out  some 
capital  gains. 

Sitting  even  prettier 
are  those  with  unlimited 
expense  accounts  or  tax-exempt  investments 
although  the  best  “out”  is  to  set  up  a non- 
profit organization  and  forget  about  taxes. 
However,  when  the  untaxed  begin  to  out- 
number the  taxed,  it  means  trouble  because 
the  latter  tend  to  lose  their  zip  and  to  experi- 
ence a sharp  rise  in  mortality.  Eventually 
diminishing  returns  diminish  to  a point  of 
No  Return. 

Of  course,  politicians  have  a solution  of 
sorts  based  on  the  discovery  that  govern- 
ments can  spend  not  only  what  they  take  in 
but  what  they  don’t  take  in.  Since  the  latter 
is  limitless,  governmental  spending  always 
tends  to  approach  infinity.  This  gimmick  is 
known  as  deficit  financing.  In  the  economics 
books  it  is  also  called  Inflation. 

In  spite  of  which,  the  revenuers  and  their 
bloodhounds  continue  bleeding  the  citizenry 
although,  sensing  that  the  paying  customers 
are  getting  restive,  they  have  programmed 
some  snappy  sales  talks  on  taxes.  TV  enter- 
tainers declaim  that  paying  taxes  is  a patri- 
otic privilege  and  that  nowhere  else  on  earth 
can  this  privilege  be  exercised  so  unreserved- 
ly. Now  we  defer  to  no  one  in  patriotism  and 
willingness  to  pay  taxes  but  it  irks  us  to  hear 
sleek  mercenaries  (obviously  feeling  no  pain) 


read  canned  commercials  on  the  joys  of  so 
doing. 

One  expiring  taxpayer,  having  given  his 
all,  gained  immortality  with  the  quip  that 
the  only  sure  things  in  this  world  are  death 
and  taxes.  We  might  add  that  one  cannot 
escape  the  latter  by  resorting  to  the  former. 
The  tax  collector  pursues  us  just  as  inexor- 
ably in  the  grave  as  in  life — and  with  less 
likelihood  of  an  argument.  The  original 
American  Dream  of  a tax-free  Cornucopia 
is  long  since  gone  where  the  woodbine  twin- 
eth. 

Oh,  ashes  to  ashes,  dust  to  dust. 

If  the  Federals  don’t  get  you,  the  Locals 
must. 


•Thanks  again  to  our  friend,  Herbert  A.  Leggett,  in  Arizona 
Progress. 


T 
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Our  Triumph  in 

Western  Medical 
Journalism 


-HIS  IS  THE  LARGEST  ISSUE  of  the  Rocky 
Mountain  Medical  Journal  ever  published. 
Its  scientific  section  alone  occupies  more 
pages  than  many  entire  issues  of  its  prede- 
cessor, Colorado  Medicine;  the  advertising 

occupies  more  space 
than  many  represent- 
ative Rocky  Mountain 
Medical  Journals  of 
the  past  decade.  Medi- 
cal advertising  has  become  a major  industry 
and  a fine  art.  Multi-paged  single  advertise- 
ments with  many  in  color,  plus  modernized 
format  of  the  scientific  fare,  are  producing 
journals  inviting  to  see  and  a joy  to  read. 

With  a larger  Journal  in  the  offing,  per- 
mit us  to  renew  our  perennial  plea  for  scien- 
tific articles.  Much  fine  educational  material 
is  missed  when  speakers  at  our  component 
Society  meetings  deliver  “off  the  cuff”  and 
from  slides  without  a manuscript.  Please  be 
alert  for  good  material,  compliment  your 
speakers  and  urge  them  to  prepare  a paper 
and  submit  it  to  your  secretary  during  the 
meeting.  When  papers  particularly  appeal  to 
you,  ask  for  reprints.  This  is  your  Journal. 
Read  it  faithfully  and,  also,  participate  in  its 
production.  Write  up  your  rare  and  instruc- 
tive cases  and  record  your  studies,  research, 
and  experiences.  Incidentally,  it  will  be  good 
for  all  of  us  and  you  will  derive  more  benefit 
than  anyone  else.  And,  finally,  patronize  our 
advertisers! 
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A hearing  testing  program  for 

preschool  children 

Marion  Downs,  M.A.,  and  Mildred  E.  Doster,  M.D.,*  Denver 


The  incidence  of  deafness  among 
preschool  and  school  children  is 
higher  than  generally  suspected. 

Case  finding  of  hearing  defects 
should  he  given  comparable  attention 
to  that  which  is  directed  toward 
defective  eyesight.  Here  is  a 
representative  project  in  one  of  our 
major  public  school  systems.  It  may 
comprise  an  inspiration  and  example 
for  other  communities  to  follow. 


A MASS  SCREENING  PROGRAM  to  detect  hearing 
losses  in  preschool  children  has  been  estab- 
lished on  a firm  basis  in  the  Denver  Public 
Schools.  It  is  believed  that  this  program  rep- 
resents the  first  large-scale  hearing  screening 
of  children  between  the  ages  of  3 and  5 in 
the  United  States.  Although  technics  are 
still  being  perfected,  all  those  connected  with 
the  program  agree  that  it  has  demonstrated 
an  effective  case-finding  procedure  for  hear- 


*Mrs. Downs,  Director  of  Audiology  at  the  University  of 
Colorado  School  of  Medicine  and  the  chief  author  of  this 
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ing  loss  in  this  age  group. 

The  technic,  as  described  in  a pilot  study 
reported  in  the  Journal  of  School  Health, 
March,  1956,  consists  of  the  presentation  of 
familiar  sounds  which  have  been  filtered  into 
designated  band  widths,  250-750  cycles  per 
second  (cps),  1,000-2,000  cps.,  and  3,000-5,000 
cps.  The  child  is  oriented  to  point  to  pictures 
representing  the  sounds  he  hears  at  a loud 
level,  and  then  given  a test  presentation  at  a 
15  decibel  (db)  level.  Inability  to  identify 
any  of  the  sounds  in  either  ear  constitutes 
a failure,  and  the  child  is  rechecked  and  then 
scheduled  for  a threshold  audiogram. 

The  program  has  been  a cooperative  proj- 
ect of  several  Denver  agencies.  The  test  was 
developed  by  the  University  of  Denver  Audi- 
ology Department  at  the  suggestion  of  the 
Health  Service  Department  of  the  Denver 
Public  Schools.  This  was  offered  routinely 
each  of  the  last  two  years  to  the  2,000-2,500 
children  in  the  Parent  Education  and  Pre- 
school Department  of  the  Denver  Public 
Schools.  The  testing  procedure  is  carried  out 
by  volunteers  of  the  Junior  League  of  Den- 
ver, with  about  30  members  devoting  many 
days  a week  during  the  year  to  the  project. 
The  contribution  of  their  time  by  these  inter- 
ested and  capable  young  women  is  a great 
factor  making  for  the  success  of  the  program, 
and  cannot  be  over-emphasized.  A very  im- 
portant factor  for  efficient  testing  is  the 
preparation  of  the  children  to  “play  the 
game”  and  identify  the  common  sounds.  This 
has  been  done  by  the  parent  education  and 
preschool  teachers  and  parents  who  plan 
toward  the  testing  procedure  with  the  chil- 
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dren.  There  are  79  groups  with  an  enrollment 
of  20-30  children  in  each. 

The  recheck  audiograms  are  conducted  at 
the  Denver  Hearing  Society  in  their  sound- 
proof room.  Testing  is  done  by  the  staff  of 
the  Hearing  Society,  aided  by  graduate  stu- 
dents of  the  University  of  Denver.  The  cri- 
teria for  the  test  were  originally  established 
by  a committee  of  otologists  representing  the 
Colorado  Society  of  Otolaryngology. 

The  statistics  derived  from  the  1957-1958 
screening  of  1,635  children  demonstrate  the 
effectiveness  of  the  program.  Only  2 per  cent 
of  the  children  could  not  be  tested  because 
of  unwillingness  to  cooperate.  Seventy-four 
(4.5  per  cent)  were  suspected  to  have  hearing 
losses  and  upon  final  threshold  audiograms, 
46  (2.8  per  cent)  children  were  verified  to 
have  significant  hearing  impairments.  The 
criteria  for  designation  of  failure  on  the  test 
was  either  a 15  db.  loss  at  one  frequency  or 
more,  and/or  two  15  db.  differences  between 
air  and  bone  conduction.  This  latter  criterion 
was  established  as  a result  of  the  findings  in 
the  pilot  study  which  indicated  that  this  age 
child  can  be  expected  to  have  —10  or  better 
hearing,  and  therefore  a 5 db.  loss  by  air 
conduction  would  be  a significant  loss  if  —10 
bone  conduction  thresholds  prevailed. 

A further  breakdown  of  the  findings  re- 
vealed the  following  distribution: 

20  per  cent — nerve  loss,  mainly  in  high 
frequencies. 

80  per  cent — conductive  loss: 

50  per  cent — high  frequency  conduc- 
tive loss. 

48  per  cent — flat  conductive  loss. 

2 per  cent — low  frequency  conductive 

loss. 

These  findings  are  in  agreement  with  na- 
tional studies  which  indicate  that  80  per  cent 
of  the  hearing  problems  of  children  are  of  a 
conductive  nature,  which  may  yield  to  medi- 
cal treatment.  Careful  checks  in  the  original 
pilot  study  indicated  that  almost  all  of  the 
conductive  losses  which  were  discovered  were 
either  improved  or  restored  to  normal  with 
medical  treatment.  These  facts  point  to  the 
effectiveness  and  great  need  for  early  detec- 
tion of  hearing  impairments  for  this  age 
group. 

The  breakdown  of  conductive  losses  sug- 
gests some  interesting  conclusions.  Fifty  per 


cent  of  these  losses  were  high  frequency  con- 
ductive losses,  indicative  of  what  has  been 
termed  a “mass  tilt”  type  of  audiogram.  The 
high  frequency  tilt  is  customarily  interpreted 
to  indicate  the  presence  of  mass  in  the  middle 
ear.  This  fact  would  point  to  a conclusion 
that  50  per  cent  of  the  conductive-type  losses 
in  children  are  caused  by  a serous  or  gela- 
tinous mass  in  the  middle  ear.  The  medical 
implications  here  are  certainly  significant. 

The  Denver  Public  School  program  has 
definitely  shown  the  practicability  of  testing 
the  hearing  of  preschool  age  children  by 
rapid  screening  methods.  It  is  being  con- 
tinued with  the  excellent  cooperation  of  the 
Junior  League  volunteers  and  the  Denver 
Hearing  Society. 

Another  group  of  1,508  preschool  children 
have  been  tested  during  the  1958-1959  school 
year  and  56  (3.7  per  cent)  were  found  to  be 
in  need  of  follow-up  care.  A few  cases  are 
here  summarized  to  demonstrate  the  tjrpes 
of  cases  found  by  such  a program.  Complete 
follow-up  studies  have  not  been  done  to  find 
the  degree  of  improvement  after  medical  care 
was  obtained. 

1.  Boy  of  5 years  thought  to  be  slow  in  speech 
development  because  he  never  sounded  “S’s,”  etc., 
was  found  to  have  a bilateral  conductive  loss  of 
30  dbs.  He  is  receiving  medical  treatment  and 
improving  in  hearing  and  speech. 

2.  Girl  of  4 years  was  referred  to  the  family 
physician  with  her  audiogram  denoting  about  25 
dbs.  loss.  The  physician  preferred  to  wait  a year 
and  retest  before  instituting  any  definitive  care. 

3.  Boy  of  4 years  was  found  defective  in  one 
ear.  On  subsequent  otologic  examination  an  atresia 
of  the  canal  was  discovered  for  which  the  family 
has  obtained  plastic  surgery. 

4.  Girl  of  5 years  showed  a moderate  bilateral 
loss  and  was  taken  to  the  family  physician  who 
performed  a tonsillectomy  and  adenoidectomy. 
Four  months  later  the  loss  was  still  present  and 
the  mother  was  concerned  that  more  should  be 
done. 

General  conclusions 

1.  In  the  past  four  years  Denver  preschool 
children  have  been  tested  by  a new  and 
simple  screening  test  using  “common  sounds” 
filtered  and  calibrated  to  allow  accurate 
audiometry. 

2.  During  routine  screening  the  past  two 
years,  3,143  3 and  4-year-olds  were  tested  and 
126  (4.0  per  cent)  were  suspected  of  having 
hearing  losses. 
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3.  Parents,  physicians,  and  school  need  to 
be  more  aware  of  the  importance  of  early 
attention  to  the  hearing  impairments  of  the 


preschool  age  children,  when  at  least  80  per 
cent  can  be  cured  or  arrested  by  adequate 
medical  care.  • 


Palliative  treatment  of 
carcinoma  of  the  esophagus* 

Samuel  Levine,  M.D.,  Denver 


A mushroom  catheter  with  a 
retaining  string  at  each  end 
serves  as  an  excellent  means 
of  deglutition  in  inoperable 
esophageal  cancers. 


Surgical  excision  of  carcinoma  of  the  esoph- 
agus, although  having  improved  the  immedi- 
ate outlook  for  the  disease,  still  leaves  much 
to  be  desired  since  long-term  survivals  are 
notoriously  few  in  any  series.  Ravitch^  has 
made  the  pertinent  observation  that  the 
classical  type  of  cancer  operation,  involving 
en  bloc  excision  of  the  primary  lesion  with 
its  lymphatics  in  continuity,  is  anatomically 
impossible  of  application  to  the  esophagus, 
with  the  possible  exception  of  its  distal  end. 
Survival  statistics  reflect  these  unavoidable 
facts.  Sweet^  reports  only  one  five-year  sur- 
vival out  of  30  lesions  involving  the  mid- 
esophagus. Ravitch  reports  no  five-year  cures 
at  Johns  Hopkins,  and  the  results  from  other 
clinics  are  similar.®  Nevertheless,  the  picture 
of  esophageal  malignancy,  accompanied  by 
inability  to  swallow  saliva,  constant  hacking, 
aspiration,  pneumonitis,  and  finally  death  is 
such  as  to  bar  without  question  a policy  of 
therapeutic  nihilism.  Simple  gastrostomy  no 
longer  has  any  place  in  treatment,  since  it 
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serves  merely  to  prolong  a miserable  exist- 
ence. Deep  x-ray  therapy  has  likewise  not 
affected  the  course  of  the  disease,  except  for 
individual  instances  of  long  term  survivals. 

Resect  if  at  all  possible 

It  appears  justifiable,  therefore,  that  at- 
tempts at  resection  should  be  made  when- 
ever this  appears  to  be  at  all  feasible,  restor- 
ing continuity  either  by  esophago-gastros- 
tomy,  by  one  of  the  several  methods  of  small 
or  large  bowel  transplantation  described  in 
the  past  several  years,  or  by  the  prosthetic 
method  of  Berman.  On  the  other  hand,  in  the 
face  of  a lesion  infiltrating  widely  into  ad- 
joining structures  and  with  firm  fixation  of 
the  esophagus,  the  surgical  time,  morbidity 
and  operative  mortality  associated  with  pro- 
cedures necessary  to  restore  deglutition  seem 
to  offer  poor  return  for  a large  investment. 
It  is  in  the  latter  type  of  case  that  the  Sout- 
tar  principle  still  is  applicable  and  offers 
opportunity  for  considerable  palliation. 

Indivelling  tubes 

In  1927  Souttar*  reported  the  use  of  an 
indwelling  tube  made  of  a coil  of  German 
silver  wire  and  placed  through  the  carci- 
nomatous stricture  by  endoscopic  manipula- 
tion. Since  then,  various  applications  of  this 
principle  have  appeared  in  the  literature. 
Brown®  employed  a silver  tube  which  was 
inserted  through  a longitudinal  slit  in  the 
esophagus  at  thoracotomy.  Ravitch,  et  ah, 
used  a plastic  variant  to  bridge  a defect  fol- 
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lowing  resection.  In  each  case  the  funda- 
mental objective  is  the  same:  achievement 
of  immediate  deglutition.  The  method  ap- 
pears to  be  ideally  suited  to  the  purpose. 

We  have  made  use  of  an  indwelling  mush- 
room catheter,  slightly  modified  by  remov- 
ing the  tip  of  the  mushroom,  leaving  only  a 
flange  of  rubber  at  one  end.  This  flange 
serves  as  a stop  which  rests  on  the  proximal 
end  of  the  tumor  and  prevents  passage  of 
the  catheter.  If,  at  thoracotomy,  the  tumor 
is  deemed  non-resectable,  a simple  Stamm 
gastrostomy  is  made  and  a silk  string  is 
placed  through  the  esophagus  by  endoscopy 
and  brought  out  the  gastrostomy.  In  some 
cases  the  patient  has  swallowed  a string  prior 
to  surgery  and  it  is  already  in  the  stomach. 
The  non-flanged  end  of  the  catheter  is  then 
transfixed  with  the  proximal  end  of  the 
string,  and  an  additional  string  perforates 
the  flange,  to  be  used  to  retrieve  the  tube. 
The  tube  can  then  be  pulled  through  the 
carcinomatous  stricture  and  left  in  place. 
With  a tight  stricture  it  is  best  to  start  with 
a small  catheter,  usually  24  to  30  F.  This 
makes  possible  immediate  deglutition  of 
fluids.  After  the  stricture  has  been  dilated 
several  days  by  the  tube,  the  latter  is  re- 
trieved merely  by  pulling  the  upper  string. 
The  next  larger  size  tube  is  then  affixed  to 
the  strings,  and  replaced  by  traction  on  the 
lower  string.  The  flange  insures  placement 
of  the  prosthesis  exactly  at  the  point  of  nar- 
rowing. In  this  fashion  a tube  of  size  44  F 
can  eventually  be  placed  through  the  stric- 
ture, enabling  the  patient  to  swallow  fluids 
and  a soft  diet  quite  easily. 

The  inoperable  patient 

In  the  clinically  inoperable  patient  the 
same  method  is  applicable.  A Stamm  gastros- 
tomy is  done,  either  under  local  or  general 
anesthesia.  The  patient  is  then  asked  to 
swallow  a string  with  a small  mercury  bag 
as  a guide.  In  many  cases  the  bag  will  find 
its  way  through  the  stricture.  If  not,  the 
string  can  usually  be  passed  by  endoscopy, 
or  following  retrograde  dilatation  through 
the  gastrostomy.  The  procedure  is  then  the 
same  as  already  described. 

After  a string  is  in  place  all  maneuvers 
can  be  carried  out  with  no  anesthesia  or 
with  only  cocaine  anesthetization  of  the 


pharynx.  The  gastrostomy  serves  only  as  an 
exit  for  the  lower  string,  and  is  kept  occluded 
with  a plastic  button.  Between  insertions  of 
progressively  larger  tubes  we  have  brought 
the  proximal  string  through  the  nose  and  at- 
tached it  to  the  cheek.  It  is  much  more  com- 
fortable to  the  patient,  however,  to  have  a 
dentist  affix  a small  silver  wire  loop  to  a 
molar  tooth,  through  which  the  string  can  be 
anchored  out  of  sight. 

CASE  REPORTS 

Case  1:  A 43-year-old  Spanish-American  clean- 
ing woman  was  admitted  to  the  American  Medical 
Center  cancer  service  in  March,  1956,  with  a 
history  of  dysphagia  for  the  previous  five  and  one- 
half  months.  Esophagram  revealed  a suspicious 
area  in  the  mid  esophagus.  Esophagoscopy  re- 
vealed an  ulcerative  lesion  of  the  esophagus  25 
cms.  from  the  incisor  level,  and  biopsy  was  posi- 
tive for  squamous  cell  carcinoma.  A left  thorac- 
otomy was  done  one  month  after  admission.  The 
tumor  was  found  to  extend  4 cms.  below  the  aortic 
arch.  Grossly  involved  regional  nodes  were  evi- 
dent. In  view  of  the  lymph  node  metastasis,  and 
the  hazard  involved  in  mobilizing  the  esophagus 
from  below  the  aortic  arch,  it  was  deemed  in- 
advisable to  attempt  esophageal  resection  for 
merely  palliative  purposes.  The  chest  was  closed, 
and  a simple  gastrostomy  performed.  Through  the 
latter  opening,  a string  which  the  patient  had 
swallowed  preoperatively  was  retrieved;  and  in 
the  manner  previously  described  a No.  40  mush- 
room catheter  was  pulled  through  the  carcinoma- 
tous stricture.  In  May,  this  catheter  was  replaced 
with  a No.  45.  The  patient  was  able  to  swallow 
fluids  and  pureed  foods  quite  readily  through  this 
prosthesis.  As  expected,  however,  her  subsequent 
course  was  gradually  downhill,  and  she  expired 
in  August,  1956. 

Case  2:  A 75-year-old  white  retired  smelter 
worker  entered  the  cancer  division  of  the  Ameri- 
can Medical  Center  in  April,  1957.  He  had  first 
noted  dysphagia  in  January  of  1957,  and  had  been 
studied  at  the  Cochise  County  Hospital  in  Douglas, 
Arizona,  where  esophagoscopy  and  biopsy  had  re- 
vealed carcinoma  of  the  esophagus. 

On  admission  he  was  able  to  swallow  only 
liquids.  On  May  12,  the  patient  swallowed  a string; 
and  on  May  14,  esophagoscopy  confirmed  the  pres- 
ence of  a carcinoma  30  cms.  from  the  incisor  level. 
Gastrostomy  was  performed,  with  the  placement 
of  an  indwelling  No.  45  mushroom  catheter  under 
general  anesthesia.  Liquid  and  soft  diet  was  given 
postoperatively  and  was  well  tolerated.  On  one 
occasion  esophagoscopy  was  necessary  to  clear  the 
tube  of  large  food  particles  which  the  patient  had 
swallowed  without  chewing.  Except  for  this  epi- 
sode, he  continued  to  swallow  comfortably.  Death 
occured  on  August  13,  1957,  following  a massive 
hematemesis. 
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Discussion 

For  the  clinically  inoperable  patient  and 
the  patient  who  is  patently  non-resectable  on 
thoracotomy,  the  method  offers  a ready  and 
relatively  easy  means  of  achieving  immedi- 
ate deglutition,  wfthout  the  morbidity  and 
mortality  entailed  by  surgical  by-passing  pro- 
cedures. Deglutition  is  achieved  without  the 
necessity  and  risk  of  resection.  No  special 
apparatus  is  necessary,  mushroom  catheters 
of  various  sizes  being  generally  available.  It 


is  our  feeling  that  the  method  should  be 
given  wider  application  in  non-operable  or 
non-resectable  cases.  • 
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Emergency  management  of 


Joseph  L.  Kovarik,  M.D.,  Denver 


Consider  component  parts  of 
chest  injury  problems  and 
establish  priority  of  treatment 
for  them. 

The  initial  evaluation  and  management  of 
any  case  of  major  trauma  is  a formidable  and 
somewhat  terrifying  task,  regardless  of  the 
previous  experience  and  skill  of  the  physi- 
cian. Major  trauma  of  the  chest  is  no  excep- 
tion. On  the  contrary,  it  is  in  this  area  that 
immediate  decisions  and  action  are  necessary 
in  order  to  resuscitate  the  patient  and  pre- 
vent future  complications.  It  is  obviously  im- 
possible to  discuss  in  detail  all  aspects  of 
chest  injuries.  The  following  remarks  will 
be  confined  to  the  initial,  or,  early  manage- 
ment, of  some  of  the  more  common  and 
emergent  problems  encountered. 

Basic  principles 

The  application  of  two  basic  principles  is 
essential  to  eliminate  confusion  and  initiate 
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measures  which  may  be  life  saving.  First  is 
the  separation  of  the  patient’s  condition  into 
component  parts.  While  the  physician  may 
temporarily  be  at  a loss  when  confronted 
with  a patient  exhibiting  a crushed  chest 
with  hemopneumothorax,  dyspnea,  cyanosis 
and  shock,  consideration  of  any  one  of  these 
problems,  taken  alone,  does  not  seem  nearly 
so  formidable.  The  second  basic  principle 
which  naturally  follows  is  the  establishment 
of  a priority  of  attention  or  treatment  once 
these  component  parts  are  recognized.  While 
this  implies  a rapid  clinical  evaluation  of  the 
total  patient,  primary  consideration  should 
be  focused  on  the  chest  because  of  the  vital 
nature  of  cardiorespiratory  function.  At  this 
point  it  is  well  to  acknowledge  the  value,  in 
fact  the  indispensability,  of  laboratory  pro- 
cedures, particularly  x-rays  of  the  chest  and 
abdomen.  Initially,  the  physician  must  rely 
on  his  four  clinical  senses:  inspection,  palpa- 
tion, auscultation  and  percussion. 

Priority  of  management 

Before  considering  the  various  component 
conditions  encountered  in  thoracic  trauma, 
the  following  sequence  of  priority  of  atten- 
tion or  management  should  be  emphasized: 
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1.  Establish  airway  — oropharyngeal,  in- 
tratracheal, tracheostomy. 

2.  Provide  ventilation  — mask,  catheter, 
assisted  or  controlled  respiration. 

3.  Restore  integrity  of  thoracic  cage  — 
close  sucking  wounds,  stabilize  chest  wall, 
evacuate  pleural  space. 

4.  Control  shock — control  external  bleed- 
ing, restore  circulating  fluid  volume,  etc. 

5.  Control  pain — -intercostal  block,  IV  Pro- 
caine, Demerol. 

6.  Obtain  laboratory  data — x-rays,  blood 
count,  etc. 

7.  Re-evaluation — repeated  check  on  con- 
dition and  response. 

Restoration  of  integrity  of  chest  wall 

The  treatment  of  simple  rib  fractures 
rarely  constitutes  a serious  problem.  Inter- 
costal block,  including  at  least  two  above  and 
two  below  the  level  of  the  fracture  is  the 
treatment  of  choice.  Adhesive  strapping  re- 
sults in  blistering  the  underlying  skin,  re- 
striction of  chest  motion  with  inadequate 
ventilation  and  cough,  and  it  does  not  relieve 
pain  as  effectively  as  intercostal  block. 

A flail  or  unstable  chest  wall  with  its 
paradoxical  motion  is  a serious  condition  and 
demands  immediate  attention.  Skeletal  trac- 
tion by  means  of  towel  clips,  wire  or  screws 
is  the  most  widely  used  initial  treatment. 
However,  at  times,  the  use  of  sandbags  or 
adhesive  pressure  dressings,  using  tape  or 
elastoplast,  provides  a simple,  quick  and  ef- 
fective method  of  reducing  the  paradox.  In- 


Fig.  1.  Left;  Skeletal  traction  by  means  of 
towel  clip.  Right;  Soft  tissue  traction  util- 
izing Kirschner  wires. 


deed,  the  position  of  the  patient  may  effec- 
tively splint  the  mobile  chest  wall  as  when 
the  rib  fractures  are  located  posteriorly. 
Such  a patient  lying  on  his  back  may  need 
no  further  treatment.  The  disadvantage  of 
such  pressure,  as  contrasted  with  traction 
in  this  condition,  is  that  the  chest  volume  is 
decreased,  resulting  in  impaired  ventilation. 

Another  method  of  traction  is  the  use  of 
Kirschner  wires  through  the  soft  tissues  of 
the  chest,  particularly  the  pectoralis  major. 
From  two  to  five  pounds  of  traction  is  usual- 
ly sufficient  to  provide  stability.  A trache- 
ostomy should  be  performed  routinely  in  pa- 
tients with  severely  crushed  chests  in  order 
to  decrease  airway  “dead  space”  and  simplify 
the  aspiration  of  secretions  (Fig.  1). 

Pneumothorax 

Most  cases  of  severe  chest  trauma  have 
some  degree  of  pneumothorax.  Tension  pneu- 
mothorax demands  immediate  decompres- 
sion. An  intercostal  catheter  attached  to  an 
underwater  seal  is  the  treatment  of  choice. 
Fig.  2 demonstrates  a rapid  method  of  de- 
compression. Several  intercostal  needles  with 
attached  IV  tubing  can  be  used  if  necessary 


Fig.  2.  Left:  Emergency  water-seal  utiliz- 
ing needle  and  IV  tubing.  Note  Murphy 
Drip  chamber  passed  through  finger  loop 
of  hemostat  to  hold  it  beneath  water. 
Right:  Conventional  intercostal  catheter 
water-seal. 
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until  equipment  is  assembled  for  insertion 
of  an  intercostal  catheter.  Catheters  may  be 
inserted  by  nicking  the  skin  with  a scalpel 
and  forcing  the  catheter  into  the  pleural 
space  with  a hemostat  if  a trocar  is  not  avail- 
able. The  possibility  of  bilateral  pneumo- 
thorax must  be  kept  in  mind. 

Since  pneumothorax  may  result  from  es- 
cape of  air  from  the  lung,  through  a hole  in 
the  chest  wall,  or  from  both,  the  closure  of 
a sucking  wound  of  the  chest  may  result  in 
a tension  pneumothorax  if  there  is  also  a leak 
in  the  lung.  Attempts  to  devise  a flap-type 
dressing  for  sucking  wounds  of  the  chest  are 
usually  unsuccessful.  Complete  closure  of 
such  a defect  with  an  occlusive  dressing  plus 
intercostal  decompression  is  preferable. 

Mediastinal  emphysema 

Mediastinal  emphysema  as  well  as  sub- 
cutaneous emphysema  may  accompany  ten- 
sion pneumothorax.  Subcutaneous  emphy- 
sema rarely  requires  any  treatment  other 
than  decompression  of  the  pneumothorax. 
Because  of  the  danger  of  pressure  on  medi- 
astinal structures,  particularly  the  great 
veins,  in  patients  with  mediastinal  emphy- 
sema, tracheostomy  with  a generous  skin 
opening  in  the  suprasternal  notch  should  be 
performed  for  decompression.  Tracheostomy 
prevents  the  building  up  of  pressure  behind 
the  closed  glottis  which  forces  air  into  the 
mediastinal  planes.  Air  in  the  mediastinum 
is  often  associated  with  a crunching  sound 
heard  with  the  stethoscope  synchronous  with 
heart  beat  (Hamann’s  Sign).  X-rays  offer 
confirmatory  evidence  of  its  presence. 

Hemothorax 

Thoracentesis  is  mandatory  when  physi- 
cal signs  indicate  fluid  in  the  pleural  space. 
The  tap  not  only  removes  the  fluid  and  al- 
lows the  compressed  lung  to  expand,  but  also 
indicates  the  type  of  fluid  present — blood, 
chyle,  bile  or  gastric  juice.  In  the  case  of 
blood  or  chyle,  repeated  aspirations  may  con- 
stitute definitive  treatment.  The  others  re-, 
quire  thoracotomy.  Air  should  not  be  injected 
into  the  pleural  space  following  withdrawal 
of  fluid,  nor  should  blood  be  left  in  the  chest 
in  the  hope  that  it  will  tamponade  further 
bleeding.  Minimal  bleeding,  especially  from 
the  low  pressure  pulmonary  bed,  will  usually 


cease  when  the  lung  expands  to  the  chest 
wall.  Massive  bleeding  is  an  indication  for 
thoracotomy.  In  neither  case  will  thoracen- 
tesis affect  the  bleeding,  while  the  pleural 
blood  or  hematoma  prevents  expansion  of 
the  lung  and  may  result  in  the  need  for  a 
subsequent  decortication. 

When  massive  bleeding  exists,  the  aspi- 
rated pleural  blood  can  be  transfused  di- 
rectly back  into  the  patient’s  circulation.  In 
cases  of  less  severe  bleeding,  replacement  of 
the  blood  may  be  dangerous  as  the  hemo- 
globin content  of  aspirated  blood  is  often 
surprisingly  low.  It  is  well,  when  time  per- 
mits, to  run  a hemoglobin  and  hematocrit  on 
aspirated  blood  and  give  replacement  trans- 
fusions accordingly.  Just  as  too  little  blood 
replacement  is  dangerous  from  the  stand- 
point of  shock,  over-transfusion  may  result 
in  equally  dire  consequences  in  a patient 
whose  pulmonary  vascular  bed  is  compro- 
mised by  compression  from  air  or  fluid  or 
by  a large  pulmonary  hematoma.  Under  such 
circumstances  additional  pulmonary  edema 
secondary  to  hypervolemia  can  be  fatal. 

Cardiac  trauma 

Severe  trauma  or  lacerations  of  the  heart 
or  great  vessels  rarely  constitutes  a problem 
as  most  of  the  patients  have  exsanguinated 
before  reaching  a hospital  or  physician.  One 
heart  condition  which  should  be  considered 
is  cardiac  tamponade.  The  evaluation  of  car- 
diac pulsation  by  fluoroscopy  is  usually  men- 
tioned as  the  major  diagnostic  aid.  It  is  not 
always  feasible  to  transport  a severely  in- 
jured patient  to  the  fluoroscopic  equipment. 
The  checking  of  venous  pressure  gives  ac- 
curate information,  is  simple  to  perform  and 
does  not  necessitate  complicated  equipment 
or  movement  of  the  patient. 

Once  the  diagnosis  of  cardiac  tamponade 
has  been  established,  pericardicentesis  should 
be  performed.  Repeated  taps  may  be  neces- 
sary. If  bleeding  continues,  thoracotomy  is 
indicated.  In  the  performance  of  pericardial 
tap,  injury  to  the  coronaries  and  mycardium 
may  be  minimized  by  passing  a polyethylene 
catheter  through  a large  bore  needle  which 
has  been  introduced  into  the  pericardial  sac. 
As  the  blood  is  aspirated  there  is  no  danger 
of  laceration  from  the  needle  point  and  the 
polyethylene  catheter  may  be  left  in  place. 


for  September,  1959 


43 


temporarily,  to  facilitate  subsequent  aspira- 
tions should  they  become  necessary. 

The  occurrence  of  cardiac  injury  from 
blunt  trauma,  especially  the  so-called  “steer- 
ing-wheel” injury,  deserves  emphasis.  An 
electrocardiograph  should  be  obtained  as 
early  as  possible  in  all  such  patients  and 
serial  electrocardiographs  should  follow. 
While  evidence  of  myocardial  damage  will 
usually  not  be  present  initially,  such  a trac- 
ing provides  a baseline  for  future  compari- 
son. When  cardiac  damage  is  suspected  these 
patients  should  be  managed  as  an  acute  cor- 
onary occlusion,  except  that  anticoagulants 
are  contraindicated.  Subsequent  management 
will  depend  on  clinical  response  and  electro- 
cardiographic interpretation. 

The  indications  for  early  thoracotomy 


may  be  listed  as  follows: 

1.  Large  chest  wall  defects. 

2.  Uncontrolled  hemorrhage. 

3.  Uncontrolled  air  leak. 

4.  Large  intrapleural  foreign  body. 

5.  Suspect  injury  to  mediastinal  struc- 
tures or  diaphragm. 

Conclusion 

It  is  apparent  that  a number  of  methods 
of  management  of  chest  injuries  may  be 
utilized,  depending  upon  available  equipment 
and  the  ingenuity  of  the  individual  physician. 
However,  the  principles  upon  which  these 
various  methods  are  predicated  are  basic. 
The  prompt  restoration  and  maintenance  of 
cardiorespiratory  function  is  the  prime  aim 
in  the  treatment  of  thoracic  trauma.  • 


Care  of  the  cancer  patient 

John  S.  Bouslog,  M.D.,  Denver 


Particularly  in  the  incurable  case, 
the  welfare  of  the  patient 
demands  our  interested  sympathetic 
attention.  Radiation  is  often 
an  invaluable  asset. 


It  is  well  known  that  disease  respects  no 
one,  and  that  is  especially  true  of  the  Number 
Two  Killer,  cancer.  Cancer  kills  one  man, 
woman,  or  child  every  two  minutes  in  the 
United  States.  Of  approximately  5,000,000 
men  between  the  ages  of  18  and  37  rejected 
for  medical  reasons  during  the  last  war, 
32,000  were  rejected  because  of  some  form  of 
cancer.  About  one  out  of  every  four  persons 
alive  in  the  United  States  will  develop  cancer 
at  some  time  in  his  life  or,  on  the  average, 
cancer  strikes  approximately  two  out  of 


every  three  American  families. 

The  American  Cancer  Society  renders  in- 
valuable service  by  its  educational  work  in 
urging  the  patient  to  consult  his  physician 
early  whenever  one  of  the  seven  danger  sig- 
nals is  evident.  One  possible  result  of  that 
educational  work  is  shown  by  statistics  which 
indicate  that  patients  are  seeking  medical 
attention  earlier  than  was  the  case  five  years 
ago,  and  accordingly  that  more  cures  are 
being  achieved. 

Early  cancer  yields  a high  per  cent  of 
cure  whether  treated  by  surgery  or  irradia- 
tion, and  the  earlier  the  treatment  is  insti- 
tuted the  higher  the  percentage  of  good  re- 
sults. But  “early  cancer”  is  only  that  if  it  is 
diagnosed  early,  and  early  diagnosis  depends 
on  education  of  the  lay  public  and  vigilance 
of  the  attending  physician.  Indifference  or 
negligence  in  even  slightly  suspicious  lesions 
is  unforgivable  on  the  part  of  a physician 
today  with  the  widespread  knowledge  avail- 
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able  and  the  manifold  aids  to  positive  diag- 
nosis. 

What’s  the  use? 

The  hopeless  cancer  patients  should  re- 
ceive equal  attention.  It  is  they  I particularly 
wish  to  discuss,  for  they  are  often  neglected 
because  the  attending  physician  takes  a 
“what’s  the  use?”  attitude.  In  hospital  cancer 
clinics,  I have  noted  that  it  is  almost  impos- 
sible to  interest  the  interns  in  such  cancer 
patients,  because  they  prefer  being  in  the 
operating  room. 

Lately,  there  have  been  more  and  more 
signs  that  we  physicians  are  becoming  so 
involved  in  the  scientific  aspects  of  medicine 
that  we  are  ignoring  our  paramount  responsi- 
bility, namely,  the  patient  and  his  welfare. 
The  doctor’s  obligation  to  the  patient  and  the 
patient’s  family  must  be  kept  in  mind  con- 
stantly as  well  as  the  responsibility  to  restore 
that  patient  to  a functional  and  comfortable 
life  for  as  long  as  possible  and  simultane- 
ously to  maintain  his  morale.  The  physician 
should  consider  it  rewarding  to  afford  a 
patient  a few  days,  months,  or  years  of  com- 
parative comfort  as  no  one  knows  how  long 
the  patient  may  live.  This  was  brought  home 
to  me  forcibly  many  years  ago  when  in 
general  practice.  I was  called  to  attend  a 
woman  suffering  severe  hemorrhage.  Both 
the  physicial  and  x-ray  examinations  showed 
advanced  pulmonary  tuberculosis,  and  I in- 
formed the  husband  that  the  patient  did  not 
have  long  to  live,  but  she  lived  for  over  a 
year.  Or  consider  a more  recent  instance  of 
a patient  with  brain  tumor  which  at  opera- 
tion proved  nonremovable,  and  for  whom  a 
prognosis  was  given  for  six  months  of  life. 
That  was  ten  years  ago,  and  she  is  still  alive 
and  has  been  able  to  participate  in  family 
festivities  and  enjoy  her  children  and  grand- 
children. 

When  we  physicians  consider  palliation 
for  incurable  cancer  we  are  referring  to 
terminal  care.  In  my  opinion,  that  is  a course 
which  we  should  employ  cautiously,  because 
when  we  do  so  we,  ourselves,  undergo  a 
subtle  change  and  admit  subconsciously  that 
there  is  nothing  more  we  can  do  for  the 
patient.  The  patient  with  the  advanced  heart 
lesion  will  die  of  it  eventually,  but  no  one 
knows  when.  Just  so,  the  advanced  cancer 


will  kill  the  patient  who  has  it,  but  he  is  not 
necessarily  ready  for  the  grave  immediately. 
We  must  not  ignore  the  seemingly  hopeless 
case  which,  with  proper  treatment,  might 
show  such  improvement  that  it  could  be  ex- 
ploited to  possible  cure. 

The  reason  for  that  is  threefold  as  no  one 
can  evaluate  the  potential  of  a particular 
tumor’s  growth,  what  peculiarities  the  par- 
ticular tumor  may  have,  or  how  widespread 
its  dissemination  may  be.  Recent  research 
indicates  that  there  is  evidence  of  the  prob- 
ability a great  number  of  cancers  are  gener- 
alized from  a very  early  stage.  Whether  the 
patient  develops  disseminated  malignancy 
lies  in  his  own  resistance,  the  bed  in  which 
metastases  may  or  may  not  develop,  and  in 
the  resistance  of  that  bed  to  growth  of  the 
metastases. 

The  over-all  management  of  a hopeless 
cancer  case  is  completely  different  from  that 
of  a curable  one.  The  treatment  should  in- 
clude less  vigor,  small  doses  of  radiation,  and 
less  surgery.  Nothing  must  be  added  to  the 
patient’s  burden  that  will  increase  his  dis- 
comfort. Nor  is  the  care  of  the  cancer  patient 
the  responsibility  of  any  one  individual,  be- 
cause each  incurable  cancer  presents  differ- 
ent therapeutic,  economic  and  psychologic 
problems  and,  therefore,  each  one  must  be 
considered  individually.  Thus,  management 
of  these  cases  should  be  the  result  of  the 
combined  knowledge,  skill  and  deliberation 
of  the  family  physician,  surgeon,  internist, 
and  radiologist,  aided  by  anyone  else  con- 
cerned with  the  patient’s  welfare.  For  ex- 
ample, the  patient’s  spiritual  advisor  is  often 
a source  of  real  help,  especially  in  the  ter- 
minal stages. 

Radiation 

Care  of  these  patients  is  so  inclusive  that 
I want  to  show  how  radiation  can  be  helpful. 
I should  like  also  to  mention  some  of  the 
surgeons  who  believe  that  if  a lesion  is  not 
surgically  removable  nothing  else  will  avail, 
but  who  order  repeated  x-ray  examinations 
at  two-month  intervals  for  the  remainder  of 
the  patient’s  life  without  attempting  any 
therapy  whatsoever. 

Radiation  therapy  offers  many  modalities 
for  treatment  of  malignancy,  such  as  ma- 
chines ranging  from  125  KV  to  megavoltage. 
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cobalt  beam,  isotopes,  and  so  forth.  However, 
none  of  these  various  agents  is  of  any  value 
without  a radiotherapist  who  furnishes  the 
brain  power  to  direct  and  manage  the  ther- 
apy. At  the  Rocky  Mountain  Cancer  Confer- 
ence in  July,  1958,  Dr.  Richard  H.  Chamber- 
lain,  Professor  of  Radiology  at  the  University 
of  Pennsylvania,  stated,  “There  is  far  too 
much  talk  about  cobalt  beam,  megavoltage. 
They  do  not  change  the  total  picture.  I do 
not  think  any  radiologist  has  a single  in- 
stance of  a patient  whom  he  feels  certain 
he  has  improved  or  whose  life  was  saved 
or  who  was  cured  by  one  of  these  modalities, 
but  which  could  not  have  been  achieved  by 
an  equal  amount  or  a little  more  time  and 
effort  with  another  modality.”  At  the  Fourth 
Interamerican  Congress  of  Radiology,  Dr. 
Robert  S.  Stone,  Professor  of  Radiology,  Uni- 
versity of  California,  made  the  statement, 
“If  I had  cancer  I would  pick  out  the  radiolo- 
gist I wanted  to  treat  me  and  let  him  select 
the  modality  that  he  wanted  to  use.” 

One  of  the  criteria  for  choice  of  a radiolo- 
gist could  well  be  his  method  of  diligent  care 
in  following  his  patients  during  and  after 
treatment.  No  matter  how  good  the  result 
seems  to  be,  every  patient  who  has  received 
radiation  therapy  should  be  examined  at  one- 
month  intervals  for  the  first  six  months,  at 
two  to  three-month  intervals  for  the  succeed- 
ing two  years,  and  thereafter  at  four  to  six- 
month  intervals.  Only  by  such  frequent  ex- 
aminations is  there  any  hope  of  detecting 
recurrence  or  metastasis  in  the  stages  when 
there  is  the  possibility  of  successfully  cur- 
tailing involvement.  This  is  especially  im- 
portant in  early  cancer  as  is  exemplified  in 
Case  1 reported  here,  in  which  the  periodic 
examination  indicated  the  need  for  therapy 
to  the  pelvis  before  any  radiologic  evidence 
of  involvement. 

Radiation  provides  a variety  of  values 
that  have  nothing  at  all  to  do  with  the  thera- 
peutic concept  of  care.  One  of  the  most  im- 
portant to  the  patient  is  the  relief  of  pain. 
This  is  especially  true  of  bone  pain  from 
advanced  and  metastatic  malignancy.  Usual- 
ly, radiation  therapy  can  relieve  this  pain  no 
matter  what  the  origin  or  how  relatively 
insensitive  the  original  tumor  may  be.  The 
radiotherapist  encounters  patients  with  breast 
cancer,  with  thyroid  malignancy,  or  with  a 


variety  of  other  malignancies  including  bron- 
chogenic carcinoma,  who  are  permitted  to 
suffer  with  bone  metastasis,  but  who  are 
denied  radiation  therapy  which  almost  al- 
ways gives  partial  relief,  often  within  ten 
days  of  instituting  treatment.  It  is  really 
pitiful  to  observe  these  cases  not  being  given 
a chance  of  relief. 

Another  neglected  field  is  that  of  tumor 
masses  which  the  pathologist  has  classified 
as  radio-resistant.  Often,  the  proper  intelli- 
gent utilization  of  radiation  therapy  will 
reduce  those  masses  and  relieve  a consider- 
able measure  of  the  patient’s  discomfort. 
Also  gratifying  is  the  response  noted  at  times 
in  cases  of  lung  tumor  in  which  relatively 
small  doses  of  irradiation  result  in  relief  of 
cough  and  dyspnea  though  the  lung  is  as 
much  as  one-third  to  one-half  involved  by 
metastatic  tumor.  Collodial  gold  is  a valuable 
agent  for  the  relief  of  fluid  accumulation 
in  pleural  and  peritoneal  cavities.  Ulcerative, 
bleeding  areas  on  the  chest  wall  from  recur- 
rent breast  tumor  usually  respond  to  the 
proper  treatment,  with  consequent  relief  for 
the  patient. 

The  following  four  cases  illustrate  the 
results  that  may  be  obtained  by  judicious 
use  of  currently  available  radiation  therapy: 

CASE  1 

Mrs.  G.  J.,  aged  41  years,  found  a lump  about 
one  inch  in  diameter  in  her  right  breast  below 
the  nipple  and  was  told  it  was  mastitis.  Six  months 
later  (January,  1954)  she  consulted  Dr.  F.  Robert 
Mizer  and  the  late  Dr.  W.  W.  Haggart,  and  Dr. 
Haggart  removed  the  breast.  The  pathologist’s 
report  was  carcinoma  with  metastasis  to  the 
axillary  nodes.  Her  condition  was  aggravated  by 
a psychologic  stress  situation  due  to  recent  widow- 
hood and  a 10-year-old  son  to  support.  Radiation 
therapy  was  given,  and  no  symptoms  or  recur- 
rence appeared  until  20  months  after  surgery 
(August,  1955),  when  she  began  having  pain  in 
the  left  lower  chest  and  lower  ribs.  X-ray  exam- 
ination (August  10,  1955)  showed  area  of  rarefac- 
tion in  the  left  ninth  rib  about  5 cm.  from  the 
anterior  end.  No  other  bony  involvement  was 
evident.  A course  of  radiation  therapy  was  given 
over  this  involvement.  Within  two  weeks  the  pain 
had  ceased,  and  there  was  no  tenderness.  Roent- 
genograms made  15  weeks  later  (November  21, 
1955)  showed  recalcification  in  the  involved  area. 
Later  the  same  month,  the  patient  developed  pain 
in  the  pelvis  and  lower  spine  and,  although  there 
was  no  roentgen  evidence  of  bony  change,  because 
of  persistent  pain  x-ray  therapy  was  resumed. 
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One  month  later,  the  pain  had  ceased.  In  Febru- 
ary, 1956  (three  months  later),  testosterone  was 
prescribed  and  a course  of  was  given.  Nine 
months  later  (November  20,  1956),  roentgen  ex- 
amination showed  areas  of  increased  density  in 
bones  of  pelvis  and  third  lumbar  vertebra  and 
proved  that  early  metastatic  involvement  had 
been  present  at  the  time  of  the  previous  examina- 
tion, but  it  was  not  sufficiently  advanced  to  be 
demonstrated.  Roentgenograms  made  18  months 
later  (May  7,  1958)  showed  continued  improve- 


ment of  the  pelvic  involvement  which  was  only 
indistinctly  visible.  The  bony  structures  appear 
nearly  normal.  At  the  present  time,  the  patient 
has  had  no  symptoms  for  more  than  two  years, 
and  she  is  living  a normal  life. 

CASE  2 

Mrs.  H.  M.,  aged  42  years.  In  May,  1951,  she 
first  noticed  a lump  about  one  inch  in  diameter 
above  and  to  the  outside  of  the  left  nipple.  Three 


Case  1.  Unpredictability  of  mode  and  direction  of  spread.  Breast  cancer  with  axillary  involvement  in 
which  expected  metastases  would  be  to  the  lung. 


A.  Roentgenogram  showing  metastatic  involve- 
ment of  ninth  left  rib  only. 

B.  Fifteen  weeks  later  (November  10,  1955)  pa- 
tient has  symptoms  of  probable  spine  and  pelvis 
involvement,  but  no  roentgen  evidence  of  any 
bony  change. 

C.  Roentgenogram  (November  20,  1956)  shows 


areas  of  increased  density  scattered  through  the 
pelvis,  which  would  indicate  that  there  was  metas- 
tatic involvement,  but  was  not  visualized  on  pre- 
vious examination. 

D.  Roentgenogram  (May  7,  1958)  shows  the  areas 
of  density  in  the  pelvis  less  distinct  and  the  bony 
structures  appearing  more  normal. 
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months  later  (August  2,  1951)  she  consulted  Dr. 
Robert  Burlingame,  who  did  a radical  mastectomy. 
The  pathologic  report  was  adenocarcinoma  with 
metastasis  to  axillary  lymph  nodes.  Radiation 
therapy  was  given,  and  no  symptoms  or  recur- 
rence appeared  until  27  months  later  (February 
28,  1954),  when  a nodule  8 mm.  in  diameter  ap- 
peared in  the  scar.  The  patient  was  advised  to 


have  it  removed.  This  was  done  one  month  later, 
and  the  pathologic  report  was  recurrence.  The 
patient  did  not  report  again  for  20  months  (Oc- 
tober 13,  1955),  when  her  entire  left  chest  wall 
was  an  ulcerative,  bleeding  mass  with  scab  forma- 
tion, and  her  pain  was  so  severe  as  to  require 
codeine  every  three  hours.  The  chest  roentgeno- 
grams made  at  this  time  were  still  negative  for 


Case  2.  Patient  on  whom  radical  mastectomy  has  been  performed,  who  had  been  treated  by  radiation, 
had  surgical  removal  of  a recurrence  in  the  scar  without  subsequent  therapy,  and  who  reported  20 
months  afterwards  with  massive  ulceration  of  the  skin  of  the  chest  wall  and  probable  involvement  of 
the  whole  bony  skeleton. 


A.  Chest  shows  no  evidence  of  any  involvement 
of  the  lungs  but  involvement  of  the  ribs. 

B.  Oval  osteoblastic  areas  of  varying  size  scattered 
through  the  pelvis  and  each  upper  femur  (October 
13,  1955). 

C.  Roentgenogram  (April  19,  1957)  shows  the  oval 


areas  of  increased  density  have  now  changed. 
There  is  more  uniform  density  of  the  bones  of  the 
pelvis. 

D.  Roentgenogram  (July  30,  1958)  shows  more 
uniform  recalcification  in  the  bones  of  the  pelvis. 
The  bones  of  her  body  show  similar  change. 
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pulmonary  involvement,  but  there  was  marked 
skeletal  bone  involvement  embracing  the  ribs, 
scapulae,  spine,  pelvis,  etc.  This  was  of  the  osteo- 
blastic type  rather  than  the  usual  osteolytic  which 


would  be  expected.  The  right  breast  had  a mass, 
and  there  were  many  small  nodules  in  the  skin 
of  the  scalp  and  back.  Radiation  therapy  was  insti- 
tuted, and  in  less  than  one  month  the  pain  had 


A.  Chest  (11-13-53)  negative. 

B.  Chest  (10-29-57)  four  years  later,  showing  some 
fluid  in  left  base.  Right  lung  negative. 

C.  Chest  (1-6-58)  fluid  increase  rapidly  in  left 
chest,  requiring  frequent  thoracentesis.  Right  lung 


negative.  Symptoms  uncontrollable. 

D.  Chest  (2-18-58)  six  weeks  after  instilling  radio- 
active gold.  Marked  decrease  in  fluid.  Some  con- 
gestion showing  in  left  lung.  Right  lung  negative. 
Symptoms  markedly  improved. 
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Case  4.  Cancer  of  the  cervix  (1-15-53)  cured.  Came  in  for  periodic  examination  (9-17-57)  complaining 
of  pain  in  left  shoulder.  Roentgenogram  showed  lesion  in  left  upper  lobe,  pathologist  thinks  may  be 
metastatic  involvement. 


A.  Roentgenogram  (9-17-57)  showing  lesion  in  left 
upper  lobe.  Left  diaphragm  high  and  fixed,  sug- 
gesting possible  mediastinal  involvement. 

B.  Roentgenogram  (10-30-57)  after  segmental  re- 
section of  mass  and  before  radiation  therapy.  Oval 
mass  in  left  upper  lobe  due  to  the  pleural  involve- 
ment. Left  diaphragm  still  high.  Some  increased 
density  at  root  of  each  lung. 


C.  Roentgenogram  (5-13-58)  shows  oval  area  of 
increased  density  in  left  upper  lobe  slightly  larger. 
Less  intralobar  reaction.  There  is  a small  oval  area 
of  increased  density  in  the  right  base.  Slightly 
less  density  at  root  of  each  lung. 

D.  Roentgenogram  (7-21-58)  shows  oval  area  in 
the  right  base  less  distinct.  The  density  at  root  of 
each  lung  practically  the  same.  No  definite  change 
in  the  left  lung. 
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practically  ceased,  and  the  patient  discontinued 
the  codeine.  Testosterone  was  prescribed  also. 
Within  three  months’  time,  the  skin  over  the  left 
chest  was  healed,  and  the  nodules  on  scalp  and 
back  had  diminished.  Three  months  after  resump- 
tion of  therapy  (January,  1956)  she  was  given 
P32.  Occasionally  she  has  some  pain  which  is  con- 
trolled by  salicylate.  December  23,  1956,  her  hus- 
band died  and  she  had  to  go  to  work.  She  has 
worked  every  day  to  date,  at  times  doing  work 
that  requires  lifting  bundles  of  heavy  clothes. 
July,  1958,  she  developed  some  pain  in  the  lower 
cervical  region,  was  given  some  radiation  therapy 
and  the  pain  ceased  in  10  days. 

CASE  3 

A large  obese  woman,  aged  60  years,  with  no 
history  of  surgery  or  serious  illness,  had  a tumor 
of  the  left  breast  of  five  years’  duration  before 
she  consulted  Dr.  L.  Clark  Hepp.  On  examination 
there  was  massive  ulceration  of  the  left  breast 
accompanied  by  foul  odor,  and  there  were  glands 
in  the  axilla  and  above  the  clavicle.  It  was  con- 
sidered inoperable  cancer.  Roentgenogram  of  the 
chest  was  negative.  In  November,  1953,  Dr.  W.  W. 
Wasson  gave  radiation  therapy  to  the  left  supra- 
clavicular and  axillary  regions  both  anteriorly 
and  posteriorly  to  the  breast.  Three  months  later 
(February,  1954)  the  mass  was  one-half  its  orig- 
inal size.  One  year  after  consulting  the  radiologist 
(November,  1954)  Dr.  George  F.  Wollgast  per- 
formed a simple  mastectomy.  The  pathologic  diag- 
nosis was  duct  carcinoma.  Four  months  later,  she 
was  still  in  good  condition  except  for  a small 
nodule  above  the  clavicle  which  was  treated  by 
irradiation.  Periodic  examinations  throughout  the 
succeeding  two  years  continued  negative.  In  June, 

1957,  there  was  swelling  of  the  left  arm  with  a 
mass  beneath  the  muscle  anterior  to  the  shoulder. 
X-ray  therapy  to  the  mass  and  the  axilla  pro- 
duced complete  relief.  Three  months  later  (Sep- 
tember 5,  1957)  the  patient  complained  of  low 
back  and  right  hip  pain,  and  consequently  radia- 
tion therapy  was  administered  to  those  areas. 
Three  months  later  (December,  1957)  there  was  a 
fluid  level  noted  on  her  chest  roentgenograms 
which  increased  rapidly  during  the  following 
month,  which  required  thoracentesis.  January  14, 

1958,  Dr.  Robert  W.  Lackey  instilled  radioactive 
gold  into  the  left  pleural  space  with  good  distribu- 
tion. The  patient  improved  steadily,  and  at  exam- 
ination in  March,  1958,  she  had  only  slight  cough 
but  complained  of  pain  in  her  back.  Roentgeno- 
grams showed  involvement  of  the  neck  of  the  left 
femur,  but  the  previously  treated  areas  were  all 
in  good  condition.  Male  hormone  had  been  pre- 
scribed at  the  time  of  surgery  and  had  been  con- 
tinued ever  since.  She  looks  and  feels  well  and 
has  suffered  no  weight  loss. 

CASE  4 

Mrs.  A.  O.  T.,  aged  58  years.  In  August,  1950, 


the  patient  had  a hysterectomy  for  fibroid  tumor. 
Twenty-six  months  later  she  noticed  blood  in  the 
toilet,  and  again  two  months  later.  One  month 
later  (January,  1953)  she  consulted  her  physician. 
Dr.  Thomas  H.  Foley,  about  her  “goiter.”  Pelvic 
examination  revealed  ulceration  of  the  cervix 
which  was  biopsied  and  the  pathologic  report  was 
“squamous  cell  carcinoma.”  External  and  intra- 
vaginal  x-ray  therapy  and  radium  were  given,  and 
she  responded  to  treatment.  The  cervix  healed  and 
remained  so,  and  no  glands  were  palpable.  Sep- 
tember 17,  1957,  the  patient  came  in  for  her 
periodic  check  examination  which  was  essentially 
negative,  but  she  complained  of  pain  in  her  left 
shoulder  of  the  dull  aching  type  the  last  six  weeks 
which  had  been  diagnosed  by  another  physician  as 
arthritis.  She  had  no  chest  symptoms.  Roentgeno- 
grams of  the  shoulder  revealed  a mass  in  the  apex 
of  the  left  lung,  and  the  chest  roentgenogram 
showed  an  oval  mass  about  4 cm.  in  diameter  in 
the  left  upper  lobe.  Operation  was  advised.  Three 
weeks  later.  Dr.  Robert  K.  Brown  performed  a 
segmental  resection  and  found  a mass  of  glands 
around  the  arch  of  the  aorta  which  could  not  be 
removed.  The  pathologic  report  was  transitional 
cell  carcinoma,  probably  but  not  positively,  metas- 
tatic from  the  cervix.  Because  of  the  inoperable 
mass  around  the  aortic  arch  x-ray  therapy  was 
given.  The  density  at  the  left  lung  root  diminished 
as  evidenced  by  roentgenogram  seven  months  later 
(May  13,  1958).  However,  that  examination  also 
revealed  a small  round  area  in  the  right  base,  and 
consequently  it  was  irradiated.  Two  months  later 
(July  21,  1958)  a roentgenogram  of  the  chest 
showed  that  area  less  distinct  which  indicated  a 
diminution  of  activity.  The  patient  is  still  under- 
going therapy. 

Summary 

1.  Judicious  utilization  of  the  present-day 
radiation  therapy  offers  potential  relief  of 
pain,  discomfort,  topical  distress  and  even  in- 
definite prolongation  of  life  to  the  so-called 
“hopeless”  cancer  patient. 

2.  The  actual  modality  is  unimportant  as 
compared  with  the  skill  and  the  knowledge 
of  the  radiologist  employing  it. 

3.  The  patient’s  best  interest  can  only  be 
served  by  teamwork  between  the  attending 
physician,  surgeon,  and  radiologist  in  cooper- 
ation with  the  patient  and  the  family. 

4.  Early  diagnosis  is  an  essential  of  good 
care  of  the  cancer  patient. 

5.  To  insure  the  patient’s  comfort  and 
well-being  and  to  prolong  life,  constant  super- 
vision of  all  cancer  patients  and,  in  particu- 
lar, early  cases,  is  another  essential,  and  this 
can  be  achieved  only  by  periodic  examina- 
tions for  the  duration  of  the  patient’s  life.  • 


for  September,  1959 


51 


Colorado’s  new  autopsy  consent  law 


Henry  W.  Toll,  Jr.,  M.D.,t  and  William  D.  Aldridge,  LL.B.,*  Denver 


Legal  requirements  for  autopsy 
consent  should  be  simple  and 
efficient.  Colorado!’ s experience  and 
progressive  legislation  can  be 
helpful  to  other  states. 


Long  hoped-for  legislation  simplifying  the 
requirements  for  autopsy  consent  was  passed 
by  the  Colorado  Legislature  in  April  of  this 
year.  This  act,  recommended  by  the  Colorado 
Society  of  Clinical  Pathologists  and  endorsed 
by  the  House  of  Delegates  of  the  Colorado 
Medical  Society  as  well  as  the  Colorado  Hos- 
pital Association,  was  sponsored  by  physician 
and  Senator  William  Wells.  In  addition  to 
Senator  Wells,  Senators  Culig,  Donnelly, 
Hobbs,  and  Rogers  are  to  be  particularly 
thanked  by  physicians  for  their  interest  in 
the  legislation  while  Representatives  Dines, 
Holland,  and  Woodhouse  rendered  invaluable 
aid  in  the  House  of  Representatives. 

Because  this  legislation  will  make  possible 
changes  in  the  routine  of  hospitals  with  re- 
gard to  securing  of  autopsy  consent,  we  wish 
to  call  the  attention  of  physicians  to  this  law. 
We  have  also  outlined  the  procedure  followed 
duction  is  obtained  by  extending  and  supi- 
at  Denver  General  Hospital  since  the  law’s 
enactment.  We  are  aware  that  our  procedure 
is  not  perfect,  nor  is  it  the  only  possible  one. 


tAssociate  Coroner’s  Pathologist,  Denver  General  Hospital. 
‘Chief  Deputy  Coroner,  City  and  County  of  Denver.  The 
authors  will  gladly  try  to  answer  questions  not  covered  by 
this  article.  Such  questions  may  be  addressed  to  them  c/o 
Denver  General  Hospital,  Sixth  and  Bannock  Streets,  Denver 
4,  Colorado. 
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However,  because  of  multiple  inquiries,  we 
have  included  it  as  a possible  starting  point 
for  other  hospitals  to  use  in  this  connection. 

Senate  Bill  No.  191,  signed  into  law  by 
Governor  McNichols,  May  11,  1959,  set  out  by 
statute,  for  the  first  time  in  Colorado,  the 
individuals  from  whom  autopsy  permission 
must  be  sought.  The  text  of  the  bill  is  as 
follows: 

RELATING  TO  THE  CONSENT  NECESSARY 

FOR  POSTMORTEM  EXAMINATIONS. 

Be  It  Enacted  by  the  General  Assembly  of  the 

State  of  Colorado: 

Section  1.  Postmortem  examinations.  Consent 
for  a licensed  physician  to  conduct  a postmortem 
examination  of  the  body  of  a deceased  person 
shall  be  deemed  sufficient  when  given  by  which- 
ever one  of  the  following  assumes  custody  of  the 
body  for  purposes  of  burial:  Father,  mother,  hus- 
band, wife,  child,  guardian,  next  of  kin;  or  in  the 
absence  of  any  of  the  foregoing,  a friend,  or  a 
person  charged  by  law  with  the  responsibility  for 
burial.  If  two  or  more  such  persons  assume  custody 
of  the  body,  the  consent  of  one  of  them  shall  be 
deemed  sufficient. 

Section  2.  Definition.  As  used  in  this  act,  the 
phrase  person  or  persons  shall  include  any  indi- 
vidual, partnership,  corporation,  body  politic,  or 
association. 

Section  3.  Nothing  contained  in  this  act  shall 
be  construed  as  a repeal  of  any  provision  of  article 
6 of  chapter  35,  Colorado  Revised  Statutes  1953,  as 
amended.! 

Section  4.  The  general  assembly  hereby  finds, 
determines,  and  declares  that  this  act  is  necessary 
for  the  immediate  preservation  of  the  public  peace, 
health,  and  safety. 

The  following  is  an  excerpt  from  the  Den- 
ver General  Hospital  House  Staff  Manual, 


iArticle  6,  Chapter  35,  contains  the  coroner’s  laws  which  are 
unchanged  by  this  act. 
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setting  forth  the  procedure  to  be  followed  in 
seeking  autopsy  permission  under  the  new 
law: 

All  requests  for  autopsy  permission  must  be 
made  by  the  intern  or  resident.  The  Admissions 
Office  will  be  responsible  for  locating  the  proper 
party  who  will  then  be  put  in  touch  with  the 
doctor  either  by  telephone  or  in  person.  Autopsy 
permission  must  be  obtained  in  the  following 
manner,  in  duplicate: 

1.  The  nearest  relative  is  the  father,  mother, 
husband,  wife,  child,  legal  guardian  and  next  of 
kin  (but  not  necessarily  in  that  order).  A divorced 
spouse  has  no  legal  authority.  A separated  spouse 
still  has  authority  to  consent  to  an  autopsy. 

2.  If  there  is  no  father,  mother,  husband,  wife, 
child  or  legal  guardian,  then  a brother  or  sister 
may  consent  to  the  autopsy.  If  there  be  none  of 
these  individuals,  then  a nephew  or  niece,  aunt 
or  uncle,  grandson  or  granddaughter  or  grand- 
mother or  grandfather  may  consent  to  the  autopsy. 
These  individuals  must  not  be  related  to  the  de- 
ceased by  marriage.  A brother-in-law,  sister-in- 
law,  or  nephew  or  niece  by  marriage  have  no 
standing  legally  and  can  be  classified  only  as 
friends. 

3.  If  the  newborn  or  stillborn  is  illegitimate, 
consent  of  the  mother  is  sufficient. 

4.  Where  the  husband  and  wife  are  separated, 
permission  for  autopsy  on  newborns  and  still- 
borns  must  be  obtained  from  the  parent  making 
the  funeral  arrangements. 

5.  In  the  absence  of  any  of  the  foregoing,  per- 
mission may  be  obtained  from  a friend  provided 


the  friend  assumes  custody  of  the  body  for  pur- 
poses of  burial,  or  consent  may  be  obtained  from 
the  Manager  of  Health  and  Hospitals. 

As  a matter  of  policy  and  good  public  relations, 
if  consent  for  an  autopsy  is  obtained  from  an 
individual  who  is  making  the  burial  arrangements 
within  a certain  class  of  the  above  required  per- 
sons and  an  objection  is  raised  by  another  indi- 
vidual within  the  same  class,  the  autopsy  will  not 
be  performed. 

6.  Permission  must  be  in  writing  when  rela- 
tives live  in  town.  Telephone  permission  should  be 
discouraged  and  will  only  be  used  when  relatives 
are  out  of  town.  Permission  must  be  witnessed  by 
two  persons  listening  in  on  the  conversation.  Con- 
firmatory telephone  permission  should  be  obtained 
by  a telegram  from  the  relatives  authorizing  the 
autopsy. 

Permission  from  friends  and  relatives  by  mar- 
riage can  be  obtained  only  when  there  are  no 
closer  relatives  and  only  when  they  are  willing 
to  assume  burial  responsibility. 

The  proponents  of  this  law  feel  that  it 
will: 

1.  Simplify  the  legal  requirements  for 
autopsy  consent. 

2.  Save  valuable  medical  time  previously 
wasted  in  the  search  for  remote  and  long-lost 
relatives. 

3.  Promote  medical  knowledge  by  provid- 
ing for  a method  of  obtaining  consent  in 
cases  of  individuals  dying  without  relatives.  • 


What  a patient  means  to  me* 

Nancy  Mancini,  Denver 


This,  Doctor,  is  really  for  your 
receptionist.  Have  her  read  it,  and 
be  sure  she  worthily  represents 
you  from  the  first  phone  call  and 
through  the  final  visit  of  each  patient! 


•This  is  an  essay  composed  as  “home  work”  to  members  of  a 
Medical  Assistants  Office  Training  Course  at  the  University 
of  Colorado  Medical  School  under  the  auspices  of  the  Emily 
Griffith  Opportunity  School.  The  author  is  secretary  to  Dr. 
Mitchell  B.  Rider. 
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People  are  interesting!  Patients  are  people. 
How  easy  it  is  to  forget  this  many  times  in 
the  busy  rush  hours  of  a doctor’s  office!  What 
a challenge  a patient  presents  to  the  office 
assistant!  She  must  at  all  times,  under  all 
circumstances,  on  the  telephone  or  in  person, 
be  kind,  cheerful,  sympathetic,  understand- 
ing and  smiling.  This  is  easier  said  than  done! 
Thus  the  challenge  begins.  Of  course,  one 
must  want  to  work  on  herself  to  be  all  these 
things  in  order  to  become  the  kind  of  person 
and  medical  assistant  that  these  qualities  pro- 
duce. continued  on  next  page 
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A patient  is  the  main  part  or  purpose  of 
a doctor’s  practice.  Without  them,  there  could 
be  no  practice.  Patients  are  important.  They 
are  important  mainly  because  they  are  people 
in  need  of  something.  Many  times,  it  is  up  to 
the  medical  assistant  to  discover  what  she 
can  do  to  put  the  patient  at  ease  and,  per- 
haps, if  necessary,  help  him  to  a better  dis- 
position before  he  sees  the  doctor.  If  we  look 
at  it  this  way,  we  can  see  that  there  is  a 
reason  why  a patient  will  act  demandingly, 
disagreeably,  rudely,  or  seemingly  ungrate- 
ful. Being  frightened  or  worried  about  their 
condition  or  the  treatment  and  care  they  will 
require  are  big  factors  in  their  attitudes. 
Thus,  we  see  they  are  coming  to  us  for  a 
reason.  The  simple  reason — they  need  us! 
Perhaps  the  service  they  require  is  less  than 
serious.  They  may  want  advice  or  profes- 
sional consultation,  but  whatever  the  patient 
is  here  for,  he  is  here,  not  in  another  office, 
and  we  are  here  to  serve  him.  I often  think 


of  our  office  as  a USO — “You  Serve  Others.’’ 
In  return  for  our  services  to  the  patient,  we 
receive  in  different  ways  greater  or  lesser 
chances  to  be  improving  and  developing  qual- 
ities in  ourselves,  such  as  patience  and  hu- 
mility, which  will  make  for  happy  living. 

It  is  difficult  to  remember  in  all  cases 
that  the  patient  is  really  doing  us  a favor  by 
coming  to  our  doctor.  Many  are  the  tempta- 
tions for  a biting  remark  in  return  for  a rude 
one,  instead  of  a smiling  apology.  If  only  we 
could  remember  always  that  it  is  many  a 
patient  who  is  won  over  with  a smile  and 
more  often  than  not  it  is  the  problem  patient 
who  becomes  a “good  will  ambassador”  for 
the  doctor  by  referring  other  patients  to  him. 

A patient  represents  opportunity  unlimit- 
ed; I like  him  and  therefore  want  to  serve 
him  as  best  I can  and,  in  so  doing,  better  serve 
my  doctor.  I shall  always  remember  the  most 
famous  quotation,  “Whatever  you  do  unto 
the  least  of  these,  you  do  unto  Me.”  • 


Treatment  of  nosebleed* 

Richard  F.  LaForce,  M.D.,  Sterling,  Colora  lo 


A brief  outline  of  methods  of 
stopping  epistaxis  with 
detailed  description  of 
author  s method. 


Nasal  vessels  are  different  from  most  blood 
vessels.  They  lie  in  intimate  contact  with 
bone  and  cartilage  and  are  protected  by  only 
an  extremely  delicate  mucous  membrane. 
Nasal  vessels  are  not  supported  by  muscle  or 
soft  tissues,  so  they  have  no  tissue  in  which 
to  contract  and  stop  bleeding  as  would  occur 
in  most  places  in  the  body.  A ligature  cannot 
be  put  around  the  vessel  to  tie  it  off.  Con- 
sequently the  bleeding  must  be  stopped  by 
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applying  pressure  on  it  or  by  cauterizing  the 
bleeding  point. 

Nosebleeds  are  often  severe  and  require 
immediate  attention.  It  is  my  personal  belief 
that  no  one,  anywhere  in  the  country,  sees 
the  extremely  severe  nosebleeds  that  we  have 
in  this  section  of  the  country.  Our  altitude, 
low  humidity,  and  sudden  changes  in  atmos- 
pheric pressure  probably  contribute  to  the 
cause  and  severity  of  the  nosebleeds  we  see. 

The  other  day  I was  called  to  the  hospital 
by  another  doctor  to  see  a patient  with  severe 
nosebleed.  I walked  into  the  emergency  room 
to  see  a 90-pound,  83-year-old  woman  holding 
an  old-fashioned  wash  basin  half  filled  with 
blood.  It  wasn’t  dripping  out  of  her  nose,  it 
was  pouring  out  in  a stream. 

A quick  examination  showed  it  was  not 
from  Kiesselbach’s  (or  Little’s)  area  on  the 
anterior  part  of  the  septum,  but  was  from 
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the  posterior  part  of  the  nose  behind  a 
septum  so  crooked  that  I could  not  see  the 
bleeding  point.  This  patient  had  to  have  an 
immediate  post-nasal  pack,  which  stopped 
the  bleeding. 

Quick  action  important 

Regardless  of  etiology,  the  bleeding  must 
be  stopped  at  once.  How  do  you  do  it?  Every- 
one has  his  own  little  system.  Here  is  mine. 
I like  to  use  a head  mirror  with  an  indirect 
light.  It  gives  adequate  illumination  inside 
the  nose  and  two  free  hands.  An  extension 
cord  with  a 150-watt  clear  bulb  works  fine. 
You  can  take  it  into  any  home.  Other  equip- 
ment includes  a nose  speculum,  wooden  ap- 
plicators, cotton,  nasal  catheter,  post-nasal 
pack,  epinephrine  (1:1000),  tannic  acid  pow- 
der, Monsel’s  solution  (mixed  half  and  half 
with  glycerin) , assorted  one  and  two-inch 
petrolatum  gauze,  and  tongue  blades. 

First,  the  patient  is  asked  to  blow  his  nose 
gently  on  the  bleeding  side.  This  is  to  remove 
the  clot,  so  you  can  see  the  bleeding  point. 
If  all  the  blood  is  not  removed,  twist  some 
cotton  loosely  on  the  applicator  and  remove 
the  excess  blood  clot,  so  you  can  see  in  the 
nose.  A small  suction  tube  is  fine,  if  avail- 
able, but  if  there  is  massive  bleeding  it  will 
not  remove  the  blood  fast  enough  to  see  the 
bleeding  point,  whereas  the  cotton  presses  on 
the  vessel,  stops  the  bleeding  temporarily 
and  the  bleeding  point  can  sometimes  be 
seen  as  soon  as  the  applicator  is  removed. 

Preferred  control  method 

If  the  nose  is  free  of  clots,  about  95  per 
cent  of  the  nosebleeds  are  from  a visible  rup- 
tured vessel  in  Kiesselbach’s  area  on  the 
anterior  portion  of  the  septum.  With  your 
nasal  forceps,  take  a small  piece  of  cotton, 
dip  in  the  epinephrine  solution  and  then  into 
the  tannic  acid  powder.  This  is  placed  firmly 
against  the  bleeding  point  and  is  left  in  place 
for  five  minutes — a little  longer  than  normal 
clotting  time.  The  cotton  is  then  removed  and 
if  there  is  bleeding  a new  piece  is  applied. 
If  the  bleeding  has  stopped,  the  bleeding 
point  is  then  touched  gently  with  the  Mon- 
seTs  solution  on  a cotton  applicator.  This 
turns  the  area  black. 

The  mechanism  of  these  chemicals  is  that 
the  epinephrine  constricts  the  vessels,  the 


tannic  acid  thromboses  the  vessel  end,  and 
the  Monsel’s  solution  causes  edema  of  the 
tissues  which  seals  the  vessel  beneath  the 
mucosa. 

Another  method  is  to  stop  the  bleeding 
with  pressure  by  cotton  soaked  in  4 to  10 
per  cent  solution  of  cocaine,  then  cauterize 
with  a spark  or  actual  cautery.  However, 
bleeding  must  be  stopped  before  the  cautery 
is  used,  since  vessels  cannot  be  cauterized 
well  through  a pool  of  blood. 

The  above  two  methods  have  worked  best 
for  me,  but  other  methods  suggested  are  as 
follows:  silver  nitrate  sticks,  chromic  acid 
bead,  trichloracetic  acid,  95  per  cent  phenol, 
oxidized  cellulose,  salt  pork,  hydrogen  perox- 
ide, thrombin,  and  submucous  injection 
around  the  bleeder  of  saline,  2 per  cent  novo- 
caine,  10  per  cent  phenol,  sodium  morrhuate, 
monoethanolamine  and  Sylnasol. 

Nasal  packs 

All  these  things  are  fine  if  the  bleeding 
point  can  be  seen.  If  not,  some  form  of  nasal 
pack  is  necessary.  Since  most  post-nasal 
bleeding  points  cannot  be  seen,  a post-nasal 
pack  is  probably  best.  Most  of  this  type  of 
nasal  bleeding  is  due  to  cardiovascular  dis- 
ease, and  the  bleeding  point  is  found  on  the 
floor  of  the  nose  or  behind  the  inferior  tur- 
binate near  some  of  the  larger  branches  of 
the  sphenopalatine  artery.  A rather  simple 
type  of  post-nasal  pack  can  be  used.  For 
example,  a 2 x 2 inch  flat  with  two  strings 
tied  around  the  middle. 

This  post-nasal  pack  is  applied  by  putting 
a small  urethral  catheter  through  the  bleed- 
ing side  of  the  nose,  then  reaching  into  the 
pharynx  with  a forcep  and  pulling  the  cathe- 
ter out  the  mouth.  Then  tie  one  of  the  strings 
on  the  catheter  and  pull  the  pack  back  into 
the  naso-pharynx  and  tightly  into  the  pos- 
terior choana  of  the  nose,  usually  pushing  it 
up  behind  the  soft  palate  with  a tongue  blade. 
If  blood  then  still  runs  down  the  pharynx,  a 
larger  post-nasal  pack  must  be  used  until 
there  is  no  blood  running  down  the  pharynx. 

If  there  is  none,  but  still  some  blood  com- 
ing from  the  nares,  an  anterior  packing  of 
one-inch  petrolatum  gauze,  or  cotton  pledgets 
can  be  placed  with  pressure  into  the  anterior 
nose  as  near  the  post-nasal  pack  as  possible 
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to  put  pressure  on  the  bleeding  vessel  and 
stop  the  epistaxis. 

The  two  ends  of  the  strings  of  the  post- 
nasal pack  are  tied  together  and  taped  on 
the  side  of  the  face,  one  string  from  the  nose, 
the  other  through  the  mouth.  It  is  then  easy 
to  pull  the  nose  string  to  put  more  pressure 
on  the  posterior  portion  of  the  nose  if  the 
pack  comes  loose  and  bleeding  starts  again. 
The  string  from  the  mouth  makes  it  easy  to 
remove  the  post-nasal  pack  two  or  three  days 
later.  I prefer  to  leave  the  post-nasal  or  an- 
terior packs  in  place  for  48  to  72  hours  before 
removing.  This  gives  enough  time  for  the 
bleeding  vessel  to  adequately  thrombose. 
If  bleeding  starts  again  when  the  pack  is 
removed,  a new  post-nasal  pack  is  inserted. 

At  times,  even  with  a post-nasal  pack 
plus  an  anterior  nasal  pack,  bleeding  does 
not  stop.  Some  irritant  is  necessary  to  cause 
enough  swelling  of  the  mucosa  and  submu- 
cosa to  contain  the  bleeding  vessel.  Some  use 
salt  pork.  Gauze,  saturated  with  Monsel’s 


solution,  acts  in  the  same  manner  and  is 
easier  to  obtain  and  handle  surgically. 

Other  therapy 

If  you  must  tie  off  the  external  carotid 
to  stop  the  bleeding,  remember  that  collat- 
eral circulation  is  good  and  it  probably  will 
be  necessary  to  tie  off  both  sides.  Ligation  of 
the  anterior  ethmoid  artery  may  be  neces- 
sary, if  the  bleeding  vessel  is  superiorly  lo- 
cated in  the  nose. 

Some  general  and  specific  measures  that 
may  be  given  are:  opiates,  vitamin  K,  adreno- 
chrome,  blood,  plasma,  koagamin,  vitamin  C, 
rutin,  bioflavonoids,  ceanothyn,  kutapressin, 
calcium,  and  estrogens. 

Once  the  bleeding  is  stopped  we  can  calm- 
ly go  about  checking  the  patient’s  blood 
pressure,  do  his  blood  work — C.B.C.,  bleeding 
and  clotting  time,  prothrombin  time,  platelet 
count,  etc.,  to  find  the  etiology.  We  must 
try  to  find  the  cause  to  prevent  what  next 
time  could  be  a fatal  epistaxis.  • 


Symptomatic  treatment  of 
cerebral  seizures* 

Gene  M.  Lasater,  M.D.,  Denver 


Patient  education  plus  proper 
drug  selection  and  dosage 
are  the  keys  to  successful 
epilepsy  management. 


Cerebral  seizures  are  symptoms  of  abnor- 
mal activity  of  neurons.  As  with  any  other 
symptoms,  the  first  duty  of  the  physician  is 
to  search  for  the  underlying  cause.  The  dif- 
ferential diagnosis  is  not  relevant  to  this  dis- 
cussion but  may  be  found  described  else- 
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where.^  In  many  cases,  the  specific  cause 
may  not  be  found  or,  if  it  is,  will  not  be 
amenable  to  definitive  therapy.  In  all  such 
cases,  treatment  must,  of  necessity,  be  symp- 
tomatic. 

Explaining  the  cause  and  treatment 

After  diagnostic  investigations  have  been 
completed  and  symptomatic  therapy  is  to 
begin,  it  is  most  important  that  the  doctor 
discuss  with  the  patient  and  his  family  the 
nature  of  his  disorder  and  the  aim  of  treat- 
ment. Many  patients  today  are  medically 
sophisticated.  They  both  desire  and  deserve 
an  explanation  of  their  symptoms  in  terms 
which  they  can  understand.  Patients  are  fa- 
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miliar  with  scars  from  injury  of  the  skin. 
When  the  cause  of  cerebral  seizures  is  un- 
known, the  doctor  may  point  out  that  brain 
injuries  also  heal  by  scar  formation  and  such 
injuries  may  have  resulted  from  minor  in- 
fections or  head  trauma  in  the  past'.  Scars 
in  the  brain  act  as  foreign  bodies  and  disturb 
the  electrical  activity,  producing  dysfunction 
comparable  to  static  on  a radio.  At  times, 
this  electrical  disturbance  becomes  so  great 
that  clinical  seizures  result.  Such  an  explana- 
tion is  much  more  satisfactory  to  a patient 
than  the  mystifying  and  terrifying  diagnosis 
of  epilepsy. 

The  plan  for  treatment  is  then  laid  out. 
The  patient  is  told  of  certain  things  he  must 
avoid,  and  that  drug  therapy  is  mostly  trial 
and  error.  Possible  toxic  effects  of  each  drug 
prescribed  are  described.  He  is  warned  that 
he  must  never  abruptly  discontinue  medica- 
tion except  on  the  advice  of  his  physician. 
He  may  be  reassured  as  to  the  improbability 
of  seizures  in  his  children,  mental  deteriora- 
tion, addiction  to  the  drugs,  and  his  ability 
to  carry  on  a relatively  normal  and  useful 
life.  Without  such  preliminary  discussion, 
many  therapeutic  regimes  are  doomed  to 
failure. 


Types  of  seizures 

The  selection  of  anticonvulsant  medica- 
tion depends  in  part  on  the  type  of  seizures 
to  be  treated.  Hughlings  Jackson-  defined 
cerebral  seizures  as  “occasional,  sudden,  ex- 
cessive, rapid  and  local  discharges  of  gray 
matter.”  This  definition  implies  that  all  seiz- 
ures have  a focal  origin,  rather  than  sudden 
chaotic  electrical  disruption  of  the  entire 
brain  simultaneously.  The  clinical  manifesta- 
tions of  the  excessive  discharge  depends  upon 
the  location  of  the  neuron  initiating  the  seiz- 
ure and  the  extent  of  the  discharge  spread. 
Neurons  which  are  the  site  of  seizure  dis- 
charge are  located  in  one  of  three  areas:  the 
cerebral  cortex,  the  periamygdaloid  area  of 
the  anterior  temporal  lobe,  or  the  central 
nuclear  masses  and  upper  brain  stem  (an 
area  which  Penfield®  refers  to  as  the  cen- 
trencephalic  area).  The  site  of  origin  of  a 
given  patient’s  seizures  can  usually  be  de- 
termined from  clinical  and  electroencephalic 
data  (Table  1). 

The  most  important  clinical  point  is  the 
initial  manifestation  or  the  “aura”  of  the 
seizure.  When  the  cerebral  cortex  is  the  site 
of  origin,  this  will  depend  on  where  in  the 


TABLE  1 

Site  of  origin 

Clinical  seizure 

Ictal  EEG 

Inter-seizure  EEG 

Most  effective  drugs 

Centrencephalic 

Petit  mal 
Myoclonic 

3/sec.  spike-wave 
polyspikes-wave 
(bilateral, 
symmetrical  and 
synchronous) 

Normal  or  brief 
paroxysms  of  ictal 
pattern 

Tridione 

Paradione 

Amphetamine 

Diamox 

Milontin 

Celontin 

Meprobamate 

Periamygdaloid 

Automatism 

Bitemporal  or 
diffuse  abnormal- 
ities 

Normal  or 
anterior  temporal 
spikes 

Mysoline 

Mesantoin 

Dilantin 

Phenobarbital 

Celontin 

Mebaral 

Cortical 

As  diversified  as 
cortical  function 

Localized 

abnormality 

Localized 

abnoramility 

Mysoline 

Dilantin 

Phenobarbital 

Gemonil 

Mesantoin 

Mebaral 

Peganone 

Bromides 
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cortex  the  focus  is  located.  Common  clinical 
symptoms  are  clonic  movements  of  a portion 
of  an  extremity  or  the  face  (motor  cortex) , 
abnormal  sensation  in  a portion  of  an  ex- 
tremity or  the  face  (sensory  cortex),  visual 
hallucinations  of  light  or  geometric  figures 
(occipital  cortex),  turning  of  the  head  and 
eyes  to  one  side  (mid-frontal  or  occipital 
cortex),  turning  of  the  head  and  eyes  to  one 
side  with  flexion  and  abduction  of  the  arm 
on  that  side  (superomedial  frontal  cortex) , 
vertigo  or  tinnitus  (superior  temporal  cor- 
tex) , loss  of  consciousness  (prefrontal  cor- 
tex) . 

Centrencephalic  seizures  are  initiated  by 
loss  of  consciousness.  The  entire  seizure  may 
consist  of  a brief  “lapse”  of  consciousness 
(petit  mal) . They  may  also  consist  of  brief 
bilaterally  symmetrical  clonic  contractions  of 
the  extremities  (myoclonic  seizures)  or  a 
sudden  contraction  of  the  flexor  muscles  of 
the  trunk  may  throw  the  patient  to  the 
ground  (“akinetic  seizure”).  Centrencephalic 
seizures  usually  begin  in  childhood. 

Seizures  originating  in  the  periamygda- 
loid  area  are  often  preceded  by  symptoms 
indicative  of  temporal  lobe  dysfunction. 
These  may  be  perceptual  delusions,  such  as 
macropsia  or  micropsia,  olfactory  hallucina- 
tions, specific  auditory  and/or  visual  memo- 
ries, feelings  of  undue  familiarity  (deja  vu) , 
or  of  undue  strangeness  (jamas  vu),  or  ar- 
rest of  speech.  The  discharge  often  spreads 
to  subcortical  areas  connected  with  both 
temporal  lobes.  A state  of  confusion  and 
automatic  behavior  then  ensues  which  might 
be  comparable  to  “a  temporary  bilateral  tem- 
poral lobotomy.”  This  is  the  psychomotor 
seizure,  during  which  the  patient  may  ex- 
hibit purposeful  behavior,  which  is,  however, 
inappropriate  for  the  particular  circum- 
stances. 

Uninhibited  spread  of  seizure  discharge 
originating  from  any  point  may  activate  sub- 
cortical areas  projecting  to  all  parts  of  the 
cortex  with  a resulting  major  motor  (grand 
mal)  seizure.  This  type  of  seizure,  therefore, 
is  of  no  value  for  localization  of  the  site  of 
onset. 

Drug  specificity 

Clinical  studies,  as  well  as  observations  in 
experimentally  induced  seizures,  have  shown 


that  certain  drugs  are  more  effective  against 
certain  types  of  seizures  than  others.^  Thus, 
the  barbiturates,  bromides,  hydantoins  and 
mysoline  are  most  effective  against  seizures 
of  cortical  origin.  The  diones,  amphetamines, 
succinimides  and  diamox  are  more  effective 
against  centrencephalic  seizures.  The  most 
common  mistake  made  in  selecting  the  prop- 
er drug,  according  to  the  type  of  seizure, 
is  the  practice  of  regarding  any  minor  seiz- 
ures as  being  petit  mal  and,  thus,  of  cen- 
trencephalic origin.  True  petit  mal  seizures 
are  characterized  clinically  by  only  brief  loss 
of  consciousness,  usually  without  falling  and 
without  any  involuntary  motor  activity 
(with  the  exception  of  rhythmical  blinking 
of  the  eyelids) . These  seizures  are  character- 
ized electrographically  by  bilaterally  syn- 
chronous three-per-second  spike-and-wave 
activity.  Unless  a seizure  meets  both  of  these 
criteria,  it  cannot  be  classified  as  true  petit 
mal.  Other  types  of  minor  seizures  which 
may  originate  from  the  cerebral  cortex  or 
the  temporal  lobe  are  usually  not  benefited 
by  the  dione  group  of  drugs  which  is  specifi- 
cally indicated  in  the  treatment  of  petit  mal. 

It  is  most  important  for  the  physician  to 
be  aware  of  the  side  effects  and  toxic  symp- 
toms that  may  occur  from  any  drug  which  he 
prescribes.  Some  of  the  anticonvulsant  medi- 
cations, such  as  tridione,  paradione,  diamox 
and  mezantoin,  are  potentially  dangerous  in 
that  they  have  been  known  to  produce  bone 
marrow  toxicity.  When  such  drugs  are  pre- 
scribed, the  white  blood  count  should  be 
checked  monthly  and,  in  addition,  the  pa- 
tient should  be  instructed  to  report  to  the 
doctor  with  any  unexplained  fever,  sore 
throat,  bleeding,  bruises  or  skin  rash.  All 
other  things  being  equal,  therapy  should  be 
begun  with  drugs  associated  with  the  least 
serious  toxic  effects.  The  more  dangerous 
drugs  are  then  reserved  for  those  cases  which 
do  not  respond  satisfactorily  to  the  least 
toxic  medications. 

Adequate  dosage 

Another  important  point  in  drug  therapy 
is  adequate  dosage.  The  dosage  of  any  anti- 
convulsant drug  is  inadequate  if  it  fails  to 
satisfactorily  control  the  seizures.  The  dosage 
should,  therefore,  be  increased  until  either 
the  seizures  are  brought  under  control  or 
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until  symptoms  of  overdosage  appear.  In- 
adequate dosage  is  often  a factor  in  thera- 
peutic failures.  Phenobarbital,  for  example, 
is  often  prescribed  in  homeopathic  dosage. 
A recent  study®  has  shown  that  dosage  of 

4 to  5 mg.  per  kilogram  of  body  weight  daily 
will  produce  blood  levels  of  approximately 

5 to  6 mg.  per  cent.  Blood  levels  of  this  mag- 
nitude may  be  tolerated  without  undue  side 
effects  with  prolonged  administration  since 
tolerance  to  the  hypnotic  effects  of  the  drug 
develop  with  the  passage  of  time.  This  study 
revealed  that  seizures  which  were  refractory 
to  the  usual  dosage  were  brought  under  con- 
trol when  the  dosage  was  increased  to  these 
levels.  Another  recent  study®  showed  that 
petit  mal  seizures  which  were  refractory  to 
the  usual  dosage  of  triodine  were  brought 
under  control  when  this  dosage  was  in- 
creased to  two  to  three  times  the  usual 
amount. 

Since  medication  for  seizures  must  be 
taken  over  long  periods  of  time,  the  patient 
will  be  appreciative  if  the  selected  medica- 
tion is  prescribed  in  the  least  expensive  form. 
For  example,  there  is  little  advantage  in  pre- 
scribing the  long  acting  form  of  phenobar- 
bital, since  it  has  been  shown'  that  only 
small  proportional  fluctuations  of  plasma 
concentrations  occur  when  the  medication  is 
taken  in  the  usual  divided  daily  dose  regime. 
This  is  true,  even  when  the  medication  is 
taken  only  once  or  twice  daily,  since  the 
excretion  of  phenobarbital  occurs  so  slowly 
that  there  is  a reduction  in  plasma  levels  of 
only  11  to  23  per  cent  in  24  hours.  There  is, 
similarly,  no  advantage  in  prescribing  de- 
layed action  forms  of  dilantin.  This  drug, 
when  given  in  a single  dose,  produces  a max- 
imum blood  level  in  8 to  12  hours  with  a drop 
of  50  per  cent  in  24  hours;  therefore,  admin- 
istration twice  daily  will  provide  adequate 
blood  levels. 

Precipitating  factors 

A careful  history  may  indicate  that  the 
patient’s  seizures  occur  frequently  in  re- 
sponse to  certain  precipitating  factors.  Some 
of  the  more  common  of  these  are  flickering 
lights,  music,  startle  reaction,  visceral  ten- 
sion such  as  a full  bladder,  and  emotional 
crises.  These  should  be  pointed  out  to  the 
patient  in  an  effort  to  help  him  avoid  them. 


He  should  also  be  cautioned  about  the  in- 
gestion of  alcohol,  cortisone,  Thorazine,  anti- 
histaminics,  or  camphor,  which  drugs  are 
known  to  lower  the  convulsive  threshhold. 
In  certain  individuals,  seizures  occur  only 
during  sleep.  It  has  been  reported  that,  in 
such  cases,  the  addition  of  small  amounts  of 
Dexedrine,  amphetamine  or  Desoxyn*  at  bed- 
time may  reduce  the  frequency  of  these  noc- 
turnal attacks.  In  women  whose  seizures 
occur  most  often  around  the  time  of  their 
menses,  an  increase  in  their  anticonvulsive 
medication  at  this  time  or  placing  them  on  a 
dehydrating  regime  with  fluid  restriction 
and  diruetic  drugs  may  sometimes  be  of 
benefit  in  reducing  the  frequency  of  such  at- 
tacks. 

Removal  of  a surgically  accessible  seizure 
focus  should  be  considered  when  drug  ther- 
apy fails.  Anterior  temporal  lobectomy  has 
been  established  as  a beneficial  procedure  in 
seizures  originating  in  this  area  of  the  brain.® 
Hemispherectomy  may  be  indicated  in  chil- 
dren with  infantile  hemiplegia  associated 
with  intractable  seizures.®  In  properly  select- 
ed cases,  surgery  may  produce  dramatic  and 
remarkable  results. 

Social  stigma 

For  the  patient  with  recurrent  seizures, 
one  of  the  most  distressing  aspects  of  his 
illness  is  the  attitude  of  society  toward  “epi- 
lepsy.” The  frustration  engendered  in  the 
patient  by  constant  social  rejection  may  ac- 
tually be  a factor  in  increasing  the  frequency 
of  his  attacks.  One  of  the  major  roles  of  the 
doctor  in  the  treatment  of  these  patients  is 
to  help  them  meet  these  problems  and  over- 
come them.  The  falacious  beliefs  of  the  lay 
public  that  epilepsy  is  synonymous  with 
mental  deficiency  and  uncontrollable  crim- 
inal impulses,  must  be  dispelled.  With  proper 
treatment,  80  per  cent  of  epileptic  children 
can  be  educated  in  ordinary  schools,  and  80 
per  cent  of  adults  with  seizures  can  lead 
normal  lives.®  The  experience  of  Epi-Hab  in 
California  has  clearly  shown  that  the  work 
capacity  of  the  seizure  patient  is  just  as  great 
and  the  accident  potential  just  as  small  as 
his  more  fortunate  “normal”  brother.  It  is 
the  duty  of  every  physician  to  strive  for  more 
complete  acceptance  of  the  seizure  patient 
by  his  fellow  men.  continued  on  next  page 
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Summary 

In  the  symptomatic  treatment  of  cerebral 
seizures,  the  following  points  are  important: 

1.  Explanation  of  the  nature  of  his  symp- 
toms to  the  patient  and  his  family. 

2.  Selection  of  the  proper  drug  according 
to  the  type  of  seizure  being  treated. 

3.  Awareness  on  the  part  of  the  physician 
of  the  toxic  side-effects  of  each  drug  pre- 
scribed. 

4.  Beginning  therapy  with  the  drug  or 
drugs  which  have  the  least  toxic  potential. 

5.  Consideration  of  the  cost  to  the  patient 
of  medications  prescribed. 

6.  Teaching  the  patient  to  avoid  factors 
which  may  precipitate  his  seizures. 

7.  Helping  the  patient  to  adjust  to  the 


social  rejection  engendered  by  his  symptoms. 

8.  Consideration  of  surgical  therapy  for 
properly  selected  cases.  • 
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art  and  science  of  medicine 
— through  a patient’s  eyes 

Paul  Comly  French^,  Yardley,  Pennsylvania 


All  physicians  should  have  deep 
insight  into  patients'  points  of  view  — 
especially  those  of  us  tvho  have  not 
ourselves  been  patients.  Here  is  an 
illuminating  — and,  in  part, 
constructively  critical  — story  from  a 
patient  who  ivent  through  the  mill.  He, 
along  with  a few  doctors,  emerged 
as  a wiser  man! 

For  more  than  a year  I have  had  an  inter- 
esting and,  to  me,  unusual  medical  experi- 


*The  author  was  formerly  Executive  Director  of  CARE  and, 
as  such,  travelled  extensively.  Nelson  Neff,  Executive  Secre- 
tary of  the  Nevada  State  Medical  Association  and  an  Asso- 
ciate Editor  of  this  Journal,  was  associated  with  Mr.  French 
during  his  years  with  the  same  organization. 


ence.  I lost  my  middle  vision  and  couldn’t 
read  newspapers,  books,  magazines,  or  mail 
or  see  traffic  lights  and  had  to  be  driven 
everywhere.  During  the  year  I met  profes- 
sionally, not  socially,  10  physicians,  four 
hospital  laboratory  technicians  and  directors, 
a dentist,  an  osteopath  and  an  x-ray  expert. 
The  consultations  were  pleasant,  the  bills 
sizable  and  promptly  presented  and  my 
sight  became  increasingly  worse.  But  let  me 
start  at  the  beginning. 

A year  ago  I was  having  increasing  diffi- 
culty in  reading  newspapers  and  assumed 
my  glasses  should  be  changed.  A local  op- 
tometrist examined  my  eyes  and  told  me 
they  were  in  good  shape,  for  my  age,  and 
that  he  probably  could  strengthen  my  glasses 
a bit.  New  glasses  were  produced  in  a day 
or  so  and  at  the  end  of  the  week  I could  read 
even  less.  Another  examination  took  place, 
plus  the  thought  that  my  problem  might  be 
diabetes  or  high  blood  pressure,  inasmuch 
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as  the  eyes  seemed  organically  sound.  He 
suggested  a check  by  a physician  for  these 
possibiilties.  So  I started  on  my  rounds,  not 
realizing  at  this^point  the  many  interesting 
medical  associations  yet  to  come. 

Possible  arsenic  poisoning? 

The  physician  assured  me  my  blood  pres- 
sure was  normal  for  my  age  and  there  was 
no  evidence  of  diabetes.  He  listened  to  the 
story  to  date  and  told  me  that  he  felt  an  eye 
specialist  was  indicated.  He  suggested  an 
excellent  man  in  a neighboring  city  and  said 
he  would  be  glad  to  make  an  appointment. 
Thus,  I spent  three  hours  having  a complete 
eye  examination  with  all  the  modern  machin- 
ery that  eye  specialists  use.  I was  told,  when 
the  examination  was  over,  that  my  eyes  ap- 
peared to  be  organically  perfect  but  that  the 
middle  vision  did  not  function  which,  by  this 
time,  was  apparent  to  me.  The  specialist  ex- 
plained that  in  90  per  cent  of  cases  similar 
to  mine,  the  cause  was  arsenic  or  lead  poison- 
ing. He  suggested  some  vitamins,  which 
might  or  might  not  help,  and  return  in  a 
month  for  a further  check.  After  a month 
my  eyes  again  appeared  organically  sound, 
and  he  still  felt  that  arsenic  or  lead  poisoning 
was  present.  We  discussed  arsenic  and  lead 
poisoning  and  the  fact  that  my  only  possible 
exposure  was  through  the  use  of  arsenate  of 
lead  dusting  powder  on  a small  vegetable 
garden. 

My  vision  was  becoming  dimmer  and  the 
eye  specialist  suggested  consultation  in  a 
larger  city.  I was  examined  by  an  eminent 
eye  specialist,  who,  after  several  hours,  told 
me  that  the  eyes  appeared  to  be  organically 
sound  and  there  was  indication  of  arsenic  or 
lead  poisoning. 

T oxicologist  suggested 

We  started  checking  on  laboratories  who 
ran  arsenic  and  lead  tests  and  discovered 
almost  none  would  undertake  the  arsenic 
test.  A state  police  laboratory  runs  such  tests, 
but  they  examine  stomach  tissues  after  a 
person  has  been  murdered,  presumably  by 
arsenic.  This  seemed  apropos  of  nothing, 
since  I wanted  to  keep  my  stomach  and  hadn’t 
been  murdered!  One  of  the  eye  doctors  in  a 
jocular  vein  asked  whether  my  wife  might 
be  feeding  me  arsenic.  I agreed  to  inquire 
when  I got  home! 
jor  September,  1959 


A physician  friend  in  another  city  ar- 
ranged for  a hospital  laboratory  to  do  an 
arsenic  and  lead  test  on  a urine  specimen. 
We  did  exactly  as  instructed,  only  to  be  in- 
formed that  the  specimen  was  not  properly 
prepared  and  would  have  to  be  done  over. 
This  we  discovered  after  a 70-mile  drive  in 
the  pouring  rain.  A new  specimen  was  pre- 
pared and  taken  to  the  hospital  laboratory, 
and  within  10  days  my  friend  had  a report 
from  the  laboratory  which  indicated  lead  in 
the  urine.  The  technician  had  no  idea  whether 
the  quantity  was  sufficient  to  cause  a toxic 
condition.  No  attempt  had  been  made  to 
check  for  arsenic  and  the  laboratory  told  my 
doctor  friend  it  would  be  well  for  me  to  con- 
tact the  city  toxicologist  through  our  County 
Board  of  Health.  Through  a devious  route, 
the  designated  physician  assured  us  that 
such  tests  were  standard,  his  laboratory  could 
do  them,  and  he  would  send  the  proper  con- 
tainer for  blood  and  urine  specimens.  A local 
physician  took  a blood  sample  for  me.  Three 
weeks  later  the  new  report  indicated  lead  in 
my  system,  but  neither  the  later  or  earlier 
laboratory  knew  whether  it  was  high  enough 
to  cause  a toxic  condition. 

Abscessed  teeth? 

One  of  the  physicians  suggested  that  my 
teeth  might  be  involved,  so  we  did  a series 
of  x-rays  and  found  a number  of  abscessed 
teeth  and  removed  all  but  four  or  five.  We 
were  told  that  the  water  feed  lines  in  our 
town  were  old  and  probably  made  of  lead. 
With  visions  of  Clare  Booth  Luce  and  the 
lead  fresco  on  the  ceiling  of  the  American 
Embassy  in  Rome  falling  in  her  tea  and  pois- 
oning her,  I decided  we  had  better  check 
the  water!  The  head  of  our  local  water  works 
thought  that  the  feed  lines  were  probably 
lead,  but  a laboratory  discovered  that  we 
had  less  lead  in  the  water  than  the  State 
Department  of  Public  Health  permitted.  Pos- 
sibly an  attack  of  infectious  hepatitis  I picked 
up  in  Korea  might  have  permanently  dam- 
aged the  liver.  I learned  of  a young  woman 
who  had  been  in  Scotland  the  preceding 
year,  had  an  attack  of  hepatitis  and  had 
nearly  gone  blind.  The  physicians  had  pre- 
scribed sulphur  and  molasses,  which  she  took 
and  regained  her  sight.  No  local  druggist 
could  provide  the  right  sulphur,  but  my  two 
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sons  drove  542  miles  to  obtain  a case  of  sul- 
phur water,  than  which  nothing  smells  worse. 
If  bad  tasting  and  smelling  is  a sign  of  po- 
tency, it  should  cure  anything! 

Still  working  on  the  arsenic  and  lead 
theory,  a professor  at  our  State  University 
who  had  spent  years  working  with  insecti- 
cides and  arsenic  and  lead  said  the  only  way 
my  garden  dusting  powder  could  have  af- 
flicted me  would  be  in  case  I had  eaten  the 
insect  powder  by  the  spoonful.  Someone  sug- 
gested contacting  an  osteopath  because  the 
optic  nerves  might  be  pinched.  An  osteopath 
assured  me  there  was  nothing  wrong  with 
my  nerves  as  far  as  he  could  tell,  and  that 
there  was  no  point  in  returning  for  any 
further  treatment. 

N on-functioning  gallbladder 

A prominent  internist  gave  me  a complete 
physical  examination  and  told  me  my  heart 
was  enlarged,  known  to  me  for  five  years. 
He  also  said  my  liver  was  enlarged,  diseased 
and  out  of  place,  and  drew  a diagram  on  my 
chest  to  show  me  where  it  should  be  and 
where  it  actually  was.  The  next  morning, 
without  breakfast,  I had  five  laboratory  tests 
which  indicated  that  my  liver  was  function- 
ing at  about  70  per  cent  of  normal,  sufficient 
to  remove  any  toxins  from  the  blood  which 
would  prevent  oxygen  going  to  the  eyes.  The 
internist  suggested  hepatitis,  a bad  heart, 
alcoholism,  a non-functioning  gallbladder  and 
cancer  as  possibilities.  We  agreed  on  the 
heart  and  the  hangover  from  the  hepatitis 
as  being  facts  but  ruled  out  alcoholism.  The 
day  before  gallbladder  x-rays  I had  vanilla 
ice  cream  for  lunch,  a light  supper,  a series 
of  dye  pills,  nothing  to  eat  after  dinner,  two 
enemas  and  nothing  but  water  until  mid- 
night. When  the  pictures  were  developed  it 
turned  out  that  the  gallbladder  was  not  vis- 
ualized. After  the  same  routine  a day  later, 
nothing  again  had  been  visualized.  Either  my 
gallbladder  was  a poor  photographic  subject 
or  the  photographer  was  a bit  weak  on  his 
technics!  The  medical  presumption  was  that 
the  gallbladder  was  non-functioning.  Asked 
whether  an  operation  was  indicated,  they 
told  me  that  this  would  take  some  considera- 
tion because  of  the  condition  of  my  liver.  It 
was  then  suggested  that  a gastrointestinal 
series  was  indicated  and  this  could  be  ar- 


ranged with  the  same  x-ray  expert  who  had 
appraised  the  gallbladder. 

Again  I appeared  without  breakfast,  con- 
sumed quantities  of  barium  and  had  x-rays 
taken  standing  up  and  lying  down.  I was 
assured  that  all  of  this  had  nothing  directly 
to  do  with  my  eyes  anyway.  We  never  did  get 
around  to  the  cancer  examination  and  it 
could  be  that’s  the  missing  link.  Other  medi- 
cal friends  told  me  to  be  careful  of  the 
amount  of  fat  I eat  with  a non-functioning 
gallbladder.  But  since  then  I have  eaten 
sausage  and  bacon  for  breakfast,  mayonnaise 
on  tomatoes  and  other  things  of  a fatty  na- 
ture, without  discomfort.  I was  probably  a 
poor  patient  because  of  asking  reasons  for 
everything,  though  many  physicians  seem  to 
prefer  that  patients  accept  their  judgment 
without  question! 

Objects  to  hospital  routine 

As  a hospital  patient,  I objected  to  being 
awakened  to  take  my  temperature  at  6 or 
6:30  and  wait  for  a cold  breakfast  at  8:30 
or  9!  This  seemed  to  me  to  be  poor  house- 
keeping and  had  little  to  do  with  medicine. 
When  I asked  why  this  was  necessary,  they 
told  me  that  the  night  nurses  have  to  wash 
patients  before  the  day  staff  comes  on.  Is  a 
hospital  run  as  a service  to  the  patients  or 
for  the  convenience  of  nurses?  I also  ob- 
jected to  being  awakened  at  11  at  night 
(after  I had  gone  to  sleep  at  7)  to  be  given 
a shot  to  make  me  sleep,  apparently  because 
these  were  the  instructions  on  the  hospital 
chart. 

Psychosomatic 

Could  the  whole  thing  be  psychosomatic 
and  could  hypnosis  be  helpful?  First,  how- 
ever, I should  have  a skull  x-ray  to  rule  out 
brain  tumor  or  pressure  on  optic  nerves. 
These  films  being  negative,  we  started  to 
hunt  for  conscious  tensions  that  cause  blind- 
ness as  an  escape  mechanism.  There  is  con- 
siderable medical  history  to  show  that  people 
have  gone  blind,  deaf  or  dumb  as  a result  of 
subconscious  pressure  they  did  not  know 
they  had.  We  made  lists  of  all  possibilities 
which  could  cause  unconscious  tension,  mari- 
tal discord,  finances,  sex,  age,  a feeling  of 
depression  because  of  the  loss  of  travel  and 
intellectual  stimulation,  and  being  “buried” 
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in  a small  town  with  little  outside  associa- 
tions except  by  correspondence. 

Gradually  it  appeared  to  be  forming  a 
pattern  and  we  came  to  the  conclusion  that 
my  eye  problems  stemmed  from  a shift  from 
a responsible  position,  world  travel  and  asso- 
ciation with  stimulating  persons,  to  an  un- 
eventful village  life.  Travel  and  association 
with  interesting  persons  were  arranged.  A 
new  pair  of  magnifying  glasses  were  pre- 
scribed. With  their  help,  plus  new  associa- 
tions, I could  read  a little  in  the  news- 
papers, parts  of  correspondence,  and  some 
material  in  magazines.  Gradually,  over  a 


period  of  two  or  three  weeks,  I could  read 
more  each  day  and  vision  was  becoming 
clearer.  Considerable  reading  is  now  possible 
with  my  regular  glasses,  traffic  lights  can  be 
seen  a quarter  of  a block  away,  and  driving 
again  will  soon  be  possible. 

In  summary,  the  entire  train  of  events 
must  have  been  psychosomatic  and  an  escape 
from  frustration  in  changing  from  a highly 
useful  and  stimulating  position  to  uneventful 
existence.  The  experience  brings  me  to  the 
conclusion  that  medicine  is  not  entirely  a 
science  but,  in  many  cases  and  to  most  pa- 
tients, more  of  an  art!  • 


Paul  R.  Milligan,  M.D.,  Salt  Lake  City 


With  or  without  a history  of  injury 
the  emotionally  unstable  patient 
may  develop  the  same 
intractable  symptoms. 


The  frequent  occurrence  of  the  neck-shoul- 
der-arm syndrome  in  office  practice  has 
stimulated  a survey  of  office  patients  pre- 
senting this  syndrome  and  reviews  of  other 
neck  conditions  for  comparative  studies.  The 
neck-shoulder-arm  syndrome  is  characterized 
by  the  following  subjective  complaints: 

Symptoms 

1.  A burning,  sickening  neck  pain,  aggra- 
vated by  movement  of  the  neck  but  present 
whether  the  neck  is  moved  or  not. 

2.  Diffuse  occipital,  parietal  and  frontal 
headaches,  which  fluctuate  with  the  neck 
pain. 

3.  A deep,  burning  “hot  poker”  type  of 
pain  which  emanates  from  a definite  point 
in  the  interscapular  musculature.  The  most 
common  locale  is  in  the  vicinity  of  the  su- 
pero-medial  angle  of  the  scapula.  After  de- 


scribing the  pain  as  a red-hot  poker  being 
driven  into  the  back,  the  patient  may  be  hard 
pressed  to  locate  it  and  may  institute  a dili- 
gent search,  blinking  his  eyes  as  he  seeks  to 
put  his  finger  on  it. 

4.  Shoulder  pain,  which  is  likely  to  be 
diffuse.  It  may  be  accompanied  by  local  ten- 
derness. There  may  be  considerable  limita- 
tion of  active  shoulder  motion  but  there  is 
no  limitation  of  passive  shoulder  motion  until 
the  late  stages  when  periarticular  adhesions 
have  formed,  secondary  to  disuse. 

5.  Arm  and  hand  pain.  This  is  diffuse  and 
most  often  has  a burning  component. 

6.  Diffuse  upper  extremity  weakness.  The 
grip  test,  or  any  test  of  muscle  power  in  the 
upper  extremity  involved,  will  demonstrate 
a reduction  in  the  strength  of  the  muscle  con- 
traction as  compared  to  the  normal  side.  The 
weakness  may  be  rather  profound,  yet  at- 
tempts to  isolate  the  muscles  involved  are 
futile. 

7.  Sensations  of  numbness  in  one  or  both 
upper  extremities.  These  are  most  often  sub- 
jective only,  and  the  patient  may  be  sur- 
prised to  find  that  he  can  actually  feel  the 
sharpness  of  pin  pricks  in  the  numb  area. 
Occasionally,  an  apparently  anatomic  distri- 
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bution  of  the  numbness  is  noted,  such  as  the 
fourth  and  fifth  fingers,  with  a strip  passing 
along  the  ulnar  side  of  the  forearm.  It  is  well 
to  carefully  record  the  area  of  numbness  on 
a chart  at  the  beginning  of  the  examination 
and  then  try  to  verify  it  at  the  end.  More 
often  than  not,  the  area  of  numbness  has 
shifted  in  this  period  of  time,  or  probably, 
to  put  it  more  accurately,  the  area  of  numb- 
ness is  so  ill-defined  that  the  borders  cannot 
be  consistently  outlined  on  successive  exam- 
inations. 

8.  Upper  extremity  paresthesias.  These 
sensations  include  bugs  crawling  on  the  skin, 
water  trickling  under  the  skin,  feelings  of 
constriction,  and  a subjective  sensation  of 
coldness. 

9.  Excessive  fatigue  is  one  of  the  most 
constant  complaints.  The  patient  gets  up 
tired  in  the  morning  and  stays  tired  all  day. 
He  consistently  dates  this  fatigue  from  the 
onset  of  the  neck-shoulder-arm  syndrome, 
noticing  no  incongruity  in  the  fact  that  the 
family  doctor  has  for  years  been  trying  to 
combat  the  feeling  of  fatigue,  using  every 
trick  in  the  bag;  or  that  military  service 
years  ago  gave  him  or  her  a medical  dis- 
charge on  the  basis  of  neuro-circulatory  as- 
thenia. 

10.  Nervous  tension.  The  patient  attrib- 
utes his  tension  to  the  intractability  of  his 
pain  and  to  the  fear  that  he  is  never  going 
to  get  well.  It  is  manifested  by  an  inability 
to  relax.  The  patient  feels  “tight  on  the  in- 
side.” He  is  quick  to  anger.  He  finds  it  hard 
to  concentrate. 

11.  Personality  changes.  These  vary  from 
a minor  restlessness  to  what  the  husband  or 
wife  may  describe  as  a complete  change  of 
character — always  for  the  worse.  He  snaps 
at  the  children,  fights  with  his  wife,  and 
alienates  old  friends. 

Physical  findings 

Strictly  objective  physical  findings  are 
conspicuous  by  their  absence  in  the  early 
stages.  The  patient  may  wince  with  pain 
when  the  neck  is  moved  by  the  examiner, 
and  the  patient  may  tighten  up  his  neck 
musculature.  Actual  involuntary  muscle 
spasm  such  as  is  found  in  a herniated  disk  is 
not  present.  On  the  other  hand,  evidences  of 
nervous  tension  are  common.  They  include 


fingernails  chewed  off  to  the  quick,  scars  of 
slashed  wrists  from  old  suicide  attempts, 
deep  cigarette  stains  on  the  fingers,  tremor 
of  the  outstretched  hands  and  spontaneous 
crying  spells  during  the  examination.  The 
abdomen  often  is  scarred  like  a battlefield. 

Objective  physical  findings  appear  later 
or  as  a result  of  complications.  Failure  to  use 
the  arm  normally  may  result  in  disuse 
atrophy.  Periarticular  adhesions  may  form 
about  the  shoulder  from  disuse,  limiting  ab- 
duction and  rotation.  Vasomotor  disturbances 
include  excessive  sweating,  minor  trophic 
changes  in  the  skin  of  the  hands,  and  a bluish 
discoloration  of  the  fingers.  This  bluish  dis- 
coloration may  become  intensified  during  the 
examination  of  the  hands,  only  to  fade  later 
when  the  examination  is  directed  to  other 
parts  of  the  body. 

An  interesting  sidelight  in  the  examina- 
tion involves  the  presence  or  absence  of  cal- 
losities in  the  palms  of  the  hands.  They  are 
seldom  found  in  the  severe  syndrome.  Their 
presence  in  the  milder  syndromes  affects  the 
prognosis  favorably. 

The  syndrome  is  primarily  one  of  middle- 
age.  It  is  about  this  time  of  life  that  people 
begin  to  be  aware  of  aches  and  pains  trace- 
able to  lesions  of  attrition  or  to  the  ortho- 
grade posture.  Most  people  ignore  them  or 
pass  them  off  lightly,  but  in  the  neck-shoul- 
der-arm syndrome,  these  same  discomforts 
appear  to  be  interpreted  as  intractable,  ago- 
nizing pains  which  radiate  far  and  wide. 

No  injury — normal  x-rays 

A group  of  33  consecutive  cases  of  neck- 
shoulder-arm  syndrome  were  selected  from 
my  office  files  on  the  basis  of  the  absence  of 
a history  of  injury  and  with  normal  x-rays 
of  the  cervical  spine.  The  histories  which 
these  patients  gave  were  monotonously  alike. 
They  appeared  to  be  interminable  in  detail. 
Usually  the  patient  had  searched  his  past, 
recent  and  remote,  for  an  injury  of  some 
sort  to  account  for  the  trouble.  Too  often  to 
be  incidental,  an  added  strain  had  recently 
appeared  in  the  patient’s  life.  Evidences  of 
excessive  nervous  tension  were  found.  Ac- 
companying the  neck  pain  and  undulating 
with  it  was  a combined  occipital,  parietal  and 
frontal  headache.  Interscapular  pain  often 
radiated  from  a single  point  and  was  likened 
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to  that  of  a red  hot  poker.  In  my  younger 
days,  I surgically  explored  one  of  these  “hot 
poker”  spots,  carrying  my  dissection  to  the 
rib  cage.  I found  nothing  abnormal,  and  a 
year  later  the  spot  was  still  as  painful  as 
ever. 

The  pain  radiates  from  the  supero-medial 
angle  of  the  scapula  and  from  the  posterior 
neck  to  the  shoulder  and  for  varying  dis- 
tances down  the  upper  extremity.  Upper 
extremity  weakness  and  subjective  numb- 
ness, paresthesias,  excessive  fatigue  and  per- 
sonality changes  characterized  the  group. 
The  past  histories  revealed  migraine  head- 
aches, peptic  ulcers,  backache,  coccygodynia, 
neurocirculatory  asthenia,  prescriptions  for 
tranquilizers,  etc.  The  system  review  tended 
to  contain  more  complaints  than  usually 
found.  The  Cornell  Medical  Index  revealed 
neurotic  tendencies. 

Neck  injury — normal  x-rays 

One  hundred  consecutive  charts  were  re- 
viewed that  were  selected  on  the  basis  of  a 
history  of  a recent  neck  injury,  but  with 
normal  cervical  x-rays.  Fourteen  of  these 
presented  histories,  findings  and  clinical 
courses  which  were  consistent  with  a diagno- 
sis of  a simple  sprain  of  the  neck.  They  had 
a stiff  neck  for  from  three  weeks  to  six 
months,  and  they  all  made  complete  re- 
coveries. They  presented  no  problem  in  treat- 
ment. 

The  remaining  86  had  similar  injuries  but 
they  developed  a neck-shoulder-arm  syn- 
drome indistinguishable  from  that  seen  in 
the  non-injury  group.  Past  histories  and  sys- 
tem reviews  revealed  similar  findings  in  the 
two  groups.  The  types  of  injury  preceding 
the  onset  of  the  neck-shoulder-arm  syndrome 
are  listed  in  the  accompanying  table. 

All  types  of  injuries  produced  the  same 
symptom  complex.  The  man  with  the  hot 
liquid  splashed  on  his  neck  got  as  good  a 
neck-shoulder-arm  syndrome  as  those  with 
the  rear-end  auto  collisions.  The  common  de- 
nominator was  an  episode  producing  a pain- 
ful condition  in  the  neck — not  a specific  type 
of  organic  pathology. 

Cervical  spondylosis 

Twelve  cases  of  cervical  spondylosis  were 
studied.  These  were  selected  on  a basis  of  no 


history  of  neck  injury  and  extensive  hyper- 
trophic changes  in  the  x-rays  of  the  cervical 
spine.  Their  presenting  complaint  was  pain 
in  the  neck.  Eight  of  these  cases  presented 
a neck-shoulder-arm  syndrome  indistinguish- 
able from  those  with  normal  x-rays.  Since 
the  development  of  spondylosis  is  a part  of 
the  normal  process  of  aging,  it  was  consid- 
ered to  be  an  incidental  finding. 

Four  cases  presented  a clinical  picture  so 
different  that  they  could  not  be  classed  as 
neck-shoulder-arm  syndromes.  The  pain  was 
described  as  an  aching,  not  burning,  rheu- 
matic-like  pain,  worse  at  night,  relieved  by 
activity,  and  with  only  a limited  tendency 
to  radiate.  Therapeutic  measures  such  as  trac- 
tion and  Butazolidin  gave  striking  relief. 
These  cases  were  considered  to  be  arthritic 
in  nature,  or  possibly  they  represented  mild 
nerve  root  compression. 

Cervical  fractures  and  dislocations 

Thirty-five  cases  of  cervical  fractures  or 
dislocations  were  reviewed  as  a comparative 
series.  Most  of  the  patients  had  varying  de- 
grees of  motor  and  sensory  defects.  The 
motor  weaknesses  were  patchy  and  could  be 
traced  to  one  spinal  level  or  to  one  or  two 
nerve  roots.  The  sensory  defects  were  char- 
acterized by  a tendency  to  follow  known  pat- 
terns and  to  be  distinct  enough  to  be  con- 
sistent on  different  examinations.  The  pain 
radiation  tended  to  follow  the  patterns  which 
Finestein^  and  others  have  mapped  out  by 
injecting  a painful  substance  into  various 
parts  of  the  neck.  The  prevailing  tone  of  the 
clinical  picture  was  one  of  loss  of  function. 
Pain  was  secondary.  This  contrasted  sharply 


Injuries  preceding  | 

neck-shoulder-arm  syndromes 

Rear-end  auto  collisions  37 

Object  fell,  striking  head  10  ^ 

Auto  struck  from  side  10 

Auto  rolled  over 8 

Head-on  auto  collision  7 

Fall  while  walking  on  the  level  5 

Fall  from  height  5 

Bumped  head  on  overhead  object  2 

Bucking  dump  truck  1 

Hot  liquid  splashed  on  neck 1 
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with  the  neck-shoulder-arm  syndrome  in 
which  pain  of  an  agonizing,  demoralizing 
type  overshadowed  everything  else. 

A number  of  possible  organic  lesions 
which  might  trigger  a neck-shoulder-arm 
syndrome  were  considered.  The  first  possi- 
bility considered  was  a tear  of  the  annulus 
fibrosis,  which  would  later  cause  disk  thin- 
ning, hypertrophic  spurring  and  neck  symp- 
toms. Several  years  ago,  I opened  up  about 
a dozen  dogs’  spines,  punched  a small  hole 
in  one  of  the  lumbar  intervertebral  disks, 
and  then  sewed  the  animal  up.  A year  later, 
large  spurs  were  invariably  in  evidence  at 
the  level  of  the  damaged  disk. 

Patients  with  neck  injuries  who  developed 
neck-shoulder-arm  syndrome  were  invited  to 
return  to  my  office  for  repeat  x-rays,  at  my 
expense.  Twenty-two  patients  accepted  this 
offer.  The  repeat  x-rays  represented  a time 
interval  of  from  one  and  one-half  to  12 
years  from  the  date  of  the  neck  injury,  the 
average  time  being  three  and  one-half  years. 
None  of  these  cases  showed  disk  thinning  or 
hypertrophic  spurring  which  was  not  present 
on  the  original  films. 

Gershon-Cohn^  and  associates  produced 


whiplash  injuries  in  fresh  cadavers  and  then 
dissected  the  neck.  They  found  tears  in  the 
ligamentum  nuchae  or  fractures  of  the  spi- 
nous processes  of  the  6th  and  7th  cervical 
vertebrae.  They  related  these  ligamentous 
tears  to  small  calcified  masses,  occasionally 
demonstrated  in  x-rays  of  patients  with  a 
history  of  an  old  neck  sprain.  They  state  that 
the  symptoms  are  mild. 

A case  has  appeared  in  my  office  with  a 
neck  injury  sufficiently  severe  to  fracture 
the  6th  and  7th  cervical  spinous  processes. 
We  discovered  that  three  months  after  the 
injury,  the  patient  had  no  muscle  spasm  in 
his  neck,  no  limitation  of  motion,  and  no 
pain. 

Pressure  on  the  scalene  muscles  on  the 
neurovascular  bundle  has  been  postulated 
as  the  cause  of  a brachalgia,  but  section  of 
the  scalenus  anticus  muscle  for  relief  of  sub- 
jective symptoms  has  been  weighed  in  the 
balances  of  clinical  experience  and  found 
wanting. 

The  following  table  summarizes  useful 
points  in  differentiating  the  tension-based 
neck-shoulder-arm  syndrome  from  organic 
lesions: 


Organic 

Neck-shoulder-arm  syndrome 

No  nervous  tension 

Lots  of  nervous  tension 

Fatigue  not  a complaint 

Excessive  fatigue 

Personality  changes  not  remarkable 

Personality  changes  are  striking 

Muscle  weakness  is  patchy 

Muscle  weakness  is  diffuse 

Sensory  defects  are  constant 

Sensory  defects  vary 

Localized  muscle  atrophy  may  develop 

Muscle  atrophy,  if  present,  is  diffuse 

Neurologic  charts  of  value  in  localization 

No  localization  possible 

Pain  not  prominent 

Pain  dominates  picture 

Pain  radiation  follows  known  patterns 

Pain  radiates  far  and  wide 

Autonomic  components  of  pain  minor 

Pain  is  burning,  sickening,  nauseating,  demoralizing 

The  following  table  enumerates  some  suggestions  as  to  treatment: 


Treatment 

Things  to  avoid 

Rest 

Mild  sedation 

Friendly  reassurance 

Use  of  unwarranted  frightening  terms  such  as  whiplash  or  slipped  disk 
Constant  fixation  of  patient’s  attention  on  his  neck  by  a brace 

Legal  hassles 
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Conclusions 

1.  The  neck-shoulder-arm  syndrome  bears 
little  resemblance  to  the  clinical  picture  of  a 
fractured  or  dislocated  cervical  spine,  torn 
ligament,  herniated  cervical  disk,  hypertro- 
phic arthritis  or  a simple  neck  sprain. 

2.  No  significant  difference  in  the  symp- 
tom complex  of  the  neck-shoulder-arm  syn- 
drome was  noted  among  the  various  types  of 
injuries  preceding  its  onset. 

3.  No  significant  difference  was  apparent 
in  the  symptom  complex  of  those  giving  a 


following 


Occasionally  afte^.  adenotonsillectoaty  a 
child  will  manifest  an  inadequate  velo-pha- 
ryngeal  closure  and  thus  exhibit  hypernasal 
speech  similar  to  or  identical  with  the  hyper- 
nasal speech  of  a child  with  a cleft  palate. 
When  a child  is  brought  back  to  the  office 
seven  to  14  days  after  operation,  the  parents 
will  show  concern  about  the  child’s  speech 
and  will  want  an  explanation.  Reference  to 
textbooks  may  be  an  erroneous  step  as  too 
often  this  condition  is  attributed  only  to 
“rough  manipulation  of  the  palate”  during 
the  operation.  The  surgeon,  on  the  other 
hand,  may  attribute  each  of  these  conditions 
to  a protective  mechanism  on  the  part  of  the 
child  and  pass  it  off  lightly,  saying  that  as 
soon  as  the  sore  throat  disappears  the  speech 
will  return  to  normal.  Several  weeks  later  he 
may  be  faced  with  an  embarrassing  situation 
of  a child  who  still  cannot  enunciate  clearly 
“g”  sounds  as  in  “good”  or  “k”  sounds  as  in 
“key”  or  “cat.”  Much  of  what  is  discussed 
in  the  ensuing  paragraphs  not  only  applies 
to  adenotonsillectomy  but  also  to  cleft  palate 
surgery,  uvulectomy,  surgery  for  repair  of 
traumatic  wounds  of  the  soft  palate,  the  lat- 
eral and  the  posterior  pharyngeal  walls. 


history  of  an  injury  and  those  without  such 
a history. 

4.  A pre-existing  emotional  instability 
was  found. 

5.  Injury  appeared  to  play  an  insignifi- 
cant etiologic  role.  Nervous  tension  appeared 
to  be  the  major  etiologic  factor  in  both  the 
injury  and  non-injury  groups.  • 
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Anatomy  and  physiology 

Closure  of  the  velo-pharyngeal  orifice  on 
swallowing  or  in  valving  of  the  emitting  air 
column  so  as  to  form  such  consonants  as  “g,” 
“c”  or  “k”  and  thus  form  spoken  words  is 
affected  by  a combination  of  muscle  actions. 
Controlling  the  soft  palate  and  uvula  are  the 
levator  veli  palatini,  the  tensor  veli  palatini, 
the  palato-glossus  and  the  palatopharyngeus 
muscles  on  each  side  plus  the  muscle  of  the 
uvula.  The  posterior  pharyngeal  wall  bulges 
forward  by  contraction  of  the  superior  con- 
strictor muscle  of  the  pharynx  in  a mound 
known  as  Passavant’s  ridge.  Contracture  of 
the  lateral  pharyngeal  walls  toward  the  mid- 
line is  affected  by  the  superior  pharyngeal 
constrictor  muscles  and  also  the  stylopha- 
ryngeus  muscle.  Thus  the  total  effect  of  these 
muscle  contractions  is  a sphincter-like  closure 
of  the  velo-pharyngeal  orifice  to  the  naso- 
pharynx. Any  condition  interfering  with  com- 
plete closure  of  this  sphincter  will  result  in 
escape  of  air  through  the  nose  via  the  naso- 
pharynx and  impair  or  inhibit  clean-cut  valv- 
ing necessary  to  make  clear,  concise  “g”  and 
“k”  sounds.  Hence,  hypernasal  or  so-called 
cleft  palate  speech  results,  continued  on  next  page 
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Etiology  of  inadequate  velo-pharyngeal 
closure  after  adenotonsillectomy 

I.  Poor  development  of  the  soft  palate  from 
disuse. 

A child  born  with  hypertrophied,  obstruc- 
tive adenoids  or  developing  such  a condition 
at  an  early  age  will  develop  obstructed  nasal 
breathing  and  thus  mouth  breathing.  This  in 
turn  leads  to  a lack  of  stimulation  to  growth 
of  the  external  nose,  hard  palate,  soft  palate, 
and  related  structures.  Otolaryngologists 
have  for  many  years  recognized  that  mouth 
breathing  leads  to  a small,  underdeveloped 
external  nose,  buckling  of  the  nasal  septum 
due  to  an  unequal  rate  of  growth  between  the 
nasal  septum  and  the  external  confines  of  the 
nasal  cavity,  a high  arched  hard  palate,  and 
dental  malocclusion  with  over  jet  of  the  upper 
teeth.  However,  another  phenomenon  occurs 
which  isn’t  general  recognized;  i.e.,  when 
there  is  a huge  mass  of  adenoids  protruding 
forward  and  downward  so  as  almost  to  con- 
tact the  supero-posterior  aspect  of  the  soft 
palate  at  rest,  the  palatal  musculature  does 
not  have  to  do  much  work  to  effect  a velo- 
pharyngeal closure.  Therefore,  a poorly  de- 
veloped soft  palate  from  disuse  occurs.  Prior 
to  adenoidectomy  such  a patient  may  show 
a high  pitched,  squeaky,  babyish  voice  with 
a high  degree  of  hyponasality.  If  the  surgeon 
does  not  know  these  facts  or  fails  to  recognize 
them  and  goes  ahead  with  an  adenotonsil- 
lectomy without  warning  the  child’s  parents 
that  hypernasal  speech  may  temporarily  re- 
sult from  relieving  the  nasopharyngeal  ob- 
struction, the  surgeon  may  be  accused  of 
rough  surgery  or  some  technical  accident. 
When  this  condition  is  anticipated  the  par- 
ents can  be  warned  that  hypernasal  speech 
may  temporarily  occur  following  adenoidec- 
tomy but  that  the  situation  will  be  remedied 
as  soon  as  the  musculature  of  the  soft  palate 
and  pharynx  is  strengthened  by  exercise. 
The  longer  the  nasopharyngeal  obstruction 
has  existed,  the  longer  the  period  of  time 
will  be  required  to  overcome  the  palatal 
weakness  by  exercise.  Adenoidectomy  should 
not  be  avoided  or  incompletely  done  because 
of  this  danger.  Speech  defects  from  this  cause 
seldom  persist  more  than  a few  weeks. 


II.  Creation  of  a larger  than  normal  naso- 
pharynx. 

The  adenoids  are  a natural  part  of  the 
nasopharynx.  Removal  of  the  adenoids  cre- 
ates a nasopharynx  larger  than  normal.  Be- 
cause of  this  fact  inadequate  velo-pharyngeal 
closure  can  occur  without  any  other  defect 
being  present.  It  takes  time  for  the  palatal 
and  pharyngeal  musculature  to  compensate 
for  this  new  situation.  However,  if  another 
defect  is  present  such  as  a congenitally  short 
or  deficient  palate,  a repaired  cleft  palate, 
or  an  underdeveloped  palate  from  prolonged 
disuse,  the  palatal  and  pharyngeal  muscula- 
ture may  never  completely  compensate  for 
the  extra  load  thrust  upon  it. 

HI.  Congenital  palatal  insufficiency. 

This  condition  includes  the  congenitally 
short  soft  palate,  the  hidden  or  submucous 
cleft  palate  with  a short  soft  palate,  and  just 
congenitally  deficient  muscle  and  nerve  de- 
velopment of  the  soft  palate.  These  children 
have  so-called  “lazy  palates.”  These  palates 
show  sluggish  or  poor  muscle  contraction  on 
phonation.  Many  of  these  deficiencies  can  be 
seen  before  surgery  by  observing  the  muscle 
action  of  the  palate  on  saying  “ah,”  estimat- 
ing the  distance  from  the  palate  to  the  post- 
pharyngeal wall,  palpation  of  the  hard  palate 
to  see  if  a submucous  cleft  palate  exists  or 
if  the  posterior  palatal  spine  is  replaced  in- 
stead by  a notch,  and  in  doubtful  cases  hav- 
ing x-ray  studies  of  the  nasopharynx  done 
using  cephalometric  principles  and  technic. 
Adenoidectomy  serves  to  bring  to  light  a 
congenital  palatal  insufficiency.  It  is  far 
better  to  anticipate  the  condition  before  sur- 
gery than  to  “discover”  it  postoperatively 
when  a hypernasal  speech  defect  already 
exists. 

IV.  Trauma  to  palatal  and  pharyngeal  mus- 
culature. 

Injuries  to  the  soft  palate  may  occur  in 
adenoidectomy  from  stretching  or  tearing  the 
palatal  muscles  in  attempts  to  palpate  the 
adenoids  or  nasopharynx  with  a finger  or 
expose  the  nasopharynx  to  view  with  a re- 
tractor. This  is  more  likely  to  occur  if  ade- 
noidectomy is  attempted  before  anesthesia 
is  deep  enough  to  completely  relax  the 
palatal  and  pharyngeal  muscles.  It  is  the 
author’s  opinion  that  in  doing  an  adenoton- 
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sillectomy,  the  surgeon  should  wait  until 
complete  relaxation  of  the  palatal  and  pha- 
ryngeal musculature  occurs,  and  the  swal- 
lowing reflex  is  abolished.  Then  by  doing 
the  adenoidectomy  first,  he  can  proceed  to 
the  tonsillectomy  as  anesthesia  lightens  be- 
cause complete  relaxation  is  not  as  necessary 
for  a tonsillectomy. 

Another  accident  that  may  occur  in  ade- 
noidectomy is  damage  to  Passavant’s  ridge 
on  the  postpharyngeal  wall.  This  ridge  is 
formed  by  the  upper  border  of  the  superior 
constrictor  muscle  of  the  pharynx.  It  is  only 
obvious  when  anesthesia  is  light  and  swal- 
lowing reflex  is  present.  If  adenoidectomy  is 
done  during  this  stage  of  anesthesia,  a sec- 
tion m^y  be  gouged  out  of  Passavant’s  ridge 
with  an  adenotome,  punch,  or  curette,  or 
“stripping”  of  the  postpharyngeal  wall  may 
occur.  This  can  destroy  the  sphincter-like 
action  of  the  superior  constrictor  pharyngeal 
muscle  and  result  in  incomplete  velo-pharyn- 
geal  closure  on  phonation  leading  to  hyper- 
nasal speech. 

V.  Reflex  inhibition  of  the  velo-pharyngeal 
sphincter. 

A temporary  hypernasal  speech  defect 
may  result  merely  from  a reflex  inhibition 
of  the  muscles  of  the  palate  and  pharynx 
from  pain.  This  phenomenon  subsides  rapidly 
as  sore  throat  subsides. 

VI.  Emotional  or  psychologic  factors. 

Occasionally  the  child  with  reflex  inhibi- 
tion of  the  velo-pharyngeal  sphincter  from 
pain  learns  to  cultivate  a “protected”  speech 
because  of  emotional  and  psychologic  reasons 
and  a desire  for  attention.  Actual  hysteria 
may  be  present.  The  child  recovers  his  ability 
to  speak  normally  if  his  emotional  problem 
is  properly  met. 

VII.  Neurologic  disorders. 

Inadequate  velo-pharyngeal  closure  may 


result  from  palatine  neuritis  with  muscle 
weakness  or  paralysis  due  to  polio  virus,  a 
neurotropic  influenzal  virus,  and  toxins  from 
Klebs-Loeffer  bacillus.  Frequently  the  muscle 
weakness  or  paralysis  may  follow  immediate- 
ly after  adenotonsillectomy  and  take  many 
weeks  in  recovery.  Permanent  paralysis  may 
occur  from  polio  and  neurotropic  viruses  with 
permanent  speech  defect.  The  adenotonsil- 
lectomy can  certainly  be  regarded  as  the 
means  by  which  a portal  of  entry  was  pro- 
vided to  the  virus. 

Conclusion 

1.  In  order  to  avoid  the  unpleasantness 
of  coping  with  a hypernasal  speech  defect 
following  adenotonsillectomy,  the  surgeon 
can  often  be  forewarned. 

2.  Always  beware  of  the  child  who  talks 
with  a high-pitched,  squeaky,  pinched  voice. 

3.  Parents  should  be  cautioned  that  a 
temporary  speech  defect  may  result  from 
adenotonsillectomy  done  on  the  child  with 
prolonged  and  severe  nasal  obstruction,  espe- 
cially if  other  stigmata  of  arrested  develop- 
ment of  the  nose,  hard  palate,  and  upper 
alveolar  arch  are  present. 

4.  Observing  the  motion  of  the  palate  and 
palpating  the  hard  palate  for  bony  defects 
before  surgery  may  save  much  embarrass- 
ment postoperatively. 

5.  Adenotonsillectomy  should  be  avoided 
if  poliomyelitis  is  present  or  if  influenzal 
viral  infections  with  a strong  neurotropic 
tendency  are  prevalent. 

6.  Adenoidectomy  should  not  be  started 
until  anesthesia  is  deep  enough  to  abolish  the 
swallowing  reflex  and  all  muscular  motion 
of  the  palatal  and  pharyngeal  muscles  has 
ceased. 

7.  The  more  complete  and  thorough  the 
adenoidectomy  the  greater  the  chance  for  a 
temporary  speech  defect.  • 


Nebraska  Heart  Association’s 
Scientific  Conference 

The  1959  Nebraska  Heart  Association’s  Scien- 
tific Conference  will  be  held  at  the  Blackstone 
Hotel  in  Omaha,  October  1-3,  1959.  Speakers  in- 
clude Dr.  Edgar  A.  Hines,  Jr.,  of  the  Mayo  Clinic, 
Dr.  Arthur  C.  Corcoran,  St.  Vincent’s  Charity  Hos- 


pital, Cleveland,  Ohio;  Dr.  John  H.  Moyer,  Hahne- 
mann Medical  College  in  Philadelphia;  Dr.  Travis 
Winsor  of  St.  Vincent’s  Hospital,  Los  Angeles; 
Enrique  Cabrera,  M.D.,  National  Heart  Institute, 
Mexico  City;  and  Drs.  Jerome  Murphy,  Delbert 
Neis,  John  L.  Barmore,  Denham  Harman,  and 
Alfred  Brody,  all  of  Omaha. 
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Management  of  hypotension 

associated  with 
general  anesthesia* 

Donald  W.  Stein,  M.D.,  Denver 


A fall  in  blood  pressure  could  be 
due  to  one  of  many  causes. 

It  is  important  to  know  the 
exact  cause  so  proper  correction 
may  be  instituted.  Blind  use  of 
vasopressor  drugs  is  dangerous. 


There  is  probably  no  other  area  in  medicine 
where  the  normal  homeostatic  forces  of  the 
body  are  subjected  to  such  a variety  of  stress 
over  a relatively  short  span  of  time  as  in  the 
surgical  patient  under  general  anesthesia.  To 
add  to  the  insult  we  abolish  many  of  the 
body’s  protective  mechanisms. 

To  anesthesiologists,  the  blood  pressure 
is  one  of  the  best  monitors  to  determine  the 
condition  of  the  patient.  Many  people  ad- 
ministering anesthetics  are  prone  to  treat 
hypotension  with  a vasopressor  without  at- 
tempting to  determine  the  cause  and  to  cor- 
rect it.  In  discussing  hypotension,  we  must 
remember  the  mechanisms  which  maintain 
the  blood  pressure;  namely,  cardiac  output, 
peripheral  resistance,  elasticity  of  vessels, 
and  viscosity  and  volume  of  the  blood.  We 
must  further  remember  that  there  is  a normal 
inspiratory  - expiratory  variation  in  blood 
pressure  in  which  the  systolic  reading  may 
vary  as  much  as  70  millimeters  of  mercury.^ 

*Read  before  the  Anesthesiology  Section  of  the  Annual  Session 
of  the  Colorado  State  Medical  Society,  September  26,  1953. 


Variations  in  blood  pressure 

Our  present  method  of  measuring  blood 
pressure  is  an  indirect  one.  The  method  of 
Riva-Rocci  actually  measures  the  pressure 
inside  an  air  cuff  necessary  to  obstruct  blood 
flow  in  the  artery  of  an  extremity.  The  pres- 
sures measured  therefore  are  altered  by  the 
intervening  tissues.  In  studies  under  hypo- 
tensive anesthesia  where  both  an  arm  cuff 
and  a strain  gauge  (intravascular)  deter- 
minations of  blood  pressure  were  made,  it 
was  found  that  the  actual  fall  in  arterial 
blood  pressure  was  significantly  greater  than 
that  which  could  be  measured  by  the  arm 
cuff  method.^ 

In  order  to  recognize  hypotension  we 
must  know  what  is  normal  for  a given  indi- 
vidual. This  is  not  necessarily  the  admission 
pressure  on  the  hospital  chart,  nor  the 
immediately  pre-anesthetic  blood  pressure. 
There  can  be  no  substitute  for  adequate  pre- 
operative evaluation  of  the  patient.  Not  only 
are  we  appraised  of  the  patient’s  general  con- 
dition, but  also  of  his  or  her  emotional  make- 
up and  general  mood.  Of  further  help  can 
be  a note  from  the  patient’s  physician  ap- 
praising us  of  the  condition  of  the  patient’s 
heart  and  circulatory  system.  Many  intern- 
ists suggest  that  we  “avoid  hypotension” 
without  detailing  the  general  status  of  the 
patient’s  circulatory  system  and  the  amount 
of  insult  it  might  safely  withstand.  The 
status  of  the  blood  and  correction  of  defi- 
ciencies wherever  possible  may  well  prevent 
a drop  during  surgery.  The  evaluation  should 
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include  not  only  hemoglobin  and  hematocrit, 
but,  where  indicated,  blood  volume  (espe- 
cially in  old  people)  and  electrolyte  studies. 
In  patients  with  deficient  blood  volumes  or 
acid-base  imbalance  we  may  abolish  their 
compensating  mechanisms  with  anesthetic 
induction,  and  this  will  be  made  apparent  by 
a drop  in  blood  pressure.  Evaluation  must 
also  include  a knowledge  of  what  medicines 
the  patient  is  or  has  been  taking.  Tranquil- 
izers, ganglionic  blocking  agents,  and  cortical 
steroids  are  of  prime  concern. 

Premedication 

After  evaluating  the  patient,  we  generally 
leave  sedation  orders.  Thus  begins  the  anes- 
thetic management  of  the  patient  and  the 
interference  with  the  normal  blood  pressure. 
Opiates,  barbiturates,  antihistamines,  and 
tranquilizers  are  currently  being  used  as  pre- 
medicants.  All  of  these  have  the  property  of 
lowering  blood  pressure.  The  general  condi- 
tion of  the  patient  must  be  considered  in 
ordering  premedicants,  especially  in  the 
aged,  debilitated,  or  seriously  ill  patient 
where  a little  premedication  may  be  exces- 
sive. 

Having  depressed  the  homeostatic  mech- 
anisms of  the  body  with  premedication,  we 
proceed  to  anesthetize  the  patient.  All  an- 
esthetic agents  are  general  depressants  and 
thus  depress  the  circulation.  The  depression 
is  primarily  one  of  the  myocardium,  but  also 
involved  is  the  vasomotor  center  and  its 
effector  bodies  as  well  as  the  peripheral  blood 
vessels.  The  cardiac  output  is  diminished 
either  by  poor  return  to  the  heart  or  depres- 
sion of  the  myocardium.  Peripheral  resist- 
ance and  elasticity  of  the  vessels  are  affected 
by  diminished  or  absent  muscle  tone  or  by 
a direct  depressant  action  which  produces 
peripheral  vasodilitation.  We  must  further 
take  into  account  the  effect  the  patient’s  ap- 
prehension may  have  had  on  his  blood  pres- 
sure. 

Positioning  hazards 

Once  the  patient  is  asleep,  it  often  be- 
comes necessary  to  position  him.  He  may  be 
placed  in  the  prone  position  with  direct  pres- 
sure on  his  chest,  in  the  lateral  position  and 
hyperextended,  or  the  sitting  position.  The 
surgeon  may  feel  it  is  further  necessary  to 


elevate  the  kidney  bar  or  flex  or  extend  the 
table.  All  of  these  changes,  some  of  which  just 
because  a change  is  made  and  others  because 
of  compressing,  bending  and  otherwise  inter- 
fering with  the  normal  tissue,  organ  and 
vessel  arrangement,  cause  drops  in  the  blood 
pressure.  Particularly  dangerous  are  those 
changes  which  produce  peripheral  pooling  of 
the  blood,  such  as  the  sitting  position;  com- 
pression of  the  vena  cava  diminishing  return 
to  the  heart  as  in  the  kidney  position;  or 
compression  of  the  chest  interfering  with 
respiratory  movements  and  again  diminish- 
ing cardiac  output,  as  in  the  prone  position. 

Once  surgery  has  begun,  new  causes  for 
hypotension  occur.  Changing  depths  of  an- 
esthesia, combinations  of  anesthetic  agents 
and  ancillary  drugs  including  the  addition  of 
relaxants  may  act  adversely  on  the  blood 
pressure.  Positive  pressure  respiration  by  in- 
terference with  the  normal  circulatory  mech- 
anisms and  abolition  of  the  negative  phase 
of  respiration  may  depress  the  circulation. 
This  depression  can  be  quite  profound  in 
patients  where  there  are  other  conditions  of 
circulatory  depression.  The  degree  of  circu- 
latory depression  is  related  to  the  mean  air- 
way pressure.® 

Autonomic  reflexes 

There  are  numerous  reflexes  mediated 
through  the  autonomic  nervous  system  which 
may  cause  sudden  severe  drops  in  blood  pres- 
sure. These  reflexes  may  be  stimulated  by 
traction  on  the  eye,  pelvic  organs,  bowel  or 
pulmonary  hilus;  or  they  may  arise  from 
irritation  of  the  pleura,  peritoneum,  or  peri- 
ostium.  They  are  most  likely  to  occur  during 
light  anesthesia  and  in  the  hypoxic  or  hyper- 
capnic patient.^ 

Various  other  surgical  manipulations  may 
serve  to  lower  the  blood  pressure.  Removal 
of  large  abdominal  tumors  or  rapid  drainage 
of  ascitic  fluid  may  suddenly  lower  a pre- 
viously high  intra-abdominal  pressure  with 
a resultant  arterial  hypotension.  The  weight 
of  intra-abdominal  masses  such  as  the  gravid 
uterus  may  produce  hypotension  in  certain 
postures  because  of  obstruction  of  venous 
return  to  the  heart.  Similar  effect  can  be 
produced  by  packs  and  retractors  against  the 
veins. 

All  of  us  are  aware  of  the  effect  of  blood 
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loss  on  blood  pressure,  especially  once  the 
compensatory  mechanisms  of  the  body  are 
exhausted  or  depressed.  Constant  awareness 
of  the  stage  of  the  surgical  procedure  along 
with  a continuing  estimate  of  blood  loss  is 
vital. 

Anoxia  and  asphyxia  may  produce  a fall 
in  blood  pressure.  This  may  occur  because 
of  improper  oxygenation  either  because  of 
mechanical  deficiencies  of  our  apparatus,  or 
because  of  pharmacologic  or  mechanical  in- 
terference with,  or  pathologic  states  affecting 
oxygen  transport  in  the  body. 

Postoperative  period 

As  the  end  of  the  operation  nears  and  in 
the  immediate  postoperative  period,  new 
causes  for  hypotension  occur.  Tourniquets 
may  be  removed.  The  patient  may  be  re- 
turned to  more  normal  positions  or  moved 
from  the  operating  room.  Falls  in  blood  pres- 
sure at  this  time  have  been  postulated  to  be 
due  to  peripheral  pooling  of  blood  and  pos- 
sibly stimulation  of  cutaneous  or  propriocep- 
tive reflexes.  The  stimulus  of  surgery  is 
removed,  and  this  may  affect  the  blood  pres- 
sure to  some  extent. 

Changes  in  level  of  anesthesia  along  with 
removal  of  the  patient  from  the  closed  circle 
absorption  system  play  an  important  role. 
“Cyclopropane  shock”  is  an  example  which 
it  is  postulated  is  due  to  the  return  to  normal 
from  an  elevated  arterial  carbon  dioxide  sec- 
ondary to  inadequate  pulmonary  ventilation 
during  surgery.  This  can  and  does  occur  with 
methods  and  agents  other  than  cyclopropane. 
Other  factors  which  can  produce  a hypoten- 
sion along  with  the  removal  of  the  anesthetic 
is  a reduction  in  respiratory  resistance,  re- 
duction in  temperature  and  humidity  of  the 
inspired  air  and  reduction  in  oxygen  concen- 
tration. There  also  occurs  a diffusion  anoxia 
especially  following  nitrous  oxide  anesthesia 
because  of  the  difference  in  diffusion  rates 
of  nitrous  oxide  and  nitrogen  across  the  al- 
veolar membrane  with  a resulting  decrease 
in  alveolar  oxygen  concentration. 

Inadequate  blood  loss  replacement  or  a 
continued  oozing  from  the  operative  site  may 
become  evident  at  this  time.  Adrenocortical 
insufficiencies  become  apparent  most  fre- 
quently in  this  immediate  postoperative  pe- 
riod. Here  is  a hypotension  which  is  refrac- 


tory to  usual  therapy  and  must  be  recognized 
and  treated. 

Another  frequent  cause  of  hypotension  in 
the  immediate  postoperative  period  is  over- 
zealous  sedation.  Not  infrequently  seen  is  an 
arousal  excitement  state  for  which  the  pa- 
tient is  given  a full  dose  of  sedative.  A drop 
in  blood  pressure  follows.  Also  misinterpreted 
is  the  apprehension  and  excitement  occuring 
in  the  anoxic  patient  (whether  because  of 
deficient  blood  volume  or  other  causes)  for 
which  a sedative  is  given  to  “quiet”  him,  with 
dire  results.  Obscure  and  difficult  to  diagnose 
are  the  hypotensions  which  result  from  a 
myocardial  infarction,  cerebral  or  pulmonary 
embolism  occurring  in  the  anesthetized  pa- 
tient. 

Preventive  treatment 

A knowledge  and  understanding  of  the 
causes  of  anesthetic  and  operative  hypoten- 
sion should  make  treatment  fairly  simple  and 
obvious.  Treatment  can  be  divided  into  two 
types — preventive  and  corrective.  Preventive 
therapy  should  be  the  easier.  It  requires 
time  and  thought.  Adequate  preoperative 
evaluation  of  the  patient  with  correction  of 
deficiencies,  elimination  of  unnecessary  drug 
therapy  and  addition  and  supplementation 
with  necessary  drugs  whenever  and  wher- 
ever possible,  is  necessary.  This  includes 
correction  of  anemias,  prothrombin  defi- 
ciency, deficient  blood  volumes,  and  electro- 
lytes, as  well  as  elimination  of  vasodepressor 
drugs,  anticoagulants,  and  tranquilizers,  if 
possible.  We  must  maintain  corticosteroid 
and  other  hormonal  and  drug  therapy  neces- 
sary for  the  normal  functioning  of  the  pa- 
tient. 

Preoperative  sedation  should  be  sufficient 
to  calm  the  patient  without  also  anesthetizing 
him.  The  aged,  debilitated,  or  shocky  patient 
should  be  sedated  lightly,  if  at  all. 

Induction  of  anesthesia  should  be  smooth 
but  with  care  to  avoid  excessive  amount  of 
drug.  Again  the  physical  status  of  the  patient 
is  important,  but  also  to  be  considered  is  the 
effect  of  premedication.  The  attainment  of 
the  desired  depth  of  anesthesia  must  be  done 
gradually  and  monitored  by  watching  the 
blood  pressure.  We  must  not  be  rushed  by 
an  impatient  surgeon  or  a tight  schedule.  Too 
rapid  induction  may  produce  vascular  col- 
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lapse.  Depth  of  anesthesia  must  be  governed 
by  the  response  of  the  patient. 

Correct  positioning 

Moving  and  positioning  of  the  patient 
must  be  done  gently,  smoothly,  and  gradual- 
ly; maintaining  the  heart  on  a given  axis 
whenever  possible.  Compression  of  the  chest 
is  to  be  avoided.  A patient  in  the  prone  posi- 
tion can  be  well  supported  by  long  pillows 
or  rolls  along  each  side,  supporting  him  at 
the  shoulder  and  at  the  anterior  iliac  crests. 
Elastic  bandages  may  prove  beneficial  in  pre- 
venting peripheral  pooling  which  occurs  with 
changes  in  position,  prolonged  procedures, 
or  in  the  aged  and  debilitated  patient.  Posi- 
tions where  these  bandages  are  indicated  in- 
clude sitting  and  Fowlers  where  the  pooling 
may  occur  during  the  procedure  or  lithotomy 
in  the  postoperative  period.  Extreme  Tren- 
delenburg and  hyperex  tension  are  to  be 
avoided.  The  surgeon  must  be  willing  to  com- 
promise should  the  desired  position  interfere 
with  vascular  dynamics  to  such  an  extent 
that  the  patient’s  life  is  endangered  by  a low 
blood  pressure. 

Gentleness  on  the  part  of  the  surgeon  and 
maintenance  of  adequate  depth  of  anesthesia 
can  prevent  many  of  the  autonomic  reflexes. 
There  is  evidence  that  these  reflexes  are 
more  prone  to  occur  under  light  anesthesia. 

As  soon  as  it  is  determined  that  blood  re- 
placement therapy  will  be  necessary,  blood 
should  be  started.  This  can  only  be  done  by 
familiarity  with  the  procedure  and  an  eye 
on  the  operative  field,  the  suction  bottle  and 
the  sponge  rack.  An  adequate  size  needle  (18 
gauge  or  larger)  is  mandatory  if  blood  re- 
placement is  to  be  effective. 

Constant  awareness  of  the  condition  of 
the  patient’s  airway  and  amount  of  pulmo- 
nary exchange  as  well  as  the  condition  of  our 
carbon  dioxide  absorption  material  will  tend 
to  prevent  anoxia,  asphyxia  and  hypercardia. 
Properly  controlled  or  assisted  respiration 
will  not  only  help  to  prevent  hypotension 
during  the  course  of  the  operation  but  may 
well  serve  to  prevent  postoperative  hypo- 
tension. The  adjustment  of  the  anesthesia  to 
the  stage  of  the  operation  can  also  serve  to 
have  the  patient  free  of  the  effects  of  muscle 
relaxants  and  well  on  the  way  to  being  awake 
at  the  end  of  surgery.  In  the  postoperative 


period,  gentle  handling  of  the  patient  along 
with  judicious  use  of  sedatives  and  mainte- 
nance of  adequate  oxygenation  can  do  much 
to  prevent  hypotension. 

Corrective  therapy 

Corrective  therapy  can  be  subdivided  into 
two  topics:  first,  removal  and  correction  of 
the  cause  and,  second,  supportive  therapy 
until  such  time  as  normal  body  mechanisms 
can  take  over,  or  correction  of  the  cause  can 
be  obtained.  Here  recognition  of  the  cause 
of  hypotension  is  of  prime  importance.  Re- 
moval and  correction  can  include  the  use  of 
narcotic  antagonists  if  the  patient  has  been 
heavily  sedated  with  opiates.  Anesthesia  can 
be  lightened  or  changed  to  milder  agents. 
The  patient’s  position  can  be  corrected,  kid- 
ney rests  lowered,  and  extremes  of  posture 
modified. 

Reflexes,  airway  problems  and  blood 

The  stimulus  of  a given  reflex  can  be  re- 
moved by  requesting  the  surgeon  to  stop 
momentarily.  Deepening  of  the  anesthesia 
may  prevent  recurrence.  The  pathways  can 
be  blocked  with  local  anesthetic  agents  in  the 
area  of  the  stimulus,  or  vagal  blocking  agents 
may  be  given  intravenously.  A small  dose  of 
vasopressor  may  be  necessary  to  raise  the 
pressure.  The  anesthesiologist  can  correct  his 
mode  and  method  of  controlled  respiration  or 
change  to  assisted  spontaneous  respiration. 
Airway  problems  can  be  corrected  as  well  as 
oxygen  and  anesthetic  agent  concentrations. 
Blood  and  fluid  replacement  should  be  begun. 
Drug  and  hormone  therapy  should  be  insti- 
tuted if  indicated.  Vasopressors  are  indicated 
for  treatment  of  “cyclopropane  shock”  and 
similar  conditions,  once  general  supportive 
therapy  such  as  slight  Trendelenburg  posi- 
tion and  oxygen  are  instituted,  and  other 
causes  of  hypotension  are  ruled  out. 

Vasopressor  drugs 

The  discussion  of  vasopressor  agents  has 
been  left  to  last.  Their  use  should  be  rele- 
gated to  the  field  of  supportive  therapy  until 
such  time  as  the  normal  body  mechanisms 
are  again  functioning;  that  is,  until  such  a 
time  as  the  cause  of  the  hypotension  can  be 
removed  or  otherwise  corrected  or,  on  occa- 
sion, to  hasten  the  return  to  normal  pressure. 

continued  on  next  page 
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In  selecting  vasopressor  drugs  for  use  in 
anesthesia  we  must  establish  certain  criteria. 
We  desire  a drug  whose  action  will  tide  us 
over  the  emergency  situation;  thus  it  should 
in  most  circumstances  be  relatively  short- 
acting. The  action  must  be  predictable.  It 
should  restore  the  circulatory  system  as 
nearly  as  possible  to  the  pre-hypotensive 
state.  It  must  be  administerable  intravenous- 
ly. The  agent  must  be  compatible  with  the 
anesthetic  agents  and  methods  which  we  are 
using,  especially  in  regard  to  the  action  on 
the  heart.  It  is  also  desirable  that  the  agent 
should  not  increase  the  body’s  demand  for 
oxygen  over  what  might  be  required  for  the 
increase  in  blood  pressure.  Our  commonly 
used  vasopressors  are  sympathomimetic 
agents,  many  being  quite  similar  to  epi- 
nephrine. 

As  a general  rule  we  should  limit  our- 
selves to  two  or  three  drugs,  the  action  of 
which  we  are  thoroughly  familiar.  In  evalu- 
ating new  agents,  we  look  for  a drug  as  good 
as,  or  better,  than  any  existing  drug.  The 
most  commonly  used  and  recommended  drugs 
are  ephedrine,  methoxamine  (Vasoxyl), 
phenylephrine  (Neosynephrine) , and  nore- 
pinephrine (Levophed) . The  first  three  have 
minimal  effects  on  cardiac  rhythmicity  even 
in  the  presence  of  cyclopropane.  They  can  be 
safely  used  in  treating  most  hypotensions  oc- 
curring in  connection  with  anesthesia.  The 
pressor  substances  may  be  grouped  accord- 
ing to  primary  site  of  action.  Ephedrine’s 
primary  action  is  one  of  increasing  the 
strength  of  cardiac  contraction;  whereas, 
methoxamine,  phenylephrine,  and  norepi- 
nephrine increase  arteriolar  and  venous  tone. 

Norepinephrine  is  a most  valuable  but 
also  a most  dangerous  and  potent  agent.  Its 
routine  use  without  first  determining  the 
cause  of  the  hypotension  can  be  dangerous. 
It  can  produce  the  same  serious  arrythmias 
as  epinephrine  in  the  presence  of  cyclopro- 
pane. Of  further  consequence  is  the  profound 


vasoconstriction  which  it  can  produce  to  the 
point  of  creating  a pulseless  black  extremity 
in  the  presence  of  an  intra-aortic  hyperten- 
sion. 

Vasopressor  agents  are  useful  in  produc- 
ing a more  normal  blood  pressure  where  the 
patient’s  pressure  has  been  depressed  by  pre- 
operative medication.  A single  dose  of  vaso- 
pressor will  bring  the  pressure  up  should  the 
pressure  fail  to  revert  to  pre-hypotensive 
levels  once  the  positioning  of  the  patient 
has  been  corrected,  the  stimulus  of  the  auto- 
nomic reflex  removed,  or  corrections  made 
in  anesthesia,  oxygenation,  etc.  Vasopres- 
sors may  also  be  indicated  to  maintain  blood 
pressure  until  such  time  as  adequate  blood 
replacement  can  be  accomplished  or  until  the 
cause  can  be  corrected. 

Summary 

In  conclusion,  I feel  that  adequate  pre- 
operative evaluation  of  the  patient,  with  con- 
servative careful  anesthetic  management  is 
our  best  treatment  of  hypotension  associated 
with  anesthesia.  Should  hypotension  occur, 
the  cause  should  be  determined  and  treated. 
Use  of  vasopressors  should  be  to  supplement 
adequate  treatment  of  the  cause  of  the  hypo- 
tension. Care  in  the  selection  of  vasopressors 
to  be  used  in  the  presence  of  anesthetic 
agents  should  be  emphasized.  • 
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positive  (regitine)  test  in  a considerable  number 
of  patients  with  essential  hypertension,  and  that 
one  can’t  rely  on  such  a test  as  a diagnostic  pro- 
cedure, but  merely  as  an  indication  that  further 
investigations  are  required.  An  elevated  blood  urea 


predisposes  to  false  positive  tests.”  Ibid. 

11.  “Piperoxane  (‘Benzodioxane’),  which  used  to 
be  used,  is  highly  dangerous  and  we  have  given 
it  up.  In  patients  with  essential  hypertension  the 
blood  pressure  may  rise  and  I have  seen  a severe 
attack  of  pulmonary  edema  precipitated  by  benzo- 
dioxane.” Ibid. 
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BREAKFAST 
AGAIN 


...WHEN  YOU  PRESCRIBE  NEW 


MORNIDINE 

(BRAND  OF  PIPAMAZINE) 


A new  drug  with  specific  effectiveness  in  nausea 
and  vomiting  of  pregnancy,  Mornidine  elimi- 
nates the  ordeal  of  morning  sickness. 

With  its  selective  action  on  the  vomiting  cen- 
ter, or  the  medullary  chemoreceptor  “trigger 
zone,”  Mornidine  possesses  the  advantages  of 
the  phenothiazine  drugs  without  unwanted 
tranquilizing  activity. 

Doses  of  5 to  10  mg.,  repeated  at  intervals  of 


six  to  eight  hours,  provide  excellent  relief  all 
day.  In  patients  who  are  unable  to  retain  oral 
medication  when  first  seen,  Mornidine  may  be 
administered  intramuscularly  in  doses  of  5 mg. 
(1  cc.). 

Mornidine  is  supplied  as  tablets  of  5 mg.  and 
as  ampuls  of  5 mg.  ( 1 cc.) . 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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wherever  there  is  inflammation,  swelling,  pain 

VARIDASE' 


Streptokinase-Streptodornase  Lederle 


Tablets 


conditions 
for  a fast 
& comfortable 
comeback 

Host  reaction  to  injury  or  local  infection  has  a 
jdtabolic  and  an  anabolic  phase.  The  body  responds 
with  inflammation,  swelling  and  pain.  In  time, 
the  process  is  reversed.  Varidase  speeds  up 
this  normal  process  of  recovery. 
By  activating  fibrinolytic  factors  Varidase  shortens 
the  undesirable  phase,  limits  necrotic  changes  due  to 
inflammatory  infiltration,  and  initiates  the  constructive  phase 
to  speed  total  remission.  Medication  and  body  defenses 
can  readily  penetrate  to  the  affected  site; 
local  tissue  is  prepared  for  faster  regrowth  of  cells. 
In  infection,  the  fibrin  wall  is  breached  while 
the  infection-limiting  effect  is  retained.  In  acute 
cases,  response  is  often  dramatic.  In  chronic 
cases,  Varidase  Buccal  Tablets  can  stimulate 
a successful  response  to  primary  therapy 
previously  considered  inadequate  or  failing. 

for  routine  use  in  injury  and  infection 
. , . new  simple  buccal  route 

Varidase  Buccal  Tablets  should  be  retained  in  the  buccal 
pouch  until  dissolved.  For  maximum  absorption, 
patient  should  delay  swallowing  saliva. 
Dosage:  One  tablet  four  times  daily  usually  for  five  days 
When  infection  is  present,  Varidase  Buccal  Tablets 
should  be  given  in  conjunction  with  Achroiviycin<§>  V 
Tetracycline  with  Citric  Acid. 
Each  Varidase  Buccal  Tablet  contains:  10,000  Units 
Streptokinase  and  2,500  Units  Streptodornase. 
Supplied:  boxes  of  24  and  100  tablets. 

1.  Innerfield,  I.:  Clinical  report  cited  with  permission 
2.  Clinical  report  cited  with  permission 

C^^LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York 
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INFLAMMATORY 
DERMATOSIS 
rapidly  spreading 
rhus  dermatitis 
healed  within 
a week' 


VARICOSE  I 
ULCER 

15  years  duration 
. . . resolved  with 
VARIDASE’ 


FORCE  INJURY 

severe  bruises 
. . . swelling 
. . . cleared 
by  fifth  day' 


INFECTED 

LACERATION 

marked  reversal 
in  3 days . . . 

returned 
to  school . . . 
closure  advanced' 


THROMBOPHLEBITIS 


back  on  his  feet 
in  a week  after 
recurrent  episode' 


REFRACTORY 

CELLULITIS 

normal  routine 
resumed  after  4 days 
of  VARIDASE' 


now 


> • THERE  ARE  MORE 
ELIGIBLE  DOCTORS  INSURED  WITH 
EMPIRE  CASUALTY  THAN  ANY  OTHER 
COMPANY  IN  COLORADO 


J 
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1 

are  you? 


Discover  the  benefits  that  are  possible  when  you  own  a 
share  in  the  company  that  underwrites  your  protection 

Empire  Casualty  is  owned  and  operated  by 
members  of  the  Colorado  State  Medical 
Society.  The  rates  and  policies  are  based 
on  actual  loss  experience.  . . . 

The  coverage  dictated  by  your  needs. 

Write  or  call  today 
for  immediate  attention 

Operating  Management 


GarretlBroinrielil 


201  SECURITY  BUILDING  INSURANCE  DEPARTMENT  AComa  2-8621 
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ULittle  mother,  just 

ONE 

BONA.DOXIN 

tablet  stops  morning  sickness 
(you  take  it  at  bedtime 


The  formula  tells  why  BONADOXIN  quickly  stops  nausea  and  vomiting  of 
pregnancy  in  9 out  of  10  cases.*  Each  tiny  BONADOXIN  tablet  contains: 
Meclizine  HCl  (25  mg.)  for  antinauseant  action  / Pyridoxine  HCl  (50  mg.)  for  metabolic  replacement 
More  than  60,000,000  tablets  prescribed  and  taken.  Toxicity  low,  tolerance 
excellent.  In  bottles  of  25  and  100.  Usual  dose : one  tablet  at  bedtime ; severe 
cases  may  require  another  on  arising.  See  PDR,  p.  779. 

BONADOXIN  also  effectively  relieves  nausea  and  vomiting  associated  with : 
anesthesia,  radiation  sickness,  Meniere’s  syndrome,  labyrinthitis,  cerebral 
arteriosclerosis  and  motion  sickness. 


After  Baby  Comes 

For  infant  colic,  try  antispas- 
modic  BONADOXIN  Drops... 
stop  colic  in  7 out  of  8 cases.* 

Each  cc.  contains: 

Meclizine  8.33  mg.  / Pyridoxine  16.67 mg. 
See  PDR,  p.  779. 

:i:Bibliography  available  on  request. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

The  House  Ways  and  Means  Committee  has  put 
aside  until  next  year  the  so-called  Forand  bill 
which  is  opposed  vigorously  by  the  medical  pro- 
fession. 

But  supporters  of  the  legislation  have  made 
clear  that  they  will  press  for  action  by  Congress 
next  year  when  politics  will  be  paramount  because 
of  the  presidential  and  congressional  elections  in 
November. 

The  Ways  and  Means  Committee  took  no  action 
on  the  legislation  after  five  days  of  hearings  high- 
lighted by  the  Eisenhower  Administration  lining 
up  with  the  medical  profession  in  opposition  to  it. 

Arthur  S.  Flemming,  Secretary  of  Health,  Edu- 
cation and  Welfare,  told  the  committee  that  “it 
would  be  very  unwise”  to  enact  such  a bill.  He 
warned  of  “far-reaching  and  irrevocable  conse- 
quences.” It  would  freeze  health  coverage  of  the 
aged  “in  a vast  and  uniform  government  system” 
and  would  mark  the  beginning  of  the  end  of  vol- 


untary health  insurance  for  old  persons,  he  said. 

Secretary  Flemming  later  promised  to  report 
to  Congress  early  next  year  on  possible  alterna- 
tives, including  federal  subsidies  to  private  car- 
riers of  health  insurance  for  the  aged.  But  he  took 
no  position  on  any  of  the  alternatives  for  the  time 
being. 

Summing  up  the  hearings.  Dr.  F.  J.  L.  Blasin- 
game.  Executive  Vice  President  of  the  A.M.A., 
said: 

“It  was  shown  that  it  would  be  most  unfortu- 
nate for  the  federal  government  to  move  in  for 
political  reasons  and  attempt  in  a compulsory 
fashion  to  solve  by  legislation  problems  which  are 
being  thoughtfully  considered  at  the  state  and 
local  level  by  the  medical  profession  and  other 
dedicated  members  of  the  health  team.” 

Main  support  for  the  bill,  which  was  sponsored 
by  Rep.  Aime  J.  Forand  (D.,  R.I.),  comes  from 
organized  labor.  The  legislation  would  increase 
Federal  Social  Security  taxes  to  finance  hospital, 
surgical  and  nursing  home  care  for  Social  Security 
beneficiaries. 

Although  this  bill  has  been  shelved  for  the 
time  being  by  the  House  Committee,  the  problems 
of  the  aged  are  being  studied  by  a Senate  Sub- 
committee headed  by  Sen.  Pat  McNamara  (D., 
Mich.).  The  Subcommittee  on  Problems  of  the 
Aged  and  Aging  of  the  Senate  Committee  on  Labor 
and  Public  Welfare  has  held  public  hearings  inter- 
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mittently  in  Washington.  It  also  planned  to  hold 
hearings  in  various  other  cities. 

In  his  second  appearance  before  the  Senate 
Subcommittee,  Dr.  Frederick  C.  Swartz,  Chairman 
of  the  A.M.A.’s  Committee  on  Aging,  reported  that 
state  and  local  medical  associations  “have  moved 
promptly”  to  make  the  A.M.A.’s  six-point  “positive 
health  program”  for  the  aged  “an  effective  and 
workable  instrument.” 

Dr.  Swartz  said  that  the  problem  of  financing 
health  services  for  the  aged  is  “a  temporary,  not 
a permanent  one”  because  “each  year,  more  and 
more  of  the  Americans  who  are  reaching  65  are 
covered”  by  voluntary  insurance. 

Democrats  in  Congress  cut  back  their  housing 
program  further  after  President  Eisenhower  ve- 
toed a $1.4  billion  bill.  Starting  with  a $2.1  billion 
program.  Democrats  came  down  to  the  $1.4  billion 
figure  in  an  effort  to  avoid  a veto  although  it  was 
a more  expensive  program  than  Mr.  Eisenhower 
wanted. 

After  the  President  vetoed  this  bill  anyway. 
Democrats  came  up  with  a $1  billion  bill  which 
retained  three  provisions  of  interest  to  the  medical 
profession. 

They  would:  1)  provide  construction  loan  guar- 
antees by  the  Federal  Housing  Administration  of 
up  to  75  per  cent  of  the  cost  of  proprietary  nursing 
homes;  2)  authorize  $25  million  in  direct  loans  for 
construction  of  housing  for  interns  and  nurses. 


and  3)  authorize  a $50  million  revolving  fund  for 
direct  loans  to  help  private  nonprofit  corporations 
build  rental  housing  for  the  elderly. 

Congress  voted  a compromise  $400  million  ap- 
propriation for  medical  research.  The  amount  was 
about  $80  million  less  than  approved  by  the  Sen- 
ate, but  was  more  than  $100  million  above  the 
Eisenhower  Administration’s  request  for  the  Na- 
tional Institutes  of  Health. 

The  allotments  for  research  in  specific  fields 
included:  cancer,  $91  million;  mental  health,  $68 
million;  heart,  $62  million;  arthritis,  $47  million; 
neurology,  $41  million;  allergy,  $34  million. 


American  Board  of  Obstetrics 
and  Gynecology,  Inc. 

The  next  scheduled  examination  (Part  1),  writ- 
ten, and  review  of  case  histories  for  all  candidates 
will  be  held  in  various  cities  of  the  United  States, 
Canada,  and  military  centers  outside  the  conti- 
nental United  States,  on  Friday,  January  15,  1960. 
Candidates  must  submit  case  reports  to  the  office 
of  the  Secretary  within  30  days  of  being  notified 
of  their  eligibility  to  Part  1. 

Current  bulletins  may  be  obtained  by  writing 
to:  Robert  L.  Faulkner,  M.D.,  Executive  Secretary 
and  Treasurer,  2105  Adelbert  Road,  Cleveland  6, 
Ohio. 
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fast,  effective  and  long-lasting  relief  from: 


sunburn 
poison  ivy 
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minor  cuts 
and  abrasions 


The  water-soluble,  nonstaining  base  melts  on  con- 
tact with  the  tissue,  releasing  the  Xylocaine  for 
immediate  anesthetic  action.  It  does  not  interfere 
with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 
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OINTMENT  2.5%  & 5% 
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Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“It  is  better  to  know  that  you  are  wrong  than 
to  hope  that  you  are  right”  (Regato). 

Clinical  data 

A 39-year-old  man,  a Department  of  Public 
Welfare  recipient,  was  referred  with  the  com- 
plaint of  attacks  of  epigastric  pain  recurring  with 
increasing  intensity  for  three  years.  The  pain 
pattern  could  not  be  related  to  diet.  He  “felt 
paralyzed”  during  these  attacks.  Nausea,  anorexia, 
sour  eructations  and  vomiting  of  green  material 
also  occurred.  Tarry  stools  had  not  been  noted, 
nor  was  there  any  other  change  in  their  color. 
His  past  history  was  not  illuminating.  The  blood 
pressure  was  140/96.  There  had  been  a mild 
weight  Joss,  but  he  still  weighed  119  pounds  and 


was  62  inches  tall.  Tenderness  was  present  be- 
tween the  epigastric  notch  and  the  umbilicus. 
Serology  was  negative,  serum  amylase  was  107 
mg.  per  100  ml.  (Somogyi),  and  serum  lipase  was 
0.75  units. 

X~ray  studies 

The  chest  was  normal.  The  upper  gastro- 
intestinal tract  examination  showed  a persistent 
filling  defect  along  the  greater  curvature  of  the 
gastric  antrum  (Fig.,  arrow).  Defective  peristalsis 
was  present  in  this  location;  the  area  appeared 
rigid,  and  suggested  multiple  ulcerations.  The 
duodenal  loop  was  widened.  Radiologic  diagnosis 
was  “carcinoma  of  the  head  of  the  pancreas  with 
infiltration  of  the  gastric  wall.” 


Clinical  course 

1 General  pessimism  pervaded  the  medical  and 

surgical  consultants,  who  were  impressed  by  the 
poor  results  of  the  Whipple  procedure  for  carci- 
noma of  the  head  of  the  pancreas.  However,  a 
plea  for  diagnostic  verification  prevailed,  and  the 
patient  was  subjected  to  surgical  exploration. 

At  surgery,  an  extrinsic  mass  was  found  ad- 
herent to  the  gastric  antrum.  This  proved  to  be 
a gallbladder  filled  with  calculi;  a cholecysto- 
gastric  fistula  was  impending.  Resection  was  un- 
eventful. 

Epilogue 

A follow-up  examination  some  two  years  later 
disclosed  no  recurrence  of  gastrointestinal  symp- 
toms. 
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In  the  menopause... 

transition  without  tears 


Milprem  promptly  relieves  emotional  distress 
with  lasting  control  of  physical  symptoms 


Milprem 

Miltown®4-coniugated  estrogens  (equine) 

Supplied  in  two  potencies  for  dosage  flexibility: 

MILPREM-400,  each  coated  pink  tablet  contains  400  mg.  Miltown 
(meprobamate)  and  0.4  mg.  conjugated  estrogens  (equine). 
MILPREM-200,  each  coated  old-rose  tablet  contains  200  mg. 
Miltown  and  0.4  mg.  conjugated  estrogens  (equine). 

Both  potencies  in  bottles  of  60. 

Literature  and  samples  on  request. 


In  minutes,  Milprem  starts  to  ease  anxiety  and 
depression.  It  relieves  insomnia,  relaxes  tense  muscles; 
alleviates  low  back  pain  and  tension  headache.  As  the 
patient  continues  on  Milprem,  the  replacement  of  estrogens 
checks  hot  flushes  and  other  physical  symptoms. 

Easy  dosage  schedule:  One  Milprem  tablet  t.i.d. 
in  21 -day  courses  with  one- week  rest  periods;  during  the 
rest  periods,  Miltown  alone  can  sustain  the  patient. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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Pharmaceuticals,  Bell  Gardens,  California 


NEW  CITRA  FORTE  CAPSULES ..  .When  a Narcotic  is  Indicated  for  Colds  ■ 5.0  mg,  Dihydrocodeinone  ■ 3 Antihistamine. 
Decongestant  ■ APC  ■ Ascorbic  Acid  ■ Prompt  patient  relief.  New  CITRA  FORTE  CAPSULES  contain  the  highe 
potency  cough  suppressant  available. ..Dihydrocodeinone  (5.0  mg.).  Fast,  effective  relief  from  nasal  congestic" 
muscular  aches  and  other  common  cold  symptoms  is  rendered  with  multiple  antihistamines  and  decongestant.  A 
for  patients  who  have  difficulty  with  syrups,  CITRA  FORTE  CAPSULES  provide  the  easy-to-swallow  economical  answ 
Not  promoted  to  the  laity.  Dosage:  2 capsules  immediately— followed  by  1 capsule  every  3-4  hours. 


THE  CITRA  SELECTOR  CHART...  “Professionally  Promoted  Medications  For  the  Cough  and  Cold  Season" 


products 

indications 

ingredients 

dosage 

CITRA  FORTE  CAPSULES 
(New) 

When  a narcotic  is  indicated 
for  colds 

Cough  Suppressant  / Antihistamines  / 
Decongestant /APC /Ascorbic  Acid 

2 capsules  immediately, 
then  1 capsule  every  3-4  hours 

CITRA  DEL  CAPSULES 
(New) 

Prolonged  action  cold 
treatment 

Decongestant  / Analgesic  / 

Antipyretic  / Antihistamines  / 

Ascorbic  Acid 

2 capsules  immediately,  then 

1 capsule  every  8 hours 

CITRA  NASAL  SPRAY 
(New) 

Relief  of  congestion  in  colds 
rhinitis,  and  sinusitis 

Antihistamines  / Antibiotic  / 
Decongestant 

Spray  one  time  into  each  nostril 
and  repeat  after  few  minutes. 

-X 


:iTRA.DEL  CAPSULES... Prolonged  Action  Cold  Treatment  ■ Just  one  capsule  provides  up  to  8 hours  relief  from  com-  ;j| 
non  cold  symptoms.  ■ Prolonged,  controlled  release  form.  ■ Decongestant,  analgesic,  antipyretic  and  antihistaminic  ; 
ictions  prolonged  with  new  “implant  manufacturing  technique.”  ■ Relief  starts  minutes  after  initial  dosage.  Dosage:  j 
! capsules  Immediately,  followed  by  1 capsule  every  8 hours.  :| 

JlTRA  FORTt  SYRUP... For  Complete  Cough  Control  ■ Most  powerful  cough  suppressant. . .5.0  mg.  of  Dihydrocode  I 

none  per  teaspoon.  ■ Multiple  antihistamines  and  expectorant.  ■ Prompt,  economical  cough  therapy.  ■ Tastes  good,  j 


00.  Dosage:  1 or  2 teaspoonsful  every  3-4  hours. 


products 

indications 

ingredients 

CITRA  FORTE  SYRUP 

For  complete  cough  control  I 

Cough  suppressant  / Antihistamines  / 

Expectorant 

1-2  teaspoonsful  every  3-4  hours 

CITRA  CAPSULES 

For  relief  of  the  common  cold 

Decongestant  / Analgesic  / 

Antipyretic  / Antihistamines  / 

Ascorbic  acid 

2 capsules  immediately 
then  1 capsule  every  3-4  hours 

CITRA  SYRUP 

For  less  severe 
and  children's  coughs 

Cough  suppressant  / Expectorant  / 
Antihistamines  / Decongestant  / 
Ascorbic  Acid 

1-2  teaspoonsful  every  3-4  hours 

CITRA  H.F. 

Hay  Fever 

Broadspectrum  Antihistamines  / 
Vasodilator 

2 capsules  immediately 
then  1 capsule  every  4 hours 

If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL 

Vitamin  - Mineral  Supplement  Lederle 


capsules-14  vitamins  and  ii  minerals 

For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


OlUL  PEUCIILU: 
(OMPOCILLIFVK 


Potassium  Penicillin  V 


Supplied:  Compocillin-VK  Filmtabs, 
125  mg.  (200,000  units),  bottles  of 
50  and  100;  250  mg.  (400,000  units), 
bottles  of  25  and  100.  Compocillin- 
VK  Granules  for  Oral  Solution  come 
in  40-cc.  and  80-cc.  bottles.  When 
reconstituted,  each  5-cc.  teaspoonful 
represents  125  mg.  (200,000 
tinits)  of  potassium  penicillin  V. 


in  tiny,  easy-to-sivalloiv  Filmtabs® in  tasty,  cherry -flavored  Oral  Solution 


jor  September,  1959 


87 


Improvement  is  marked  in  virtually  9 out  of  10  ver- 
tiginous patients  on  antivert.'  Combines  the  two 
most  effective  therapies  for  equilibrium  disorders. 
Each  ANTIVERT  tablet  contains: 

Meclizine  (12.5  mg.) -the  most  effective  anti- 
histaminic  to  control  vestibular  dysfunction.'* 
Nicotinic  acid  (50  mg.)  — the  drug  of  choice  for 
prompt  vasodilation. 

Prescribe  antivert  for  relief  of  Meniere’s  syn- 
drome, arteriosclerotic  vertigo,  labyrinthitis,  and 
streptomycin  toxicity.  Also  effective  in  recurrent 
headache,  including  migraine. 


Dosage:  One  tablet  before  each  meal. 

Supplied:  In  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References;  l.  Menger,  H.  C.:  Clln.  Med.  4j313  (March)  1957. 
2.  Charles,  C.  M,:  Geriatrics  2;110  (March)  1956.  3.  Shuster,  B.  H.; 
M . Clin.  North  America  j40 :1787  (Nov.)  1956.  4.  Dolowitz,  D.  A. : Rocky 
Mountain  M.J.  M:53  (Oct.)  1958. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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. and  one  to  grow  on 


M 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  erystalline  vitamin  B12,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 
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Obituaries 

Death  takes  beloved  Wray  doctor 

Dr.  Wesley  W.  Bauer,  who  recently  moved 
from  his  home  in  Wray,  Colorado,  to  Fort  Morgan, 
died  unexpectedly  May  30,  1959,  in  his  Fort 
Morgan  home. 

He  was  born  January  14,  1895,  in  Norwood, 
Kansas.  He  served  with  the  U.  S.  Navy  during 
World  War  I and  cam.e  to  Colorado  in  1920  where 
he  began  his  medical  practice  in  Otis.  In  1928  he 
moved  to  Wray,  Colorado,  where  he  became  a 
prominent  physician  and  civic  leader.  He  was  a 
Past  President  of  the  Washington-Yuma  Counties 
Medical  Society  and  a member  of  the  Colorado 
State  Medical  Society  and  the  American  Medical 
Association.  He  will  long  be  remembered  for  his 
unselfish  service  to  patients  and  community. 

Dr.  Bauer  is  survived  by  one  son.  Dr.  Thomas 
W.  Bauer  of  Omaha,  a daughter-in-law,  and  two 
granddaughters. 

Prominent  Sterling  physician  dies 

James  A.  Morehouse,  M.D.,  of  Sterling,  died 
on  July  18,  1959,  at  the  age  of  77.  Dr.  Morehouse 
was  born  at  Grand  Rapids,  Michigan,  on  October 
10,  1881,  and  was  graduated  with  honors  from 
the  University  of  Michigan  in  1904.  He  obtained 
his  Colorado  license  in  1905,  began  his  practice  in 
Idaho  Springs,  Colorado,  and  moved  to  Sterling 
in  1919  where  he  remained  for  40  years.  His  hobby 
was  ranching  and  he  owned  and  developed  the 
Pawnee  Valley  Hereford  Ranch  in  Pawnee  Valley, 
west  of  Sterling. 

Dr.  Morehouse  is  survived  by  his  wife,  a sister 
and  two  nephews,  one  of  whom  is  Dr.  T.  M.  Rogers 
of  Sterling. 

Longmont  loses  one  of  its  oldest  doctors 

W.  B.  Woods,  M.D.,  of  Longmont,  died  on  July 
13,  1959,  at  the  age  of  77.  Dr.  Woods  was  born  in 
London,  England,  on  August  18,  1881.  His  parents 
moved  to  Colorado  Springs  in  1885  and  he  grad- 
uated from  the  Ensworth  Central  Medical  School 
in  St.  Joseph,  Missouri,  in  1906.  He  started  to 
practice  in  Ordway,  Colorado,  and  moved  to 


Forbes,  Colorado,  in  1910,  where  he  acted  as  physi- 
cian for  the  Rocky  Mountain  Fuel  Company.  He 
became  a member  of  the  Colorado  State  Medical 
Society  in  1915  and  moved  to  Longmont  to  practice 
in  1918. 

Dr.  Woods  was  a member  of  the  St.  Vrain 
Masonic  Lodge  and  York  Rite  bodies  in  Long- 
mont. He  was  active  in  the  Lions  Club  and  in  1938 
was  President  of  the  Boulder  County  Medical  So- 
ciety. Since  1956,  he  has  been  a Life  Emeritus 
Member  of  the  Colorado  State  Medical  Society. 

He  is  survived  by  his  wife,  one  daughter  and 
two  sons. 

Former  Chief  of  Staff  dies 

W.  E.  Blanchard,  of  Denver,  died  on  August 
1,  1959.  Dr.  Blanchard  was  born  in  Pitkin,  Colo- 
rado, on  October  27,  1887,  and  graduated  from  the 
University  of  Colorado  Medical  School  in  1912. 
He  was  licensed  in  Colorado  in  1912  and  practiced 
surgery  in  Denver  until  1949,  when  he  retired. 
He  was  Chief  of  Staff  at  St.  Anthony’s  Hospital 
for  20  years  and  was  also  a member  of  the  staff 
of  Presbyterian  and  St.  Joseph’s  Hospitals. 

In  1954,  he  became  a Life  Emeritus  member  of 
the  Colorado  State  Medical  Society. 

One  of  his  sons  was  killed  while  serving  with 
General  George  C.  Patton’s  army  in  the  Battle 
of  the  Bulge  during  World  War  II.  Dr.  Blanchard 
is  survived  by  his  wife,  a son  and  a brother,  all 
of  whom  reside  in  Denver. 


Physician  needed 

There  is  an  opening  in  Lava  Hot  Springs,  Idaho, 
for  a physician.  Anyone  wishing  further  informa- 
tion may  call  the  Utah  State  Medical  Association 
at  EL.  5-7477. 

Green  River  Medical  Center 

The  new  medical  center  at  Green  River,  Utah, 
is  nearing  completion.  The  contractors  are  waiting 
for  special  static  proof  tile  which  is  to  be  laid  in 
the  operating  room  area.  The  new  building  is  a 
credit  to  the  town  and  a credit  to  the  people  who 
built  it.  Pledged  finances  of  $4,000  still  remain  to 
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IN  CONSTIPATION 

ELIMINATE 
THE  ENEMA  AT 
HOME  OR 
IN  THE  HOSPITAL 


*’Tlie  effectiveness  of  the  senna  preparation  [’Senokof]  in  reducing 
the  need  for  enemas... is  clearly  apparent...** 

Kasdon,  S.  C.,  Morentin,  B.  O.:  J.  Internat.  Coll.  Surgeons  31:465  (Apr.)  1959. 


...time  and  time  again,  gentle,  natural  acting  'Senokot'  is  cited  in  clinical 
reports  as  the  therapy  of  choice  in  all  patients  with  acute  or  chronic 
constipation. 


‘Senokot’  acts  uniquely,  through  neuro-stimulation  of  Auerbach’s  plexus 
in  the  colon,  duplicating  the  process  of  normal  defecation. 

When  therapy  with'Senokot’is  substituted  for  enemas  the  difference  is  safe, 
natural  physiologic  correction  of  constipation,  and  increased,  patient  comfort, 
as  well  as  significant  saving  of  time  for  your  hospital’s  nursing  staff. 

THE  EFFECTIVENESS  AND  SAFETY  OF  THE  DOUBLY  STANDASDIZED  SENNA  CONCENTBATE 
CONTINUE  TO  BE  DOCUMENTED  BY  CLINICAL  AND  LABORATOKY  INVESTIGATIONS  WHICH 
CONSTITUTE  THE  FASTEST  GROWING  BIBLIOGSAPHY*ON  CONSTIPATION  COKRECTION 
'■'Available  upon  request  to  the  Medical  Director 

Small  and  easy 
to  swallow, 
in  bottles  of  100. 

TABLETS 


Cocoa-flavored, 
in  8 and  4 ounce 
canisters. 

GRANULES 


STANDARDIZED  CONGENTR-^TE  OF  TOTAL  ACUVE  PRINCIPLES  OF  CASSIA  ACUTIFOLSA  FODS,  PURDUi  FREDERICK 

dedicated  to  PHVSieiAN  and  patient  since  1892 

, Toronto  i.  ONXARro 

©Copyright  1959,  The  Purdue  Frederick  Company 
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“No  patient  failed  to  improve.”' 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
“ . . . far  excelled . . . results  with  the  many 
measures  usually  advocated.”  i 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


hypoallergenic. 
Contains  3% 
hexachlorophene. 


come  in  to  finish  paying  for  the  building  before 
it  is  open  for  use. 

Obituary 

GEORGE  G.  MOVES 

George  G.  Moyes,  M.D.,  80,  died  July  18  in  an 
Ogden  hospital  of  causes  incident  to  age.  Born 
May  26,  1879,  in  Ogden,  he  was  a son  of  William 
and  Robina  Gowans  Moyes.  He  married  Ada  Grant 
June  26,  1913,  in  Listowel,  Ontario,  Canada.  After 
completing  his  schooling  in  Ogden  City  schools 
and  Weber  Academy,  now  Weber  College,  he  at- 
tended Northwestern  University  School  of  Medi- 
cine, graduating  with  an  M.D.  degree. 

He  began  his  medical  practice  in  Ogden  in  1913 
and  had  been  a member  of  the  staffs  of  St.  Bene- 
dicts and  Thomas  D.  Dee  Memorial  Hospitals.  He 
also  had  been  doctor  for  Globe  Mills,  Amalga- 
mated Sugar  Company  and  the  Fraternal  Order 
of  Eagles.  He  was  a member  and  Past  President 
of  Weber  County  Medical  Society. 

Survivors  include  his  widow,  daughter  and 
sister. 


Rehabilitation  center 
adds  therapists 

Darrell  D.  Hunt,  chief  instructor  in  physical 
therapy  at  the  Mayo  Clinic  in  Rochester,  Minn., 
arrived  in  Wyoming  last  month  to  assume  the 
duties  of  chief  physical  therapist  at  the  new  Gott- 
sche  Rehabilitation  Center  in  Thermopolis.  He  will 
work  under  the  Gottsche  director  and  physiatrist. 
Dr.  Charles  Flint,  a former  Mayo  Clinic  instructor. 

Mr.  Hunt  had  been  Educational  Administrator 
of  the  School  of  Physical  Therapy  with  the  Mayo 
Clinic  since  1951.  Two  other  Mayo-trained  thera- 

continued  on  page  99 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  have.  In  busi- 
ness since  1 906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 
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Virtual  freedom  of  Mellaril  from  major  toxic 
effects  is  due  to  greater  specificity  of  trcin- 
quilizin  g action  — divorced  from  such 
“diffuse”  effects  as  anti-emetic  action. 


MELLARIL  is  virtually  free 
of  such  toxic  effects  as 
• jaundice 
» Parkinsonism 
• blood  dyscrasia 

‘'Thioridazine  [MELLARILj  is  as  effective 
as  the  best  available  phenothiazine,  but 
with  appreciably  less  toxic  effects  than 
those  demonstrated  with  other  phenothia' 
ztnes. . , .This  drug  appears  to  represent 
a major  addition  to  the  safe  and  effective 
treatment  of  a wide  range  of  psycho- 
logical disturbances  seen  daily  in  the 
clinics  or  by  the  general  practitioner,’"' 


SANDOZ 


remarkable  lack  of  side  effects 

In  more  than  3,000  carefully-followed  patients,  Mellaril  has  been 
almost  completely  free  of  such  major  side  effects  as  jaundice, 
extrapyramidal  symptoms.  Parkinsonism,  blood  dyscrasia,  dermatitis- 
even  when  given  in  quantities  far  in  excess  of  the  usual  dosage. 


"POVERTY”  OF  SIDE  EFFECTS 

“The  most  striking  aspect  of  thioridazine  [Mellaril] 

therapy  is  the  poverty  of  side  effects In  its  lack  of 

side  effects  and  low  toxicity,  it  is  superior  to  all  other 
tranquilizing  drugs  tested.  For  this  reason  also  it  is  well 
tolerated  by  patients,  particularly  those  who  are  not 
hospitalized  and  who  frequently  discontinue  their  medi- 
cation because  of  dizziness,  sleepiness,  increased  tension 
or  parkinsonism  with  other  drugs.”” 

NEGLIGIBLE  SIDE  EFFECTS 

“Side  effects  were  negligible  at  all  dosage  levels:  no 
incidence  of  parkinsonism  or  other  extrapyramidal 
symptoms.  Minimal  sedation,  on  the  whole  lower  than 
with  other  tranquilizing  agents.  No  alteration  in  liver 
function,  urine  or  blood.  No  photosensitivity.  Patient 
acceptability  was  exceptional:  lack  of  drowsiness,  leth- 
argy or  ‘washed  out’  feeling,  permitted  patients  to  carry 
on  normal  everyday  activities.  Orthostatic  hypotension 
was  absent.  The  initial  ‘keyed  up’  tense  feeling  common 

to  other  drugs  of  this  type  was  absent Patients  forced 

to  interrupt  treatment  with  other  phenothiazine  deriva- 
tives because  of  parkinsonism  or  other  extrapyramidal 
symptoms  were  able  to  continue  therapy  with  thiorida- 
zine without  appearance  of  parkinsonism.”® 

SINGULARLY  FREE  OF  SIDE  EFFECTS 

“The  extrapyramidal  syndrome  was  not  encountered  in 


any  of  its  forms.  Dizziness  and  sleepiness  responded  to  a 

reduction  in  dosage.  Other  side  effects  did  not  occur 

It  is  singularly  free  from  the  side  effects  ordinarily  seen 
with  these  [phenothiazine]  compounds.”^ 

ABSENCE  OF  SIGNIFICANT  SIDE  EFFECTS 

“None  of  the  following  toxic  effects,  so  common  after 
administration  of  the  phenothia2ines,was  present  during 
the  period  of  Thioridazine  administration:  Parkinson- 
ism or  Parkinson-like  symptoms,  photosensitivity,  ortho- 
static hypotension,  bone-marrow  depression.”^ 

MINIMAL  SIDE  EFFECTS 

“Side  effects  such  as  extrapyramidal  activity,  jaundice 
and  photosensitivity  have  not  been  observed  in  patients 
treated  with  Thioridazine  [Mellaril].  Extrapyramidal 
side  effects  produced  by  other  phenothiazines  have 
disappeared  promptly  with  no  deterioration  in  the  be- 
havioral response  when  these  patients  have  been  shifted 
to  Thioridazine.”® 

NO  JAUNDICE 

“No  allergic  reactions  were  observed  such  as  skin  erup- 
tions, jaundice  or  agranulocytosis.  Central  nervous 
system  toxicity,  as  manifested  by  extrapyramidal  effects, 
seizures,  and  excitement  did  not  occur  despite  the  use 
of  high  doses  (up  to  2000  mg.)  of  the  drug.”® 


excellent  clinical  response 

In  office  practice  and  in  hospitalized  patients,  Mellaril  has  proved 
highly  useful  for  a wide  variety  of  major  and  minor  emotional 
disorders  (such  as  anxiety,  tension,  apprehension,  alcoholism, 
agitated  psychoneurosis,  agitated  psychotic  states,  etc.). 


EXTREMELY  SATISFACTORY  . . produced  extremely  satisfactory  results 
in  the  broad  therapeutic  range  represented  in  this  series.”*"^ 

POTENT  AGENT  . . appears  to  be  a potent  agent  in  the  symptomatic 
management  of  a variety  of  psychiatric  states.”** 

MAJOR  ADDITION  TO  THERAPEUTICS  “This  drug  appears  to  represent  a 
major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological 
disturbances  seen  daily  in  the  clinics  or  by  the  general  practitioner.”^ 

AN  ACTIVE  AGENT  “Thioridazine  is  an  active  therapeutic  agent.  . . . 

It  is  effective  in  a variety  of  psychiatric  disorders,  including  schizophrenic 
reactions.  . . . The  drug  is  particularly  advantageous  for  a group  of  schizophrenic 
patients  who  are  sometimes  made  worse  by  other  phenothiazine 
derivatives  or  Rauwolfia  alkaloids.  It  should  also  be  suitable  for  treating  patients 
with  psychoneuroses  and  chronic  brain  syndrome.”^ 

EVEN  IN  VERY  SEVERE  CASES  “Of  the  152  patients  treated  25  have  been 
released  and  they  have  not  suffered  a relapse.  This  proportion  is  significant 
if  we  stop  to  consider  that  we  are  dealing  only  with  acute  cases  which  had  been 
considered  hopeless  and  obviously  destined  to  finish  their  days  in  an  asylum.”^ 

EXCELLENT  THERAPEUTIC  RESPONSE  “Patients  with  emotional 
tensions  resulting  from  the  stress  and  strain  of  life  . . . were  treated  with 
Mellaril  at  the  dosage  level  of  10  mg.  three  times  daily. 

In  94  such  patients,  83  obtained  an  excellent  therapeutic  response.”® 


Mellaril 

THIORIDAZINE  MCI 

specific,  effective  tranquilizer  • safer  at  ait  dosage  levels 


I tranquilization  / [a^i-erneiic 


Jh 


". . . extremely  satisfactory  results . . 
in  a clinical  spectrum  ranging  from 
minor  nervous  disorders  to 
severe  psychotic  disturbances^ 


RESULTS  WITH  MELLARIL  IN 

194  PATIENTS^ 

ACUTE  PSYCHOTICS 

CHRONIC  PSYCHOTICS 

NEUROTICS 

1 

83%  satisfactory  effect 

68%  satisfactory  effect 

1 

57%  satisfactory  effect 

1 

Some  cases  had  complete  re- 
mission of  symptoms.  Most 
were  able  to  return  home  to 
useful  occupations. 

Relief  of  symptoms  In  cases 
permitted  easier  management 

and  a return  to  a more  or  less 

useful  life. 

1 

Some  cases,  complete  relief  of 
symptoms,  Other  case  >.  partial 
relief  of  symptoms. 

RESULTS  WITH  MELLARIL  IN  PATIENTS  PREVIOUSLY  TREATED  WITH  OTHER  TRANQUILIZERS' 

VERY 

DIAGNOSTIC  CATEGORY 

IMPROVED 

SATISFACTORY 

SATISFACTORY 

UNSATISFACTORY 

% 

% 

% 

% 

SCHIZOPHRENIA 

Acute 

89 

61 

28 

11 

Chronic  paranoid 

84,2 

31.6 

52.6 

15.8 

Chronic,  other 

73.9 

21.7 

52.2 

26.1 

Residual 

57.1 

9.5 

47.6 

42.9 

CHRONIC  BRAIN  SYNDROME 

66.6 

33.3 

33.3 

33.3 

CHRONIC  PSYCHONEUROSIS 

62.5 

12.5 

50 

37.5 

CHRONIC  PSYCHOSOMATIC 

DISORDERS 

75 

25 

50 

25 

Mellaril 

THIORIDAZINE  HCI 

specific,  effective  tranquilizer  * safer  at  all  dosage  levels 


a new  advance  in  tranquilization: 

greater  specificity  of  tranquilizing  action  plus  fewer  side  effects 


Of  109  phenothiazines  synthesized  by  Sandoz^  Mellaril  was 
selected  as  the  most  promising  on  the  basis  of  extensive  evalw 
ation.  The  presence  of  a thiomethyl  radical  (S-CH^)  in  the 
position  conventionally  occupied  by  a halogen  in  other  pheno- 
thiazines is  unique  and  could  be  responsible  for  the  relative 
absence  of  side  effects  and  greater  specificity  of  psychothera- 
peutic action.  This  is  shown  clinically  by: 


i A specificity  of  action  on  certain  brain  sites  in  contrast  to  the 
more  generalized  or  “diffuse”  action  of  other  phenothiazines.  This 
is  evidenced  by  a lack  of  appreciable  anti-emetic  effect. 


Dampening  of 
sympathetic  and 
parasympathetic 
nervous  system 


PSYCHIC  RELAXATION 

DAMPENING  OF 
SYMPATHETIC  AND 
PARASYMPATHETIC 
NERVOUS  SYSTEM 


linimal  suppression  of  vomiting 

[ittle  effect  on  blood  pressure 
temperature  regulation 


Other 

phenothiazine  - type 
tranquilizers 


Str^  ng  suppression  of  vomiting 

Dm  pening  of  blood  pressure 
and  temperature  regulation 


Psychic  relaxj 


Less  “spill-over”  action  to  other  brain  areas  — hence, 
absence  of  undue  sedation,  drowsiness  or  autonomic 
nervous  system  disturbances. 


3 

4 


A notable  absence  of  extrapyramidal  stimulation. 

Lack  of  impairment  of  patient’s  normal  drive  and  energy, 
while  achieving  psychomotor  control  in 
mental  and  emotional  disorders. 


Virtual  freedom  from  toxic  effects  — jaundice, 
photosensitivity,  skin  eruptions,  disturbed  body 
temperature  regulation,  blood  forming  disorders  have  been 
absent  in  reports  currently  available. 


These  properties  add  up  to  a greater  margin  of  safety  in  general  office  practice, 
in  ambulatory  psychiatric  out-patient  clinics,  and  in  hospitalized  patients. 


a guide  to  administration  and  dosage 


Dosage  ranges  from  10  mg.  three  or  four  times  a day  in 
milder  situations  to  25  mg.  three  or  four  times  a day 
for  more  disturbed  patients.  In  ambulatory  psychiatric 
out-patients,  dosages  of  50  to  100  mg.  three  or  four 
times  a day  have  been  found  adequate.  For  severely  dis- 


turbed hospitalized  psychotics,  dosages  of  200  to  300 
mg.  three  times  a day  may  be  administered. 

Dosage  must  be  individualized  according  to  the  condi 
tion  and  degree  of  response.  In  all  cases,  the  smallest 
effective  dosage  should  be  determined  for  each  patient 


INDICATION 


USUAL  STARTING  DOSE 


TOTAL  DAILY  DOSAGE  RANGE 


ADULTS 

Mental  and  Emotional  Disturbances: 

MILD  — where  anxiety,  apprehension 
and  tension  are  present 

10  mg.  t.i.d. 

20-60  mg. 

MODERATE  — where  agitation  exists 
in  psychoneurosis,  alcoholism, 
intractable  pain,  seniiity,  etc. 

25  mg.  t.i.d. 

50-200  mg. 

SEVERE— in  agitated  psychotic 
states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.: 

Ambulatory 

100  mg.  t.i.d. 

200-400  mg. 

Hospitalized 

100  mg.  t.i.d. 

200-800  mg. 

CHILDREN 

— 

BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  t.i.d. 

20-40  mg. 

PRECAUTIONS:  Although  possessing  a unique  structure 
and  a selectivity  of  action  which  broadens  its  therapeutic 
ratio,  the  physician  should  be  alert  to  the  possibility  of 
untoward  reactions  in  certain  susceptible  individuals.  In 


particular,  he  should  watch  for  potential  hemopoieti 
depression,  jaundice  or  orthostatic  hypotension.  As  v 
other  phenothiazines,  Mellaril  is  contraindicated 
severely  depressed  or  comatose  states  from  any  cause. 


SUPPLIED:  MELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg.  Bottles  of  100. 

r Ostfeld,  A.  M.;  Scientific  Exhibit.  American  Academy  of  General  Practice,  San  Francisco,  April  6-9  1959  2 Kinross- Wrieht  V J • Lecture  Clinic 
^.'o'rMinnrpdL"  Dec  Ts  C 'h'^‘"s'‘‘TP  PI Ki^ross-Wright,  V.  J.:  Scientific  Exhibit,' Clinical  MeeTing  American  Medicd^tsoc 

Chi^rZ^da’trAn  PM’.delShu  A ioco"'^  J-  P*>'>=‘'iat.  1/5:358,  Oct.  1958.  5.  Clueck,  B.:  Scientific  Exhibit,  America 

Psychiatry  San  Francisco  Feb  25  1959  7 ’s  k ‘ 3*  California  Medical  Association;  Section  o 

in  PsychSrdc  Patknt  Nov,  29,  1958.  8.  Freed,  S.  C.,  in  discussion  on  Thioridaxin;  (Mellaril 

Psychiatnc  Pattents,  Holl.ster,  L.  E.,  and  Macdonald,  B,  F.,  presented  at  California  Medical  Association;  Section  on  Psychiatry,  Sab  Francisco,  Feb.  25. 195! 


. controls  neurotic  and  psychotic  patients  with  anxiety,  apprehension,  nervous  tension 
virtual  absence  of  jaundice,  parkinsonism,  photosensitivity,  dermatitis 

• minimal  sedation  and  drowsiness 

• does  not  mask  organic  conditions  such  as  brain  tumors,  intestinal  obstruction,  etc., 
because  of  lack  of  anti-emetic  action 

. increased  specificity  of  action  results  in  greater  safety  at  all  dosage  levels 
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pists  are  working  with  him  at  the  Gottsche  Center, 
and  another  will  join  the  staff  in  a few  weeks. 

The  Gottsche  Eehabilitation  Center,  which  of- 
fers facilities  for  complete  physical,  mental,  speech 
and  vocational  therapy,  was  dedicated  June  27. 
Patients  from  throughout  the  Rocky  Mountain 
region  are  now  being  treated  at  the  center  on 
referral  from  their  local  physician.  At  the  end  of 
three  weeks  of  operations  about  50  patients  were 
being  treated  each  week  at  the  new  $2  million 
center. 


Abstract  of  House  Proceedings 
Wyoming  State  Medical  Society 

Fifty-Sixth  Annual  Meeting 
June  11,  12,  13,  1959 
Moran,  Wyoming 

FIRST  SESSION 

Friday  Morning,  June  12,  1959 

The  business  meeting  of  the  Fifty-Sixth  Annual 
Meeting  of  the  House  of  Delegates  of  the  Wyoming 
State  Medical  Society  was  called  to  order  by 
President  L.  Harmon  Wilmoth  at  Jackson  Lake 
Lodge  at  9:20  a.m.,  June  12,  1959. 

The  roll  was  called  by  Secretary  Silvio  J. 
Giovale  and  it  was  determined  that  a quorum 
was  present.  It  was  moved  and  seconded  that  the 
minutes  of  the  Fifty-^Fifth  Annual  Meeting  of  the 
House  of  Delegates  as  published  in  the  Delegates’ 
Packet  be  approved.  Motion  carried. 

Under  Old  Business,  Dr.  Robert  H.  Bowden 
was  called  upon  to  report  on  Medicare.  Dr.  Bow- 
den discussed  the  new  Medicare  contract  and  the 
problems  concerned  in  its  negotiation,  and  also 
the  renewal  of  Home  Town  Veterans’  Care  con- 
tract. 

President  Wilmoth  announced  that  Nevada  had 
become  a member  of  the  Rocky  Mountain  Medical 
Conference.  It  was  moved  by  Dr.  J.  S.  Hellewell 
and  seconded  by  Dr.  Paul  R.  Holtz  that  the  Wy- 
oming State  Medical  Society  acknowledge  and 
welcome  the  addition  of  the  State  of  Nevada  to 
the  Rocky  Mountain  Medical  Conference.  Motion 
carried. 

The  proposed  new  plan  for  selection  of  Trustees 
for  Blue  Cross  and  Blue  Shield  was  discussed.  It 
was  moved  by  Dr.  R.  W.  Holmes  and  seconded  by 
Dr.  Richard  Hunter  that  the  matter  be  referred 
to  the  Resolutions  Committee  for  a later  report. 
Motion  carried. 

Dr.  George  H.  Phelps  reported  on  the  Society 
Scholarship  Fund  and  suggested  plans  for  such 
scholarships.  He  discussed  the  provision  of  the 
Wyoming  statute  whereby  any  university  student 
could  borrow  up  to  $500.00  each  year,  to  a total 
of  $2,000.00  from  any  local  bank  in  the  state,  such 

continued  on  page  102 


you  can  save  time 
and  money  with  — 

P & H 4-ON  STATEMENTS 


RM-959 


4 statements  on  one  sheet!  Put  four 
statements  in  your  typewriter  at  one  time. 

Perforation  is  clean  cut  for  easy  detachment. 
Several  can  be  detached  at  one  time. 

Printed  on  heavy  Hammermill  Bond  paper. 

Designed  to  use  with  window  envelopes  so 
that  the  time  used  in  addressing  envelopes 
can  be  saved. 

Can  be  used  with  plain  or  No.  13 — 4c 
Government  envelopes. 

Compare  our  statement  prices  . . . you 

will  be  surprised  at  the  saving. 

When  ordering  give 

— ■ printing  instructions 

plainly — name, 

^ profession,  phone 

number  and 
footnote  line. 


Example — ( Itemized 
statemerst  may  be  seen 
at  the  office — or  terms 
or  billing  date.)  If 
possible  attach  one  of 
your  prescription  blanks 
when  ordering. 


PHYSICIANS  & HOSPITALS 
SUPPLY  COMPANY 

Minneapolis  3,  Minnesot’d 


for  September,  1959 
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THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  "THE  INTRODUGTIO] 
OF  ALUMINUM  HYDROXIDE  IN  1929 


ANTACI 

TABLET 


Can  antacid  therapy 
be  made  more  effective 
and  more  pleasant. 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  spe^ally  processed,  higl^ly  .ireactiv^ 
mer  dried  aluminum  hydroxide  gel,  (stabilized  with  hexitol),  with  75 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  {more  lasting  relief) 

■/  4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


HEXITOL 


new  high  in  effectiveness 
and  palatability 


HO 

OH 

1 H 

1 H 

Al-O- 

1 

4A1-0-- 

1 

HO 

OH  O 

I II 

>Al-0-C-0X 
I 

OH 


Q is  at  least  1 and  averages  lc5%  than  6.  X is  a cation. 


y 


I CREAMALIN  NEUTRALIZES  MORE  ACID  FASTER 

I Quicker  Relief  * Greater  Relief 


CREAMALIN  NEUTRALIZES  MORE  ACID  LONGER 

More  Lasting  Relief 


Duration  of  action  at  pH  from  3 to  5* 
(per  gram  of  active  ingredients) 


MINUTES 


•HinkeJ,  E-  T.,  Jr,  Fisher,  and  Taiftf^,  M.  L.:  A new  highly  reacitve  aluminum  hydroxide 
ramptex  for  gastric  hyperacidity.  To  be  published. 

••pH  stayed  below  3. 


i 


Do  antacids  have  to  taste 

1 » it  ^ ^ it  ^ 1 it9 


No  chalky  taste.  New  Cream alin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

. NO  ACID  REBOUND  . NO  CONSTIPATION 
. NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperaciriityt  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORIES  . NEW  YORK  18,  NEW  YORK 
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loans  to  be  underwritten  by  the  State  Department 
of  Education.  He  stated  that  the  National  Polio 
Foundation  was  going  to  offer  to  one  medical 
student  each  year,  in  Wyoming,  a scholarship  for 
four  years.  Also  similar  scholarships  would  be 
offered  to  one  person  taking  nursing,  one  person 
taking  physical  therapy  and  other  types  of  physical 
work  in  connection  with  healing.  The  main  part 
of  his  discussion  centered  on  the  Wyoming  State 
Society  proposed  plan  for  aid  to  medical  students, 
together  with  possibilities  of  providing  for  and 
maintaining  such  fund. 

It  was  moved  by  Dr.  Richard  Hunter  that  a 
resolution  be  handed  the  committee  that  such 
student  loan  not  take  effect  until  the  sophomore 
year  and  that  it  then  become  retroactive.  Dr.  R.  W. 
Holmes  moved  that  the  Society  sponsor  a scholar- 
ship fund,  if  after  adequate  study  by  the  commit- 
tee and  a report  to  the  Councilors  for  their  ap- 
proval, that  this  could  be  done  with  the  money 
now  available;  that  such  a committee  be  set  up 
and  that  a scholarship  fund  be  offered  if  it  can 
be  done  economically.  Dr.  Richard  Hunter  then 
included  Dr.  Holmes’  motion  as  a part  of  his  reso- 
lution. Seconded  by  Dr.  Charles  H.  Moore.  Motion 
carried. 

It  was  moved  by  Dr.  Richard  Hunter,  after 
discussion  on  the  subject,  and  seconded  by  Dr. 


provides  therapeutic  levels  . . . for  24  hours  . . • 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  @ 


KYNEX 

Sultamethoxypyridazine  Lederle 

0.6  6m.  TABLETS/NEW  ACETYL.  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Silvio  J.  Giovale  that  the  House  of  Delegates  ratify 
and  approve  the  National  Inter-Professional  Code. 
Motion  carried. 

The  prepayment  plan  for  the  low  income  aged, 
referred  to  on  page  18  of  the  Delegates’  Packet, 
was  discussed  by  President  Wilmoth  and  Mr. 
Arthur  R.  Abbey.  Dr.  Richard  Hunter  moved  that 
the  House  of  Delegates  go  on  record  as  favoring 
the  Blue  Cross-Blue  Shield  Plan  as  proposed. 
Seconded  by  Dr.  Millard  J.  Smith.  Motion  carried. 

Dr.  R.  W.  Holmes  moved  that  if  subsequent 
government  action  dictates  federal  payment  for 
these  people  that  the  Society  should  then  revert 
back  to  the  present  Standard  Blue  Cross-Blue 
Shield  without  accepting  a cut.  Seconded  by  Dr. 
J.  S.  Hellewell.  Motion  carried. 

Dr.  W.  Andrew  Bunten  reported  on  the  Medical 
Advisory  Committee  for  Highway  Safety  and 
Driving  Standards.  It  was  moved  by  Dr.  Richard 
Hunter  that  the  Medical  Advisory  Committee  be 
continued  as  a permanent  commission.  Seconded 
by  Dr.  Gerald  L.  Smith.  Dr.  Hunter  then  amended 
his  motion  to  include  approval  of  the  form  sub- 
mitted for  physical  examination  for  drivers’  li- 
censes. Dr.  Smith  did  not  second  the  amendment. 
President  Wilmoth  called  for  a vote  on  the  original 
motion.  Motion  carried. 

Dr.  Gerald  Smith  moved  that  the  words  “Whis- 
pered Voice”  be  inserted  in  the  physical  examina- 
tion form  under  “EARS”  and  before  the  word 
“Hearing.”  Seconded  by  Dr.  Robert  H.  Bowden. 
Motion  carried. 

President  Wilmoth  read  a letter  from  Dr.  Ber- 
nard J.  Sullivan  suggesting  that  the  Blue  Shield 
No  Fee  Schedule  Plan  not  be  adopted.  Dr.  Robert 
H.  Bowden  read  a letter  from  the  Wisconsin  Medi- 
cal Society,  Herman  L.  Toser,  Acting  Insurance 
Director,  favoring  the  No  Fee  Schedule  Plan. 

Dr.  Richard  Hunter  moved  that  the  House  of 
Delegates  go  on  record  as  not  favoring  the  No 
Fee  Schedule  Plan.  Seconded  by  Dr.  Paul  R.  Holtz. 
By  a show  of  hands  there  were  13  in  favor  of  the 
motion  and  11  against.  Motion  carried. 

It  was  moved  by  Dr.  Richard  Hunter  that  the 
Treasurer’s  report  as  printed  in  the  Delegates’ 
Packet  be  approved.  Seconded  by  Dr.  W.  Andrew 


RADIUAA 

(Including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

QUINCY  X-RAY  & RADUM 
LABORATORIES 

(Owned  and  Directed  by  a Physician-Radiologist) 
HAROLD  SWANBERG,  B.S.,  M.D.,  Director 
W.  C.  U.  lldg.  Quincy,  lllineis 
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tastes 

good 

the  straws  just  symbol- 
ize the  good  flavor ! And 
DIMETANE  EXPECTORANT 
for  cough  is  as  effec- 
tive as  it  is  delicious. 
formula:  each  5 cc.  (1 
teaspoonful)  contains: 
DIMETANE  (Parabrom- 
dylamine  Maleate)  2.0 
mg.;  Glyceryl  Guaiaco- 
late  100.0  mg.;  Phenyl- 
ephrine Hydrochloride, 
USP  5.0  mg.;  Phenyl- 
propanolamine Hydro- 
chloride, NNR  5.0  mg.; 
Alcohol  3.5%  in  a good- 
tasting aromatic  base. 


tefi.oz. 

DIMETANE® 


Each  S cc.  (1  teaspoonful)  contains: 

Parabromdylamine  Maleate 2.0mg. 

Phenylephrine  HCl 5.0  mg- 

Phenylpropanolamine  HC!  .5.0  mg. 

Glyceryl  Guaiacolate  100.0  mg. 


Alcohol  3.5  per  cent 


I In  a palatable  aromatic  base 


CAUTION: 

Federal  law  prohibits  dispensing" 
without  prescription. 


Average  Dose: 

Adults— 

1 to  2 teaspoonfuls  four  times  a day. 
Children— 

One-half  to  I teaspoonful  three 
or  four  times  a day. 


ADDITIONAL  INFORMATION  TO  PHYSICIANS 
ON  REQUEST 


A.H,  ROSINS  CO.  Inc. 
RICHMOND.  VIRGINIA 


works 

better 

combines  the  unsur- 
passed antihistamine 
Dimetane  with  the  clin- 
ically proven  expecto- 
rant glyceryl  guaiacol- 
ate (which  increases 
R.T.  E almost 200% ) and 
two  recognized  decon- 
gestants. When  addition- 
al cough  suppressant 
action  is  indicated,  pre- 
scribe DIMETANE  EXPEC- 
TORANT-DC,  which  pro- 
vides the  basic  formula 
with  dihydrocodeinone 
bitartrate  1.8  mg.  per 
5 cc.  (exempt  narcotic). 


Dimetane’Expectorant  ■ 
Dimetane'Expectorant-DC 

JL  (WITH  DIHYDROCODEINONE  BITARTRATE  1.8  MG./5CC.) 


Bunten.  Motion  carried. 

Dr.  Silvio  J.  Giovale  stated  that  he  had  no 
Secretary’s  report,  that  his  job  was  made  so  much 
easier  because  of  the  excellent  work  of  the  Execu- 
tive Secretary. 

President  Wilmoth  reported  on  the  activities 
of  the  Council.  The  minutes  of  the  Council  meeting 
of  Thursday,  June  11,  were  read  by  Mr.  Abbey. 
The  following  budget  was  unanimously  adopted: 


Travel — Exec.  Sec.  and  others  $ 500.00 

Travel — A.M.A.  Delegate  and  Alternate 1,000.00 

Salary — Executive  Secretary  2,000.00 

Office  Expense — Executive  Secretary  700.00 

Rocky  Mountain  Medical  Journal  Subscriptions 650.00 

Printing,  Stationery  and  Supplies 400.00 

Woman’s  Auxiliary  400.00 

Postage  350.00 

Public  Relations  and  Advertising 100.00 

Com.  and  Conf.  (not  State  Meeting) 500.00 

Telephone  and  Telegraph  200.00 

Auditing  60.00 

President’s  Office  100.00 

Secretary’s  Office  50.00 

Legal  1,200.00 


It  was  moved  by  Dr.  Richard  Hunter  that  the 
actions  taken  by  the  Council  be  approved.  Sec- 
onded by  Dr.  H.  B.  Anderson.  Motion  carried. 

Dr.  Louis  G.  Booth  reported  on  the  American 
Medical  Education  Foundation.  Dr.  Booth  suggest- 
ed a voluntary  contribution  of  $15.00  per  member 
for  the  Foundation  be  included  with  the  annual 
statement  of  dues. 

At  this  point  President  Wilmoth  interrupted 
the  discussion  and  introduced  Mrs.  Everett  W. 
Gardner,  President  of  the  Ladies’  Auxiliary  to 


The  Wyoming  State  Medical  Society,  who  ad- 
dressed the  House  of  Delegates. 

After  resumption  of  discussion  of  the  report  of 
Dr.  Louis  G.  Booth  on  the  American  Medical  Edu- 
cation Foundation,  it  was  moved  by  Dr.  Richard 
Hunter  to  adopt  a resolution  to  add  a $15.00  vol- 
untary contribution  to  the  present  billing  of  dues 
and  designate  it  for  the  A.M.E.F.  for  whatever 
school  indicated  by  the  donor.  Seconded  by  Dr. 
R.  D.  Arnold.  Motion  carried. 

Dr.  Richard  Hunter  gave  a report  on  the  sub- 
ject of  Medical  Economics.  Each  member  was 
handed  a printed  report  by  Dr.  Hunter,  which 
report  was  complemented  by  oral  remarks  regard- 
ing the  handling  of  welfare  patients  and  the  diffi- 
culties encountered  with  regard  to  authorization 
by  the  Welfare  Department  and  fees,  and  the  plan 
now  used  by  the  Laramie  County  Society.  It  was 
then  suggested  that  the  matter  be  considered 
further  by  the  Medical  Economics  Committee. 

Whereupon  the  House  of  Delegates  was  re- 
cessed at  12:30  p.m.,  June  12,  1959,  to  9:00  a.m., 
June  13,  1959. 


SECOND  SESSION 

9:00  a.m.,  June  13,  1959 

President  L.  Harmon  Wilmoth  introduced  Dr. 
U.  R.  Bryner,  Salt  Lake  City,  President  of  the 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
■Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


104 


Rocky  Mountain  Medical  Journal 


Utah  State  Medical  Association. 

President  Wilmoth  then  called  for  Committee 
Reports  as  captioned  on  pages  2 and  3 of  the 
Delegates’  Packet. 

Dr.  W.  Andrew  Bunten,  reporting  further  on 
the  Committee  on  Highway  Safety  and  Driving 
Standards,  stated  that  the  Revenue  Division  of 
the  Highway  Department,  and  the  Patrol  are 
anxious  for  the  House  of  Delegates  to  take  some 
action  with  reference  to  capability  of  drivers.  He 
stated  that  he  was  doubtful  that  the  House  of 
Delegates,  as  such,  could  take  any  action.  He 
stressed  the  conscientious  completion  of  the  physi- 
cal examination  forms  by  the  individual  doctors. 

Dr.  James  W.  Sampson,  reporting  for  the  Ne- 
crology Committee,  stated  that  the  doctors  lost 
last  year  were  Dr.  William  A.  Graham  of  Powell, 
Dr.  Julius  F.  Clarenbach  of  Sundance,  Dr.  Edwin 
E.  Whedon  of  Sheridan,  Dr.  O.  C.  McCandless  of 
Cheyenne,  Dr.  Albert  R.  Taylor  of  Cheyenne,  Dr. 
Jay  G.  Wanner  of  Rock  Springs,  Dr.  William  B. 
Summers  of  Casper,  Dr.  Edmund  F.  Noyes  of 
Dixon  and  Dr.  Joseph  F.  Whalen  of  Evanston. 
The  House  of  Delegates  then  stood  in  a moment 
of  silent  tribute  to  those  doctors. 

Dr.  Benjamin  Gitlitz,  reporting  for  the  Nomi- 
nating Committee,  presented  the  names  of  Dr. 
Francis  Barrott  for  President  Elect,  Dr.  Silvio  J. 
Giovale  for  Vice  President,  Dr.  John  B.  Krahl 
for  Secretary,  Dr.  Carleton  D.  Anton  for  Treasurer. 


Dr.  Cecil  R.  Reinstein,  reporting  for  the  Polio- 
myelitis Committee,  stated  that  the  committee 
had  met  and  recommended  a change  in  the  im- 
munization schedule.  He  then  discussed  the  spe- 
cific schedule  recommended  by  the  committee. 
Dr.  Reinstein  requested  that  the  recommendations 
of  the  State  Health  Department,  approved  by  the 
Poliomyelitis  Committee,  be  approved  by  the 
House  of  Delegates  in  order  that  the  committee 
may  inform  every  physician  that  this  program  is 
jointly  approved  by  the  Health  Department  and 
the  Medical  Society.  It  was  moved  by  Dr.  John  H. 
Froyd  that  the  House  of  Delegates  endorse  the 
action  of  the  committee  and  the  schedule  as  out- 
lined by  Dr.  Reinstein.  Seconded  by  Dr.  R.  W. 
Holmes.  Motion  carried. 

President  Wilmoth  called  upon  Mr.  Byron 
Hirst,  legal  advisor  to  the  Society,  who  addressed 
the  House  of  Delegates  briefly. 

President  Wilmoth  introduced  Dr.  John  1.  Zarit 
of  Denver,  President  of  the  Colorado  State  Medical 
Society. 

Dr.  Beverly  T.  Mead  of  the  Department  of 
Psychiatry  at  the  University  of  Utah  addressed 
the  House  of  Delegates  on  mental  health.  He  dis- 
cussed the  project  started  in  a four-state  area,  in- 
cluding Wyoming,  for  psychiatric  education  of 
physicians  other  than  psychiatrists.  The  project 
was  then  discussed  by  Dr.  Jesse  E.  Simons.  It  was 
moved  by  Dr.  J.  S.  Hellewell  and  seconded  by 

continued  on  page  108 


1959-1960 

POST- 

GRADUATE 

COURSES 

Al)  courses  approved 
for  Category  ! credit 
— .A.A.G.P. 

Course  programs 
will  be  mailed 
one  month 
in  advance  of 
course  date 

For  more  mformation 
write . ■ 

Office  of 

Postgraduate  Affairs 

UNIViRSITY 
OF  NEBRASKA 
COLLEGE 
OF  MEDICINE 

42Bd  and  DEWEY 
OMAHA  5.  NEBRASKA 


September  28,  29  and  30 

Advanced 

February  25,  26 

Electrocar  di  ography 

In  cooperation  with 

The  Nebraska  Heart  Association 

Renal  Diseases 

October  23 

March  24 

Stroke  and  the 

General  Practitioner 

Psychiatry 
and  Neurology 

November  19 

March  31 

Psychiatry  and 
Neurology 

Obstetrics 

At  Lincoln  General  Hospital 

Lincoln,  Nebraska 

January  21,  22 

Obstetrics 
and  Gynecology 

In  cooperation  with 

Division  of  Maternal  and  Child  Health 
Nebraska  State  Health  Department 

April  4,  5 

Pediatrics 

In  cooperation  with 

Division  of  Maternal  and  Child  Health 
Nebraska  State  Health  Department 

February  21 

May  4 

Diabetes 

Fifth  Annual 

In  cooperation  with 

The  Nebraska  Diabetes  Association 

Trauma  Day 

for  September,  1959 
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new  hope  for  fetal  salvage  || 

deM 

i! 


The  results  of  administering  Delalutin 
before  the  12th  week  of  gestation  to  82 
women  with  habitual  abortion  were  reported 
recently  by  Reifenstein^  in  a compilation  of 
data  supplied  by  45  investigators.  Every 
patient  had  experienced  at  least  three  con- 
secutive abortions  immediately  preceding 
the  treated  pregnancy.  More  than  68%  of 
these  women  were  delivered  successfully  and 
uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with 
threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to 
term  without  progestational  therapy 

64%  of  42  pregnancies  were  salvaged 
by  progesterone 

83%  of  73  pregnancies  were  salvaged 
by  Delalutin 

Eichner,^  found  that  in  Delalutin-treated 
women,  fetal  salvage  of  infants  below  term 


weight  (1000  to  2000  gm.)  was  significantly  ifi 
improved.  108  (76%)  of  142  babies  of  this  i 
birth  weight  survived  without  mothers  receiv-  f 
ing  progestational  therapy,  while  16  (100%)  | 
of  16  babies  of  this  birth  weight  survived  with  0 
mothers  receiving  Delalutin  therapy.  A com-  p 
parison  study  was  made  of  a group  of  ffi 
repeated  aborters  treated  with  Delalutin,  ir 
and  a group  with  a similar  history  treated  i 
with  bed  rest  and  sedation.'^  Pregnancy  || 
salvage  with  Delalutin  was  twice  that  of  the  h 
control  group.  Delalutin  was  found  to  be  fii 
“highly  active”,  well-tolerated  and  long-  Jij 
acting. 

According  to  Tyler  and  Olson,®  “These  v j 
qualities  of  prolonged  action  and  relative 
freedom  from  local  reactions  make  li 
[Delalutin]  a generally  more  desirable  H 
therapeutic  agent  for  intramuscular  use  a 
than  progesterone  . . . .” 


DELALUTIN  BABIES  WHOSE  MOTHERS  WERE  HABITUAL  ABORTE 


Mary  Ann  Cribben 
Garden  City,  N.  Y. 


Randy  Sinis 
Denver,  Colo. 


Amy  Sue  Greenman 
Lincolnwood,  111. 


William  Peller 
Skokie,  111. 


Richard  Miller 
Denver,  Colo. 


Scott  Knudsen 
Norwich,  Vt. 


References : 1.  Reifenslein,  E.  C.  Jr.:  Annals  N.  Y.  Acad.  Sc.  71:762  (July  30)  1958.  2.  Boschann, 
H-W. : ibid.,  p.  727.  3.  Eichner,  E. : ibid.,  p.  787.  4.  Hodgkinson,  C.  P.  j Igna,  E.  J.,  and  Bukeavich, 
A.  P. : Am.  J.  Obst.  & Gynec.  76:279,  1958.  5.  Tyler,  E.  T.,and  Olson,  H.  J.iJ.A.M.A.  169:1843,  1959. 


,UTIN 


improved 

progestational 
therapy 


SQUIBB  HYDROPROGESTERONE  CAPROATE 

IDELJLUTIN  offers  these  advantages  over  other  progestational  agents: 

' ♦long-acting  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured 

I secretory  endometrium 

f ^no  androgenic  effect 

L •more  concentrated  solution  requiring  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 
•fewer  injections  required 

I »low  viscosity  makes  administration  easier 

jDELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  postpartum  after- 
j pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine  bleeding  not  associated 
with  genital  malignancy;  infertility  with  inadequate  corpus  luteum  function;  production  of 
j secretory  endometrium  and  desquamation  during  estrogen  therapy;  premenstrual  tension; 
dysmenorrhea;  cyclomastopathy,  mastodynia,  adenosis  and  chronic  cystic  mastitis. 


( Administration  and  dosage: 

I Because  of  its  low  viscosity,  Delalutin  may  be  admin- 
f istered  with  a small  gauge  needle  ( deep  intragluteal 
! injection).  Complete  information  on  administration 
! and  dosage  is  supplied  in  the  package  insert. 


Supply: 

Delalutin  is  available  in  vials  of  2 and  10  cc., 
each  containing  125  mg.  of  hydroxyproges- 
terone  caproate  in  sesame  oil,  and  benzyl 
benzoate. 


of  these  healthy,  normal  babies  was  born  by  a mother  with  a documented  previous  history 
t true  habitual  abortion,  who  was  treated  during  her  most  recent  pregnancy  with  DELALUTIN. 


Kenneth  Michael  Simonson 
Denver,  Colo. 


lanne  Verderosa 
Seajord,  N.  Y. 


J.  Gettemy 
Hartford,  Conn. 


Karen  Mary  Nederman 
East  Williston,  N.  Y. 


Daniel  A.  Fabrizio,  Jr. 
No.  Massapequa,  L.I.,  N.  Y, 


Sqjjibb 


Squibb  Quality — the  Priceless  Ingredient 


'OELALUTIN'^  IS  A SQUIBB  TRAOEMARI& 
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Dr.  W.  Andrew  Bunten  that  the  program  be  en- 
dorsed. Motion  carried. 

Dr.  Benjamin  Gitlitz,  reporting  for  the  Resolu- 
tions Committee,  presented  the  following  resolu- 
tions: 

Resolution  to  incorporate 

WHEREAS,  It  hereby  is  declared  to  be  in  the  best  interests 
of  the  Society  to  incorporate;  now,  therefore,  be  it 

RESOLVED,  That  the  President  hereby  is  to  file  with  the 
Secretary  of  State  a Certificate  of  Incorporation,  not  incon- 
sistent with  the  Constitution  and  By-laws  of  this  Society,  and 
otherwise  to  comply  with  the  laws  of  Wyoming  for  incorpora- 
tion of  non-profit  corporations;  and  be  it  further 

RESOLVED,  That  as  soon  as  incorporated,  this  Society 
shall  function  thereafter  as  a corporation. 

The  committee  recommended  that  the  resolu- 
tion do  pass.  It  was  moved  by  Dr.  P.  M.  Schunk 
that  the  resolution  be  adopted.  Seconded  by  Dr. 
J.  S.  Hellewell.  Motion  carried. 

Resolution 

WHEREAS,  The  Public  Health  Laboratory  has  been  under 
the  supervision  of  a medical  technician; 

WHEREAS,  The  best  interests  of  medicine  can  be  better 
served  by  a director  who  understands  the  importance  and 
Interpretation  of  diagnostic  aids;  therefore,  be  it 

RESOLVED,  That  the  Hbuse  of  Delegates  of  the  State 
Medical  Society  recommend  to  the  Director  of  Public  Health 
that  the  State  Health  Laboratory  be  placed  under  the  super- 
vision of  a Doctor  of  Medicine,  experienced  in  laboratory 
procedures  if  and  when  available. 

The  committee  recommended  that  the  resolu- 


tion do  pass.  It  was  moved  by  Dr.  R.  W.  Holmes 
and  seconded  by  Dr.  John  H.  Froyd  that  the  reso- 
lution pass.  Motion  carried. 

Resolution 

BE  IT  RESOLVED,  That  the  following  sequence  of  actions 
be  taken  in  the  election  of  physician  members  to  the  Blue 
Shield  and  Blue  Cross  Board  of  Trustees: 

1.  The  Presidents  of  Wyoming  Blue  Shield  and  Blue  Cross 
shall  notify  the  President  of  the  State  Medical  Society  of 
any  existing  doctor  vacancies  on  the  Boards  of  Trustees. 

2.  The  President  of  the  State  Medical  Society  shall  request 
each  County  Society  to  submit  one  nominee  to  fill  the  existing 
vacancies. 

3.  The  Presidents  of  the  component  County  Medical  Soci- 
eties shall  hold  such  elections  and  forward  the  names  of  the 
nominees  to  the  President  of  the  Wyoming  State  Medical 
Society. 

4.  The  President  of  the  State  Medical  Society  shall  then 
in  turn  present  the  list  of  nominees  to  the  House  of  Delegates 
of  the  State  Medical  Society  and  from  this  list  the  Delegates 
shall  name  two  members  for  each  existing  vacancy. 

5.  The  President  of  the  State  Medical  Society  shall  then 
forward  the  list  of  nominees  thus  selected  to  the  Presidents 
of  Blue  Shield  and  Blue  Cross. 

6.  The  Boards  of  Trustees  of  Blue  Shield  and  Blue 
Cross  shall  select  one  nominee  from  each  of  two  nominees 
presented  for  their  consideration. 

BE  IT  FURTHER  RESOLVED,  That  a Trustee  having 
served  one  term  shall  be  eligible  for  renomination  and  re- 
election  by  the  Boards  of  Trustees  of  Blue  Shield  and  Blue 
Cross  without  repeat  approval  by  the  State  Medical  Society. 

The  committee  recommended  that  the  resolu- 
tion do  pass. 

It  was  moved  by  Dr.  P.  M.  Schunk  that  the 
resolution  be  adopted. 

Resolution 

BE  IT  RESOLVED,  That  the  House  of  Delegates  instruct 


^ PERFECT! 

...  in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Broohridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  Ciiy  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


• • • 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 

is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
1 6,  N.  Y.  • Montreal,  Canada 


the  President  of  the  State  Medical  Society  to  inquire  carefully 
into  the  need  for  and  the  cost  of  a Public  Relations  Program 
to  be  carried  out  by  a professional  agency  acting  in  behalf 
of  the  State  Medical  Society.  Such  a report  should  be  com- 
pleted in  enough  detail  to  allow  the  Council  of  the  State 
Medical  Society  to  consider  and  make  recommendation  on 
these  two  points  and  then  present  the  entire  program  to  the 
next  Annual  Meeting  of  the  House  of  Delegates. 

The  Resolutions  Committee  recommended  that 
the  resolution  do  pass.  It  was  moved  by  Dr.  Silvio 
J.  Giovale  that  the  resolution  do  pass.  Seconded 
by  Dr.  W.  Andrew  Bunten.  Motion  carried. 

Resolution 

TRIBUTE  TO  JOSEPH  WHALEN,  M.D. 

WHEREAS,  Joseph  Whalen,  M.D.,  member  of  the  Wyoming 
State  Medical  Society  since  1929; 

WHEREAS,  He  served  as  Superintendent  of  the  Wyoming 
State  Hospital  at  Evanston  since  1936,  except  for  military 
leave  during  World  War  II  (1942-1946);  and 

WHEREAS,  He  served  for  many  years  as  Councilor  to 
Blue  Shield  and  Blue  Cross;  and 

WHEREAS,  It  is  the  desire  of  the  members  of  the  Wy- 
oming State  Medical  Society  to  express  their  appreciation 
for  his  many  years  as  a devoted  physician  in  treating  the 
mentally  ill  and  maintaining  a close  relationship  with  private 
medicine  and  to  make  it  a matter  of  permanent  record;  there- 
fore, be  it 

RESOLVED,  That  this  tribute  to  Joseph  Whalen,  M.D.,  be 
placed  in  the  minutes  of  the  Fifty-Sixth  Annual  Meeting  of 
The  Wyoming  State  Medical  Society,  and  that  a copy  should 
be  mailed  to  his  surviving  daughter. 

The  Resolutions  Committee  recommended  that 
the  resolution  do  pass.  It  was  moved  by  Dr.  W. 
Andrew  Bunten  that  the  resolution  do  pass.  Sec- 
onded by  Dr.  Paul  R.  Holtz.  Motion  carried. 


Resolution  submitted  by  Natrona  County 

RESOLVED,  That  the  Wyoming  State  Medical  Society  ap- 
prove the  principle  of  providing  medical  care  for  welfare 
patients  within  the  state  borders  whenever  this  is  possible. 

RESOLVED  FURTHER,  That  when  such  care  is  not  avail- 
able within  the  state,  the  physician  responsible  for  care  shall 
so  certify  to  the  State  Welfare  Department  prior  to  arranging 
out-of-state  medical  care.  If  such  care  proves,  in  fact,  to  be 
available  in  Wyoming,  the  Welfare  Department  should  so 
inform  the  attending  physician.  It  is  noted  that  exceptional 
circumstances  may  arise  when  geographic  or  climatic  condi- 
tions will  make  out-of-state  care  more  practical,  and  that 
in  such  instances  proper  exception  should  be  made. 

It  was  moved  by  Dr.  P.  M.  Schunk  that  the 
resolution  be  adopted.  Seconded  by  Dr.  W.  Andrew 
Bunten.  Motion  carried. 

Resolution  submitted  by  Drs.  Trickman, 

Mattson,  Lowe,  Holmes  and  Phibbs 

WHEREAS,  It  is  well  known  to  the  members  of  the 
Wyoming  State  Medical  Society  that  many  volunteer  health 
agencies  are  now  operating  in  Wyoming  independent  of  each 
other ; and 

WHEREAS,  There  is  considerable  duplication  of  adminis- 
trative efforts,  fund  raising  and  travel;  and 

WHEREAS,  The  fields  of  health  education  and  community 
health  service  are  of  vital  interest  to  the  State  Medical  Society 
and  constitute  one  of  the  most  rewarding  efforts  in  the  realm 
of  public  relations;  and 

WHEREAS,  An  effort  is  being  made  by  several  volunteer 
health  agencies  to  amalgamate  their  facilities  and  resources; 
therefore,  be  it 

RESOLVED,  That  the  Wyoming  State  Medical  Society 
appoint  a committee  to  study  the  problems  in  this  field  and 
cooperate  with  efforts  being  made  to  insure  more  efficient 
operation  on  the  state  level. 

There  was  no  recommendation  by  the  Resolu- 
tions Committee.  After  much  discussion  it  was 
moved  by  Dr.  W.  Andrew  Bunten  that  the  resolu- 
tion be  adopted.  Seconded  by  Dr.  Robert  H. 
Bowden.  Motion  carried. 

Resolution  (not  adopted) 

WHEREAS,  The  Dependents  Medical  Care  Act  was  inaugu- 
rated for  the  avowed  purpose  of  improving  troop  morale  by 
provision  of  so-called  industrial  type  “fringe  benefits”;  and 

WHEREAS,  The  original  program,  which  was  generally 
satisfactory  to  the  patient  and  doctor  alike,  has  been  altered 
by  Congressional  and  Office  of  Dependent  Medical  Care  action 
to  the  point  where  the  basic  tenets  of  the  plan  have  been 
abandoned;  and 

WHEREAS,  The  physicians  of  this  state  have  given  their 
support  and  cooperation  to  the  proposal  which  some  deemed 
to  be  at  variance  with  their  ideals  of  private  enterprise,  only 
to  have  the  program  reduced  to  a confusing  half -entity; 
now,  therefore,  be  it 

RESOLVED,  That  the  Wyoming  State  Medical  Society 
assert  its  opposition  to  the  new  “Medicare”  program  as  being 
unwieldy,  unsatisfactory,  and  far  from  the  original  intent  of 
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the  program  and  that  the  following  recommendations  be  con- 
sidered: 

1.  Complete  eradication  of  the  Medicare  program. 

2.  Creation  of  a group  insurance  program  for  military  de- 
pendents allowing  free  choice  of  military  or  civilian  facilities. 

3.  Return  to  the  original  program  with  adequate  appropria- 
tions for  its  maintenance. 

BE  IT  FURTHER  RESOLVED,  That  copies  of  this  resolu- 
tion be  forwarded  to  the  Board  of  Trustees  of  the  American 
Medical  Association,  and  the  several  State  Medical  Associa- 
tions. 

There  was  no  recommendation  by  the  Resolu- 
tions Committee.  The  resolution  was  discussed  by 
Dr.  John  I.  Zarit,  President  of  the  Colorado  State 
Medical  Society.  It  was  moved  by  Dr.  Paul  R. 
Holtz  and  seconded  by  Dr.  Gerald  Smith  that  the 
resolution  be  rejected  and  not  passed.  Motion 
carried. 

Resolution 

WHEREAS,  The  Wyoming  State  Medical  Society  in  its 
Fifty-Sixth  Annual  Meeting  assembled  at  Jackson  Lake  Lodge, 
Wyoming,  this  June  11,  12,  13,  1959,  has  enjoyed  a most 
successful  convention;  and 

WHEREAS.  The  Scientific  Program  has  been  of  very  high 
quality  with  outstanding  speakers,  and  several  worthy  ex- 
hibits; and 

WHEREAS,  The  hospitality  of  the  personnel  of  the  Jackson 
Lake  Lodge  has  been  shown  in  many  ways,  adding  to  the 
comfort  and  enjoyment  of  all  members  and  guests;  and 

WHEREAS,  The  commercial  exhibitors  have  contributed 
very  materially  to  the  success  of  the  convention  by  their 
cooperation  and  devotion  to  the  needs  of  the  doctors;  and 

WHEREAS,  Special  recognition  is  due  President  L.  Harmon 
Wilmoth  for  the  many  ways  his  leadership  and  efforts  have 
insured  the  success  of  the  meeting;  and 

WHEREAS.  Special  recognition  is  due  Arthur  R.  Abbey, 
Executive  Secretary,  for  his  tireless  attention  to  myriad 
details,  efficiency,  foresight,  and  customary  good  will,  and 
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WHEREAS,  The  Wyoming  Division  of  the  American  Cancer 
Society  has  made  an  excellent  contribution  to  the  meeting 
by  providing  one  of  the  speakers;  and 

WHEREAS,  The  American  Academy  of  General  Practice 
has  made  an  excellent  contribution  to  the  meeting  by  provid- 
ing one  of  the  speakers;  and 

WHEREAS,  Many  of  the  officers  and  committee  members 
of  the  Society  have  worked  with  diligence  and  devotion 
throughout  the  year  to  make  possible  the  considerable 
achievements  of  the  Society;  and 

WHEREAS,  Our  Society  has  been  additionally  honored  by 
delegations  from  Colorado,  including  the  President  of  its 
State  Society,  John  Zarit,  M.D.;  from  Billings,  Montana,  its 
President,  H.  T.  Carraway,  M.D.,  and  from  Utah,  U.  R. 
Bryner,  M.D.,  President  of  The  Utah  State  Medical  Associa- 
tion, and  several  more  distant  states;  and 

WHEREAS,  The  success  and  the  charm  of  the  convention 
is  greatly  enhanced  by  the  presence  and  valued  loyalty  of 
the  Ladies’  Auxiliary;  therefore,  be  it 

RESOLVED,  That  the  members  of  the  House  of  Delegates 
of  The  Wyoming  State  Medical  Society  assembled  do  take 
this  opportunity  to  unanimously  express  their  deep  appVecia- 
tion  for  all  of  the  matters  heretofore  contained. 

The  Resolutions  Committee  recommended  that 
the  resolution  do  pass.  It  was  moved  by  Dr.  Gerald 
Smith  and  seconded  by  Dr.  H.  B.  Anderson  that 
the  resolution  pass.  Motion  carried. 

Dr.  Benjamin  Gitlitz,  reporting  for  the  Time 
and  Place  Committee,  stated  that  the  1960  dates 
had  already  been  set  for  September  7,  8,  9 and  10, 
at  Jackson  Lake  Lodge;  that  the  tentative  dates 
for  Jackson  Lake  Lodge  for  1961  were  September 
6,  7,  8 and  9.  After  some  discussion  it  was  moved 
by  Dr.  Robert  H.  Bowden  that  the  1961  convention 
be  held  at  Moran,  Wyoming,  at  the  Jackson  Lake 
Lodge  on  the  dates  mentioned  in  the  report  and 
that  unless  there  is  opposition  that  the  convention 
site  continue  from  year  to  year  on  that  basis. 
Seconded  by  Dr.  R.  W.  Holmes.  Motion  carried. 

President  L.  Harmon  Wilmoth  called  upon  Mr. 
Harvey  T.  Sethman,  Executive  Secretary  of  the 
Colorado  State  Medical  Society,  who  addressed  the 
House  of  Delegates.  Mr.  Sethman  discussed  and 
reported  on  the  business  aspect  and  financial  con- 
dition of  the  Rocky  Mountain  Medical  Journal. 
He  also  stressed  the  need  for  more  scientific 
articles  from  Wyoming,  stating  that  during  the 
past  year  there  were  only  three.  Mr.  Sethman 
announced  for  Dr.  Lewis  C.  Benesh,  District  Coun- 
cilor for  the  Industrial  Medical  Association,  that 
an  Industrial  Medical  Association  would  be  or- 
ganized in  the  near  future  and  that  those  physi- 
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cians  interested  in  industrial  work  would  be  wel- 
come in  such  organization. 

Dr.  R.  W.  Holmes  spoke  briefly  in  connection 
with  the  report  of  the  Wyoming  tuberculosis  prob- 
lems and  asked  for  the  House  of  Delegates’  sup- 
port in  proceeding  along  the  lines  suggested  in 
the  report,  as  a continuing  committee.  It  was 
moved  by  Dr.  H.  B.  Anderson  that  the  report  be 
approved  and  such  support  be  evidenced  by  the 
House  of  Delegates.  Seconded  by  Dr.  Brendan 
Phibbs.  Motion  carried. 

It  was  moved  by  Dr.  R.  W.  Holmes  and  second- 
ed by  Dr.  W.  Andrew  Bunten  that  all  committee 
reports,  not  previously  acted  upon  individually, 
be  approved  by  the  House  of  Delegates.  Motion 
carried. 

Dr.  L.  Harmon  Wilmoth  then  delivered  the 
President’s  address  which  was  most  enthusiastical- 
ly received  by  the  House  of  Delegates.* 

Mr.  Arthur  R.  Abbey  read  a telegram  received 
from  Dr.  Bernard  J.  Sullivan,  then  in  attendance 
at  the  A.M.A. 

After  some  discussion  it  was  moved  by  Dr. 
R.  W.  Holmes  and  seconded  by  Dr.  H.  B.  Anderson 
that  the  annual  dues  be  increased  from  $25.00  to 
$50.00  in  accordance  with  the  recommendation  of 
the  Councilors.  Motion  carried. 

Dr.  J.  S.  Hellewell  moved  that  the  Councilors 


‘Published  in  the  August,  1959,  issue  of  this  Journal,  page 
35  et  seq. 


be  allowed  travel  expense  to  Council  meetings, 
excluding  the  annual  State  Meeting.  After  some 
discussion  it  was  announced  by  Mr.  Abbey  that 
state  officers  were  considered  to  be  Councilors. 
Seconded  by  Dr.  Paul  R.  Holtz.  Motion  carried. 

After  considerable  discussion  it  was  suggested 
that  the  recommended  professional  qualifications 
requirement  for  membership  in  the  Association  be 
referred  to  the  Public  Policy  and  Legislative  Com- 
mittee for  further  study.  It  was  so  moved  by  Dr. 
Benjamin  Gitlitz  and  seconded  by  Dr.  Silvio  J. 
Giovale.  Motion  carried. 

Dr.  R.  W.  Holmes  stated  that  he  did  not  feel 
that  the  House  of  Delegates  had  a factual  report 
on  the  No  Fee  Schedule  Plan  and  he  moved  that 
the  incoming  President  appoint  a committee  con- 
sisting of  at  least  one  or  two  representatives  of 
the  Blue  Shield  Fee  Schedule  Committee  to  look 
into  this  plan  again,  along  with  Mr.  Abbey  or  Dr. 
Barrett,  whoever  would  be  the  other  representa- 
tive of  the  Blue  Shield.  Seconded  by  Dr.  Robert 
H.  Bowden.  Motion  carried. 

It  was  suggested  that  some  effort  be  made  to 
arrange  a special  event  for  the  detail  men  at  the 
next  annual  meeting.  It  was  so  moved  by  Dr. 
Robert  H.  Bowden.  Seconded  by  Dr.  Benjamin 
Gitlitz.  Motion  carried. 

The  next  order  of  business  was  the  election  of 
officers.  Dr.  Francis  Barrett  was  nominated  for 
President  Elect  by  the  Nominating  Committee. 

continued  on  page  119 
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case  profile  no.  2758* 

A middle-aged  man  had  intermittent 
low  back  pain  attributed  to  injuries  re- 
ceived in  an  automobile  accident  three 
years  ago.  The  pain  radiated  down  both 
legs,  making  the  patient  walk  bent  over. 
He  also  had  difficulty  in  getting  out  of 
bed  and  had  to  pull  his  knees  up  and 
roll  out.  Any  heavy  lifting  precipitated 
a new  attack,  and  he  tired  easily. 

Findings  on  x-ray  of  the  thoracic 
and  lumbar  spine  were  negative.  All 
other  laboratory  studies  were  within 
normal  limits.  A herniated  disc,  though 
still  a possibility,  was  temporarily  ruled 
out  by  the  neurologic  examination.  Pre- 
vious treatment  consisted  of  analgesics, 
steroids  (without  success),  and  nar- 
cotics during  severe  attacks. 

On  a dosage  of  Trancopal,  100  mg. 
t.i.d.,  this  patient  is  able  to  walk  around 
almost  normally  and  carry  on  his  regu- 
lar activities  as  long  as  he  does  not 
overdo.  He  has  received  Trancopal  for 
over  seven  months  with  excellent  relief 
of  symptoms.  There  have  been  no  side 
effects. 

* Clinical  Reports  on  file  at  the  Department  of 
Medical  Research,  Winthrop  Laboratories. 


case  profile  no.  3347* 

A 35-year-old  housewife  had  a history 
of  severe  dysmenorrhea  and  premen- 
strual tension.  Menarche  occurred  at  the 
age  of  14.  She  is  a gravida  2,  para  1.  Her 
menstrual  cycle  is  fairly  regular,  and 
previous  medical  history  indicates  no 
apparent  abnormalities.  Findings  on 
pelvic  examination  were  negative.  Severe 
tension  and  irritability  routinely  oc- 
curred from  two  to  seven  days  before 
and  during  menstruation.  Cramping  was 
experienced  for  all  three  days  of  the  men- 
strual period.  Analgesic  preparations 
provided  limited  symptomatic  relief. 

Trancopal,  200  mg.  t.i.d.,  was 
prescribed  for  dysmenorrhea.  It  not 
only  has  relieved  the  severe  cramping, 
but  has  provided  a welcome  relief 
from  the  irritability  accompanying  it. 
Because  of  these  excellent  results,  Tran- 
copal also  was  prescribed  for  her  tense- 
ness during  the  premenstrual  period 
with  a most  gratifying  response. 

This  patient  has  successfully  re- 
mained on  the  above  regimen  for  over 
six  months  without  adverse  effects. 
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There  being  no  further  nominations  from  the 
floor,  it  was  moved  by  Dr.  R.  W.  Holmes  that  the 
nominations  be  closed  and  that  the  Secretary  be 
instructed  to  cast  a unanimous  ballot  for  Dr. 
Francis  Barrett.  Seconded  by  Dr.  Benjamin  Gitlitz. 
Motion  carried. 

Dr.  Silvio  J.  Giovale  was  nominated  for  Vice 
President  by  the  Nominating  Committee.  There 
being  no  further  nominations  from  the  floor,  it 
was  moved  by  Dr.  Frederick  H.  Haigler  that  the 
nominations  be  closed  and  that  the  Secretary  be 
instructed  to  cast  a unanimous  ballot  for  Dr.  Silvio 
J.  Giovale.  Seconded  by  Dr.  J.  S.  Hellewell.  Mo- 
tion carried. 

Dr.  H.  B.  Anderson  announced  that  he  had 
talked  to  Dr.  John  B.  Krahl  and  that  Dr.  Krahl 
requested  his  name  be  withdrawn  from  nomina- 
tion for  Secretary.  Dr.  John  H.  Froyd  nominated 
Dr.  Frederick  H.  Haigler  for  Secretary.  There 
being  no  further  nominations  from  the  floor,  it 
was  moved  by  Dr.  J.  S.  Hellewell  and  seconded 
by  Dr.  W.  Andrew  Bunten  that  the  nominations 
be  closed  and  a unanimous  ballot  be  cast  for  Dr. 
Haigler.  Motion  carried. 

The  Nominating  Committee  nominated  Dr. 
Carleton  D.  Anton  for  Treasurer.  Dr.  J.  S.  Helle- 
well suggested  that  while  Dr.  Anton  had  expressed 
his  willingness  to  accept  the  office  again,  that 
he  should  be  elected  to  some  higher  office  next 
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year.  There  being  no  further  nominations  from 
the  floor,  it  was  moved  by  Dr.  Benjamin  Gitlitz 
and  seconded  by  Dr.  N.  E.  Morad  that  the  nomina- 
tions be  closed  and  the  Secretary  instructed  to 
cast  a unanimous  ballot  for  Dr.  Anton.  Motion 
carried. 

Since  there  were  two  vacancies  in  the  member- 
ship on  the  Rocky  Mountain  Medical  Conference 
Continuing  Committee,  one  occasioned  by  the 
death  of  Dr.  Earl  Whedon  and  one  by  the  expira- 
tion of  the  term  of  Dr.  W.  W.  Elmore,  Dr.  John 
H.  Froyd  was  nominated  by  Dr.  Francis  Barrett 
and  Dr.  J.  S.  Hellewell  was  nominated  by  Dr. 
Benjamin  Gitlitz.  There  being  no  further  nomina- 
tions from  the  floor,  Dr.  R.  W.  Holmes  moved  and 
Dr.  W.  Andrew  Bunten  seconded,  that  the  nomina- 
tions be  closed  and  the  Secretary  be  instructed 
to  cast  unanimous  ballots  for  both  nominees.  Mo- 
tion carried.  Dr.  Froyd  was  designated  to  serve 
for  one  year  and  Dr.  Hellewell  to  serve  for  three 
years. 

Past  President  Dr.  Paul  R.  Holtz  conducted 
newly  elected  President  Dr.  Benjamin  Gitlitz  to 
the  rostrum  where  he  accepted  the  President’s 
gavel  from  Past  President  Dr.  L.  Harmon  Wil- 
moth. 

It  was  moved  by  Dr.  R.  W.  Holmes  and  second- 
ed by  Dr.  John  H.  Waters  that  the  meeting  be 
adjourned.  Motion  carried. 


American  Association  of 
Medical  Assistants 
By  Halite  Cummins,  R.R.L.* 

More  and  more  doctors  throughout  the  country 
are  coming  to  know  what  the  American  Associa- 
tion of  Medical  Assistants  is  doing  to  assist  with 
the  education  and  know-how  of  their  members, 
and  more  and  more  interest  is  being  shown  by  the 
medical  societies,  both  county  and  state. 

A central  office  with  an  Executive  Secretary 
has  been  opened  in  Chicago  and  members  are 
offered  a salary  replacement  insurance  plan  com- 
parable to  plans  offered  to  the  medical  profession. 

Plans  are  under  way  for  educational  courses 
which  will  be  offered  to  those  presently  working 
in  the  field  and  to  those  interested  in  entering  the 
field  as  medical  assistants.  The  work  in  the  doc- 
tor’s office  is  highly  specialized  and  trained  medi- 
cal assistants  are  necessary  to  assist  the  doctor 
and  to  relieve  him  of  many  of  the  details  which 

continued  on  page  126 

*Chairman,  Public  Relations  Committee,  American  Association 
of  Medical  Assistants. 
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The^ 


unique 


burden  of 
depression... 
opens  the  way 
for  a sunnier 
outiook 


NiAMiD,  in  extensive  clinical  trials,  has  not  been 
associated  with  the  hepatotoxic  reactions  observed 
llh'the  Brsto^JSe  monoamine  oxidase  inhibitors. 

ons  have  not  been  seen  with  niamid. 


*trademark  for  brand  of  nialamide 


Acute  and  chronic  toxicity  studies  show  this  dis- 
tinctive freedom  from  toxicity.  Moreover,  during 
the  extensive  clinical  trials  of  NIAMID  by  a large 
number  of  investigators,  not  only  has  no  liver  dam- 
age been  reported,  but  only  in  a very  few  isolated  | 
instances  have  hypotensive  effects  been  seen. 

bsence  of  toxicity  may  be  the  result  of  the  | 
amide  group  in  the  niamid  molecule, 
y explain  why  NIAMID  is  excreted  | 
largely  unchanged  in  the  urine,  with  only  insignifi- 
cant quantities  of  potentially  free  hydrazine  being  I 
formed.  Previously,  where  a monoamine  oxidase  | 
inhibitor  had  been  associated  with  hepatic  toxicity, 
there  was  some  evidence  that  substantial  quantities 
of  free  hydrazine  were  formed  in  the  body. 

iackground  of  NIAMID 

ior  advance  in  the  treatment  of  mental  de- 
pressiOT  came  with  a newer  understanding  of  the 
influence  of  brain  serotonin  and  norepinephrine  on 
the  mood.  Levels  of  both  these  neuro-hormones  are 
decreased  in  animals  under  experimental  condi- 
tions analogous  to  depression;  relief  of  these  model 
depressions  is  seen  with  a rise  in  the  levels  of  both  | 
serotonin  and  norepinephrine. 

A second  advance  came  with  the  development  of  I 
monoamine  oxidase  inhibitors,  substances  which 
raise  the  cerebral  level  of  both  serotonin  and  nor- 
epinephrine. The  first  of  the  amine  oxidase  inhibi- 
tors raised  the  cerebral  level  of  serotonin,  but  did 
not  appear  to  raise  that  of  norepinephrine  levels] 
proportionately. 


Science  for  the  world’s  well-being ' 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


New  areas  of  therapy 

NIAMID  is  clinically  effective  in  a broad  range  ol 
depressive  states,  including;  involutional  melan- 
cholia, senile  depression,  postpartum  depression^ 
reactive  depression,  the  depressive  stage  of  manic! 
depressive  disease,  and  schizophrenic  depressive 
reaction. 

A wide  variety  of  psychoneurotic  depressions  seen 
in  general  practice  also  respond  effectively  to 
NIAMID.  Depression  associated  with  the  menopause 
and  with  postoperative  states,  and  depression  ac- 
companying chronic  or  incurable  diseases  sugh  as. 
gastrointestinal  and  cardiovascular  disorders,  ar-/ 
thritis,  and  inoperable  cancer,  can  now  be  treated 
successfully  with  NIAMID. 

lAMiD  is  also  strikingly  effective  for  many  com- 
plaints, mild  or  severe,  vague  or  well  defined,  when 
due  to  masked  depression  rather  than  to  organic 
disease.  This  masked  depression  may  take  the  form 
of  guilt  feelings,  crying  spells  or  sadness,  difficulty 
in  concentration,  loss  of  energy  or  drive,  insomnia, 
emotional  fatigue,  feelings  of  hopelessness  or  help- 
lessness, loss  of  interest  in  normal  activity,  listless- 
ness, apprehension  or  agitation,  and  loss  of  appetite 
and  weight. 


have  had  some  measure  of  I 
in  many  of  these  areas,  NIAMID  now! 
the  practicing  physician  a new,  safe  drug  for] 
specific  treatment  of  depression  without  the] 
risk  of  increasing  the  depressive  symptoms.  j 


Lifts  the 


New  safety 


Attention  at  Pfizer  Research  was  then  directed  to 
a new  drug  that  would  overcome  this  disadvantage. 
NIAMID  significantly  raises  the  cerebral  level  of 
both  serotonin  and  norepinephrine  under  experi- 
mental conditions. 

The  dramatic  discovery  of  niamid  now  makes 
available  an  extremely  effective,  safe  antidepres- 
sant for  the  successful  treatment  of  a full  range 
of  depressive  states. 

Precautions 

Side  effects  are  most  often  minor  and  mild  mani- 
festations of  central  nervous  system  stimulation, 
modifiable  by  reduction  in  dosage;  these  may  take 
the  form  of  restlessness,  insomnia,  headache,  weak- 
ness, vertigo,  dry  mouth,  and  perspiration.  Care 
should  be  taken  when  NIAMID  is  used  with  chloro- 
thiazide compounds,  since  hypotensive  effects  have 
been  noted  in  some  patients  receiving  combined 
therapy— even  though  hypotension  has  rarely  been 
noted  with  niamid  alone.  There  has  been  no  evi- 
dence of  liver  damage  in  patients  on  niamid;  how- 
ever, in  patients  who  have  any  history  of  liver 
disease,  the  possibility  of  hepatic  reactions  should 
be  kept  in  mind. 

Dosage  and  Administration 

Start  with  75  mg.  daily  in  single  or  divided  doses. 
After  a week  or  more,  revise  the  daily  dosage  up- 
ward or  downward,  depending  upon  the  response 
and  tolerance,  in  steps  of  one  or  one-half  25  mg. 
tablet.  Once  satisfactory  response  has  been  attained, 
the  dosage  of  niamid  may  be  reduced  gradually  to 
the  maintenance  level. 

The  therapeutic  action  of  NIAMID  is  gradual,  not 
immediate.  Many  patients  respond  within  a few 
days,  others  satisfactorily  in  7 to  14  days.  Some 
patients,  particularly  chronically  depressed  or  re- 
gressed psychotics,  may  need  substantially  higher 
dosages  (as  much  as  200  mg.  daily  has  been  used) 
and  prolonged  administration  before  responses  are 
achieved. 

Supply 

NIAMID  is  available  in:  25  mg.,  pink,  scored  tablets 
in  bottles  of  100;  and  100  mg.,  orange,  scored  tablets 
in  bottles  of  100. 

References 

Complete  bibliography  and  Professional  Informa* 
tion  Booklet  are  available  on  request. 
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NIAMID 

the  mood  brightener 


Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’‘’°  Studies  performed  in  conjunction  with 
gastrectomy'*’^  and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between 
rugae.  Reactions  varying  from  mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.^’'*’^  This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer.-* 


CALURIN  Is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 


high  solubility  forestalls  gastric  irritation  or  damage 


Regular  aspirin  crystals  24  hours  Calurin  crystals  in  solution  one  min- 

after  being  mixed  into  water.  ute  after  being  mixed  into  water. 


CALURIN 

STABLE  SOLUBLE  C ALC 1 U M -AC  ETYLS  ALl  CYLATE- C AR  B AM  I D E 


Particle-induced  ulceration  — section  through 
lesion  found  in  gastrectomy  specimen.  An  aspirin 
particle  was  found  firmly  imbedded  in  this  under- 
mined erosion.  Such  lesions  may  be  associated 
with  the  relative  insolubility  of  aspirin,  which 
remains  in  particulate  form  after  dispersion  in 
gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  avail- 
able for  absorption  into  the  systemic  circulation. 
Salicylate  blood  levels  in  12  subjects  receiving 
both  Calurin  and  plain  aspirin  were  found  to  rise 
more  than  twice  as  high  within  ten  minutes  fol- 
lowing Calurin.  Also,  these  levels  persisted 
higher  for  at  least  two  hours.” 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 

1 High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage 
is  of  special  importance  in  arthritis  and  other  conditions  requiring 
high-dosage,  long-term  therapy. 

2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic, 
anti-pyretic,  anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

4 Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if 
desired  — an  advantage  for  patients  requiring  aspirin  administration 
during  the  night  and  for  pediatric  patients. 


Dosage:  Each  tablet  of  Calurin  is  equivalent  to  300 
mg.  (5  gr.)  of  acetylsalicylic  acid.  For  relief  of  pain 
and  fever  in  adult  patients,  the  usual  dose  of  Calurin 
is  1 to  3 tablets  every  4 hours,  as  needed;  in  arthritic 
states,  2 or  3 tablets  3 or  4 times  daily;  in  rheumatic 


fever,  3 to  5 tablets  4 or  5 times  daily.  For  children 
over  6 years,  the  usual  dose  is  1 tablet  every  4 hours; 
for  children  3 to  6 years,  Vz  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES:  i.  Waterson,  A.  P.:  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott, 

G.  A.  M.:  Gastroscopic  observation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach,  Lancet  2:1222,  1938. 
3.  Editorial  Comments:  The  effect  of  acetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir, 
A.,  and  Cossar,  I.  A.:  Aspirin  and  ulcer,  Brit.  M.  J.  2:7,  1955.  5.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet 
1:539,  1959.  6.  Schneider,  E.  M.:  Aspirin  as  a gastric  irritant,  Gastroenteroiogy  33:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff, 

H. :  Salicylate  therapy  in  rheumatic  diseases.  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco,  Calif.,  June,  1958.  8.  Batter- 

man,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsalicyiic  acid,  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.:  Laboratory 
and  clinical  studies  with  buffered  and  nonbuffered  acetylsalicylic  acid,  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin 
plain  and  buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of 
acetylsalicylic  acid  or  calcium  acetyisalicylate  to  human  subjects,  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharma- 
cology, Geo.  Washington  Univ.  School  of  Medicine,  Washington,  D.  C.,  Sept.  5,  1958.  ♦tradem*r« 
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Theominal  and  Luminal  (brand  of  phenobarbital), 
trademarks  reg.  U.S.  Pat.  Off. 


helping  the  hypertensive  to  help  himself... 

THEOMINArR.S. 


(Theominal  wifh  Rauwolfia  serpentina) 


■ Gradual  but  sustained  reduction 

of  blood  pressure 

■ Mild  bradycardic  action 

■ Alleviation  of  congestive 

headache,  vertigo,  dyspnea 

■ Relief  from  anxiety,  excitability, 

insomnia 

■ Sense  of  well-being 


Theobromine  320  mg. 

Luminal®  10  mg. 

Rauwolfia  serpentina 

alkaloids  (alseroxylon)  1.5  mg.* 


DOSAGE:  The  usual  dose  of  Theominal  R.S.  is 
1 tablet  two  or  three  times  daily.  When  improve- 
ment has  been  maintained  for  a time,  the  dose 
may  be  reduced  or  medication  suspended  occa- 
sionally until  resumption  is  indicated. 


SUPPLIED:  Bottles  of  100  and  500  tablets. 


* 0.3  mg.  reserpine  in 


UNIQUE 

ANTIARTHRITIC. 

ACTIVITY 


CLINICALLY 

PROVEN... 

POTENT.. .SAFE... 


BRAND  OF  CHOLINE  SALICYLATE,  PATENT  PENDING 


LIQUID 


“Our  most  striking  case  was  that  of  a 55  year  old  white  male  with  rheumatoid  arthritis, 
steroid  intoxication,  duodenal  ulcer,  taking  40  mg.  triamcinalone/day.  He  is  now  on  Choline 
Salicylate  [Arthropan]  alone  and  has  returned  to  work.”^ 

“In  a group  of  patients  who  habitually  develop  gastric  distress  to  moderate  dosages  of 
aspirin ...  all  tolerated  the  new  preparation  [Arthropan]  exceedingly  well...”^ 

“Patients  who  had  been  taking  steroid  preparations  before  using  Choline  Salicylate 
[Arthropan]  were  able  to  reduce  the  doses  (of  steroid)  and  in  some  instances  to  discontinue 
it  entirely.”^ 

“In  no  instances  did  gastrointestinal  symptoms  preclude  administration  of  Choline  Salicylate 

[Arthropan]. ”4 

These  reports  have  emanated  from  extensive  clinical  trials®  in  thousands  of  patients  by  more 
than  180  physicians. 


RECOMMENDED  DOSAGE:  (Adults  and  children  over  12  years)  As  an  anti-injiammatory  agent  in  rheumatoid 
arthritis  and  rheumatic  fever:  1-2  teaspoonfuls,  4 times  daily  at  onset  of  therapy.  As  an  analgesic  or  anti- 
pyretic; 1 to  2 teaspoonfuls,  3 to  4 times  daily. 


NOTE:  Unless  satisfactory  relief  is  obtained,  it  is  advisable  gradually  to  increase  dosage  by  increments  of 
1 teaspoonful  per  day  until  maximum  benefit,  vwthout  side  effects,  is  attained.  In  every  case  the  dosage 
should  be  adjusted  upwards  or  downwards  to  assure  full  therapeutic  activity  up  to  the  limit  of  the  patient’s 
tolerance  (in  the  absence  of  gastrointestinal  distress  or  early  salicylism). 

Because  of  the  special  chemical  structure  of  ‘Arthropan’,  alkalies  or  other  buffering  substances  are  not 
required  to  protect  the  stomach  wall  and  should  not  be  administered  with  ‘Arthropan’. 
supplied:  16  and  8 oz.  bottles.  Each  ml.  of  ‘Arthropan’  contains  174  mg.  of  Choline  Salicylate.  Each  tea- 
spoonful (5  ml.)  contains  870  mg. 

CITED  BEFEKENCEs:  1.  Clark,  G.  M.:  Personal  Communication,  1958.  2.  Feldman,  H.  A.:  Personal  Communication,  1958. 
3.  Scully,  E J.:  Treatment  of  Rheumatic  Disorders  with  Choline  Salicylate  (to  be  submitted  for  publication).  4.  Friedland, 
C.  K.:  Personal  Communication,  1958.  5.  Complete  data  available  on  request  to  the  Medical  Director. 
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National  affairs  cont.  from  page  IW 

are  a part  of  the  office  routine. 

The  Third  Annual  Meeting  of  the  Association 
will  be  held  in  Philadelphia,  October  16-18,  at  the 
Benjamin  Franklin  Hotel.  Medical  assistants  and 
doctors  are  invited  to  attend. 

Here  is  what  a representative  group  of  doctors 
have  to  say: 

Dr.  John  W.  Rice,  Jackson,  Michigan:  “We  in 
the  Michigan  State  Medical  Society  are  justly 
proud  of  the  Michigan  State  Medical  Assistants 
Society.  This  organization  has  come  from  a start 
in  1949  to  an  enthusiastic,  ambitious,  hard-working 
group  of  1,000  members  at  the  present  time.  The 
State  Medical  Society  in  Michigan  stands  squarely 
behind  the  medical  assistants  and  we  want  them 
to  produce  a standard  for  girls  working  in  our 
offices  that  is  so  high  that  it  will  become  a career 
program  for  high  school  graduates  to  shoot  at.” 

Dr.  Fred  Sternagel,  West  Des  Moines,  Iowa:  “I 
have  watched  with  a great  deal  of  satisfaction  the 
founding,  growth  and  development  of  the  Ameri- 
can Association  of  Medical  Assistants.  From  a 
small  beginning  a few  years  ago,  the  AAMA  has 
won  recognition  from  the  American  Medical  Asso- 
ciation and  the  State  Medical  Societies  of  21  states 
where  they  have  chapters. 

“I  have  watched  carefully  the  progress  of  this 


Association  and  observed  that  the  highest  stand- 
ards of  ethics  have  governed  its  activities.  Some 
few  physicians  who  disapprove  of  the  movement 
on  the  basis  that  it  tends  to  create  a union  and 
may  result  in  unreasonable  demands  by  assistants 
upon  their  employers  have  found  nothing  to  sub- 
stantiate their  fears. 

“One  of  the  principal  purposes  of  the  Associa- 
tion is  to  encourage  girls  engaged  in  this  activity 
to  become  better  educated,  better  trained,  better 
qualified  and  more  capable  employees  in  their 
chosen  vocation.” 

Dr.  Robert  L.  Schaeffer,  Allentown,  Pennsyl- 
vania: “The  practice  of  medicine  in  recent  years 
has  become  very  complicated,  and  the  work  of 
the  medical  assistant  employed  in  the  physician’s 
office  has  consequently  become  complex.  There 
are  many  facets  in  medical  practice  and  in  the 
work  of  the  doctor’s  assistant  so  that  an  efficient 
girl  must  be  trained  along  many  channels.  In  addi- 
tion to  the  particular  technical  knowledge  her 
doctor  requires,  she  must  know  the  principles  of 
public  relations,  professional  relations,  insurance 
such  as  Blue  Cross,  Blue  Shield,  and  the  various 
commercial  coverages,  and  she  should  understand 
taxes,  federal,  state  and  local. 

“The  American  Medical  Association  and  some 
state  and  county  societies  are  aware  of  the  need 
and  have  aided  the  medical  assistants  to  form  the 
American  Association  of  Medical  Assistants,  with 


many  component  state  and  local  groups.” 

Dr.  M.  E.  Smernoff,  Denver,  Colorado:  “It  has 
come  to  my  attention,  since  attending  the  National 
Convention  of  Medical  Assistants  last  October, 
that  many  doctors  are  skeptical  and  suspicious  of 
the  intentions  of  the  organization  we  now  so 
cherish.  What  is  the  advantage?  This  is  a common 
question.  Ideas  of  unionism,  demands  for  higher 
salaries,  prepaid  insurance,  sick  leave  and  spe- 
cialization have  become  rampant. 

“I  feel  that  the  doctors  have  not  been  made 
totally  aware  of  the  reasons  for  existence  of  the 
organization  so  completely  sponsored  by  all  local 
and  state  medical  societies,  as  well  as  the  Ameri- 
can Medical  Association. 

“An  organization  which  now  comprises  over 
6,000  dedicated  women  in  21  states  are  educating 
themselves  at  the  expense  of  time  and  money  to 
better  serve  the  medical  profession.  They  carry 
their  own  health  and  accident  insurance.  They  are 
becoming  more  adept  public  relations  servants. 
They  are  improving  their  poise  and  personal  ef- 
fects to  lure  and  retain  the  patient.  Their  code 
of  ethics  is  that  adopted  by  the  medical  profession. 
Further,  the  American  Association  of  Medical 
Assistants  is  striving  for  a standard  national  edu- 
cational program  which  will  eventually  offer  cer- 
tification and  registration  of  flexible  assistants 
who  will  become  unmistakable  assets  to  any  pro- 
fessional office  regardless  of  the  specialty.” 


Dr.  Robert  Allyn  Royster,  Evansville,  Indiana: 
“It  has  been  my  pleasure  to  have  been  closely 
associated  the  past  few  years  with  medical  assist- 
ants groups  on  a county,  state  and  national  level. 
The  aims  and  ideals  of  these  enthusiastic  groups 
are  outstanding  and,  in  1958,  the  American  Medi- 
cal Association  passed  a resolution  at  its  clinical 
meeting  in  Seattle,  Washington,  commending  the 
objectives  of  the  American  Association  of  Medical 
Assistants  and  its  component  chapters.” 

Dr.  Steward  H.  Smith,  San  Diego,  California: 
“For  several  years  I have  been  associated  with  the 
medical  assistants  group  in  San  Diego  County. 
More  recently  my  experience  has  broadened  into 
state-wide  and  national  scope. 

“The  greatest  asset  of  each  of  these  groups  is 
absolute  sincerity  of  purpose.  The  basic  reason 
for  organization  on  all  levels  has  been  the  desire 
of  the  members  to  further  their  education  in  this 
allied  medical  field.  This  desire  and  its  fulfillment 
means  that  the  medical  assistant  is  trying  to  do  a 
better  job  for  her  employer. 

“There  has  never  in  the  history  of  any  chapter, 
never  locally,  state-wide  or  nationally — I repeat, 
there  has  never  been  any  intent  or  even  desire 
to  organize  for  purposes  of  forming  a union.  This 
fact  is  not  known  by  all  medical  doctors.  The 
medical  assistants  are  recognized  and  sponsored 
by  the  County,  State  and  American  Medical  Asso- 
ciations.” 
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Book  Reviews 

Anatomy  for  Surgeons;  By  W.  Henry  Hollinshead,  Ph.D.  Vol. 
3:  The  Back  and  Limbs.  N.  Y.,  Hoeber-Harper,  1958.  901  p. 
Price:  $23.50. 

This  completes  the  three  volumes  of  anatomical 
texts  written  for  the  surgeon  and  surgical  resident. 
It  was  not  intended  for  the  medical  student.  The 
work  was  done  with  the  assistance  of  12  experi- 
enced consultants  from  various  clinical  sections, 
mainly  Orthopedic  Surgery  at  the  Mayo  Clinic. 
The  wealth  of  related  pathologic,  physiologic,  and 
operative  information,  combined  with  the  descrip- 
tive anatomy,  makes  for  easy  correlation  and 
understanding.  Some  such  combination  texts  lack 
sufficient  anatomical  detail  so  that  they  are  of 
limited  usefulness.  The  text  being  reviewed  does 
not  have  this  deficiency. 

The  illustrations  are  superb,  many  are  graphic, 
and  well  labeled.  The  lined  drawings  attempt  to 
gain  the  needed  third  dimension  for  practical  ana- 
tomical understanding.  To  everyone’s  advantage, 
the  author  has  freely  borrowed  classical  drawings 
and  illustrations  from  the  medical  literature.  The 
double  column  print  facilitates  rapid  reading  and 
quick  correlation  with  the  figures. 

Unquestionably  this  volume  will  prove  to  be 
a regular  and  helpful  source  book  for  the  surgeon 
doing  back  and  extremity  operative  procedures. 

John  D.  Leidholt,  M.D. 


Physical  Diagnosis:  By  F.  Dennette  Adams,  M.D.  14th  edition. 
Baltimore,  Williams  & Wilkins  Co.,  1958.  926  p.  Price:  $20.00. 

The  last  previous  edition  of  this  notable  work 
appeared  in  1942.  The  first  edition  by  a different 
author,  the  famed  Richard  C.  Cabot,  came  out  in 
1900.  Under  Dr.  Cabot’s  authorship,  “Physical 
Diagnosis”  was  the  standard  textbook  in  the 
field  from  the  beginning.  It  has  continued  as  one 
of  the  best,  under  Dr.  Adams. 

Any  physician  who  has  a problem  in  methods 
of  diagnosis,  whether  in  history-taking,  physical 
diagnosis  as  such,  or  special  examinations,  like 
the  technical  methods  of  joint  examinations  in 
arthritis,  examination  of  the  skin,  the  neurological 
examination  and  the  psychiatric  examination,  will 
find  an  answer  in  the  book.  Even  more  technical 
areas  of  diagnosis  including  electrocardiographic 
interpretation  and  x-ray  evaluation  are  given. 
Clinical  laboratory  methods  are  not  included.  Many 
of  the  early  textbooks  on  physical  diagnosis  did 
include  these  procedures  which  soon  became  so 
extensive  as  to  make  a separate  book  mandatory. 
“Physical  Diagnosis”  is  a reference  book  for  the 
medical  student,  but  an  active  textbook  for  the 
physician.  The  general  practitioner,  the  internist, 
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as  well  as  other  specialists  should  have  this  book 
in  his  own  working  library.  A recently  developed 
technic’  for  the  detection  of  small  amounts  of 
ascites  was  undoubtedly  omitted  because  it  was 
published  only  a few  months  ago.  The  procedure 
is  a brilliant  adaptation  of  the  methods  of  per- 
cussion and  auscultation. 

H.  Dumont  Clark,  M.D. 

“The  Psychology  of  Medical  Practice:  By  Marc  Hollender, 
M.D.  Philadelphia,  W.  B.  Saunders  Co.,  1958.  276  p.  Price: 
$6.50. 

Medical  education  is  often  charged  with  neg- 
lecting the  art  of  the  profession  in  training  the 
student.  Indeed  upon  completing  graduate  studies, 
the  young  doctor  may  soon  realize  that  he  is  far 
from  the  finished  product  he  would  have  himself 
be.  Time  and  experience  remain  necessary  to 
bring  maturation,  but  knowledge  and  application 
of  the  principles  stated  in  this  book  will  speed 
the  process. 

The  author  is  a professor  of  psychiatry  and 
there  are  important  contributions  by  an  internist, 
an  obstetrician  and  a pediatrician.  Common  spe- 
cific problems  arising  in  the  specialties  of  these 


^Lawson,  John  D.,  and  Weissbein,  Arthur  S.:  The  puddle 
sign — an  aid  in  the  diagnosis  of  minimal  ascites.  New  England 
Jour,  of  Med.,  260:652-654,  March  26.  1959. 
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men  plus  those  in  general  surgery  are  presented 
and  their  psychological  considerations  discussed. 
Throughout  the  work,  the  need  for  appreciation 
of  the  whole  patient  including  his  environment 
and  his  background  is  stressed.  And  so,  for 
example,  no  fixed  rule  can  ever  be  laid  down  as 
to  whether  or  not  the  cancer  patient  “should  be 
told,”  for  one  cancer  patient  is  totally  different 
from  the  next.  The  text  reads  easily  and  will  be 
of  profit  particularly  to  the  budding  practitioner. 

J.  Philip  Clarke,  M.D. 

Diseases  of  the  Colon  and  Anorectum:  Edited  by  Robert  Turell, 
M.D.  Philadelphia,  W.  B.  Saunders  Co.,  1959.  2 vols.  Price: 
$35.00. 

This  is  a two-volume  encyclopedia  of  the  func- 
tion and  diseases  of  the  colon  and  anorectum. 
It  is  very  comprehensive  and  lengthy  and  cer- 
tainly of  greater  value  as  a reference  than  as  a 
textbook.  It  will  be  of  most  help  to  the  general 
surgeon  who  performs  anorectal  surgery,  and  to 
proctologists. 

There  is  a most  interesting  chapter  on  Pediatric 
Proctology  which  has  long  been  lacking  in  text- 
books of  the  colon  and  anorectum. 

Thomas  F.  Jacques,  M.D. 

Now  or  Never,  the  Promise  of  the  Middle  Years:  By  Smiley 
Blanton,  M.D.,  with  Arthur  Gordon.  Englewood  Cliffs,  N.  J., 
Prentice-Hall,  Inc.,  1959.  273  p.  Price:  $4.95. 

This  work  is  designed  for  laymen  beset  by  the 
emotional  problems  of  middle  age.  Dr.  Blanton,  a 
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“Well  I don't  think  much  of  your  bedside  manner!" 


distinguished  psychiatrist  and  writer,  has  been  ac- 
tive in  the  Religio-psychiatric  Movement.  Through 
the  strange  workings  of  fate,  a neurologist  noted 
for  his  resistance  to  psychiatric  propaganda  has 
been  asked  to  make  a few  comments.  The  Freudian 
psychology  is  liberally  mixed  with  practical  com- 
mon sense.  Dr.  Blanton  freely  admits  that  over- 
simplification is  unavoidable  in  a work  of  this 
sort.  He  also  concedes  that  psychiatrists  cannot 
solve  all  human  problems.  The  adjective,  many, 
would  seem  more  appropriate.  The  physiologic 
aspects  of  the  alcoholic  problem  he  dismisses 
rather  airily.  The  book  is  well  written  and  can  be 
read  with  profit  by  intelligent  persons. 

Human  E.  Daniels 

Electrocardiography:  By  Michael  Bernreiter,  M.D.,  F.A.C.P. 
Philadelphia,  J.  B.  Lippincott  Co.,  1958.  134  p.  Price:  $5.00. 

This  handbook  is  an  excellent  summary  of  the 
type  of  course  in  electrocardiography  presented 


at  most  medical  centers  by  practicing  cardiog- 
raphers.  Without  verbiage  it  manages  to  present 
an  orderly  basis  for  the  modern,  physiological  in- 
terpretation of  electrocardiograms.  It  is  uncompli- 
cated and  entirely  practical  and  should  provide 
the  medical  student,  house  officer  or  other  novice 
in  the  field  a means  of  self-teaching  and  ready 
reference  which  makes  it  invaluable.  I wish  that 
such  a work  were  available  when  I was  a student 
and  recommend  it  heartily  to  all  non-cardiologists. 

M.  A.  F. 

Fracture  Surgery;  A Textbook  of  Common  Fractures:  By 
Henry  Milch,  M.D.,  F.A.C.S.,  and  Robert  Austin  Milch,  M.D. 
N.  Y.,  Hoeber-Harper,  1959.  470  p.  Price:  $17.50. 

In  the  preface  of  this  book  the  authors  state, 
“The  present  work  has  been  prepared  in  an  at- 
tempt to  bridge  the  gap  between  the  small  hand- 
book of  fracture  management  and  the  encyclopedic 
volume  encompassing  material  primarily  of  inter- 
est to  the  specialist.”  This  they  have  accomplished 
admirably,  and  for  one  wanting  a book  which  con- 
cisely gives  a sound  basis  for  treating  a fracture 
he  will  find  it  in  this  book. 

The  material  in  the  book  is  presented  in  four 
sections — the  first  deals  with  such  subjects  as 
emergency  care,  compound  fractures,  reduction  of 
fractures,  plaster  of  paris  technic,  and  the  healing 
of  fractures.  The  remaining  sections  discuss  frac- 
tures on  a regional  basis. 

This  text  is  particularly  suitable  for  the  general 
practitioner  who  wants  to  have  a more  detailed 
knowledge  of  fracture  treatment,  and  also  the  resi- 
dent on  trauma  will  find  this  book  a useful  guide 
until  he  has  gained  more  experience  in  the  man- 
agement of  fractures. 

Robert  D.  Anderson,  Col.,  MC. 

(Chief,  Orthopedic  Service, 

Fitzsimons) 

Trauma:  By  Harrison  L.  McLaughlin,  M.D.  Philadelphia,  W.  B. 
Saunders,  1959.  784  p.  Price:  $18.00. 

I enjoyed  reviewing  this  handsomely  bound 
and  well-compiled  book,  edited  by  Harrison  Mc- 
Laughlin. As  Dr.  McLaughlin  stated  in  the  preface, 
it  is  no  easy  task  to  prepare  a monograph  on 
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trauma.  I feel  that  he  has  done  a commendable 
job.  Although  the  main  part  of  the  volume  con- 
cerns itself  with  trauma  to  the  extremities,  trauma 
to  the  head,  chest  and  abdomen  are  also  included 
in  a brief  but  fundamental  fashion.  The  free  use 
of  well-recognized  authorities  as  contributors, 
especially  to  the  non-extremity  portions  of  the 
anatomy,  proved  fruitful.  In  keeping  with  the 
fundamental  nature  of  the  work,  the  bibliography 
has  been  kept  to  a minimum. 

The  volume  consists  of  25  chapters,  the  first 
five  of  which  are  concerned  with  fundamental  con- 
cepts concerning  body  response  to  various  types 
of  trauma  and  their  treatment  in  the  light  of  our 
present  knowledge  of  pathologic  physiology.  Al- 
though I found  this  section  to  be  of  interest,  it 
offered  little  that  was  new.  The  next  16  chapters 
are  devoted  to  specific  trauma  involving  the  ex- 
tremities and  appendicular  skeleton.  It  is  compiled 
on  a regional  basis  and  each  chapter  is  prefaced 
with  a short  descriptive  and  illustrative  section 
on  the  anatomy.  This  I feel  enhances  the  mono- 
graph. In  general,  the  common  fractures  are  well 
covered  with  respect  to  anatomy,  mechanism  of 
injury  and  treatment. 

The  section  on  fractures  about  the  wrist  is 
good,  and  should  provide  a solid  therapeutic  foun- 
dation for  the  uninitiated.  I was  surprised  that 
radial  styloidectomy  is  not  mentioned  in  the  ther- 
apy of  non-unions  of  the  carpal  scaphoid.  I feel 
that  he  is  overly  operatively  inclined  in  the  ther- 
apy of  forearm  fractures.  The  use  of  plates  in 
forearm  fractures  is  advocated  and  I feel  that  this 
has  been  essentially  replaced  via  intramedulary 
devices.  The  sections  on  trauma  to  the  shoulder 
and  ankle  are  good,  and  offer  a great  deal.  I 
cannot  say  the  same  about  the  sections  on  trauma 
to  the  femur  and  tibia.  They  are  somewhat  weak, 
and  leave  much  to  be  desired  as  to  mechanism  of 
injury,  treatment,  and  pitfalls  in  their  treatment. 
Over-enthusiasm  is  also  shown  in  the  treatment 
of  compression  fractures  of  the  vertebral  bodies. 
The  remaining  four  chapters  concern  visceral  trau- 
ma, and  as  previously  mentioned,  are  brief  and 
presented  in  a fundamental  fashion.  This  is  an 


attractive,  readable,  well-illustrated  book,  written 
primarily  for  interns,  residents  and  general  prac- 
titioners. j Massa,  M.D. 

Surgery  of  the  Foot:  By  Henri  L.  DuVries,  M.D.  St.  Louis, 
C.  V.  Mosby  Co.,  1959.  494  p.  Price:  $12.50. 

Dr.  Henry  L.  DuVries,  the  author  of  this  refer- 
ence book  on  the  foot,  had  his  early  training  in 
chiropody.  He  subsequently  earned  his  Doctor  of 
Medicine  and  has  devoted  these  past  30  years  to 
the  diseases,  deformities  and  injuries  of  the  foot. 

The  text  consists  of  18  chapters  starting  with 
the  anatomy  and  examination  of  the  foot  and 
including  the  pathological  conditions  involving  all 
integuments  of  the  foot  from  fascial  herniae  to 
congenital  absence  of  the  tibial  sesamoid.  Separate 
chapters  are  also  devoted  to  fractures,  tumors,  con- 
genital anomalies  and  amputations. 

The  book  is  well  illustrated  with  over  400 
photographs,  roentgenograms,  and  drawings  of 
surgical  procedures.  The  subject  cross-indexing 
and  author  index  make  for  easy  reference. 

Unfortunately,  Dr.  DuVries’  book  suffers  by 
comparison  with  Dr.  Sterling  Brunnell’s  classic  on 
“Surgery  of  the  Hand.”  There  are  numerous  in- 
accuracies such  as  interchanging  the  terms  “ham- 
mertoe” and  “clawtoe”  (p.  347)  and  “osteoma” 
and  “osteoid  osteoma”  (p.  135)  and  stating  that 
the  entire  action  of  inversion  and  eversion  (of  the 
foot)  takes  place  by  the  movement  of  the  talus  in 
the  ankle  mortise  (p.  51)!  In  other  sections,  he 
disregards  basic  orthopedic  principles. 

On  the  other  hand,  due  largely  to  his  chiropody 
training,  his  chapters  on  “Disorders  of  the  Skin” 
and  “Diseases  and  Deformities  of  the  Toenails”  are 
excellent  and  would  bear  study  by  all  orthopedists 
as  well  as  surgeons  and  generalists. 

In  summary,  this  is  the  best  reference  book 
available  on  foot  surgery. 

William  H.  Keener,  M.D. 

Cold  Injury — Ground  Type,  in  World  War  11:  By  Colonel  Tom 
F.  Whayne,  MC,  USA  (Ret.) , and  Michael  E.  DeBakey,  M.D. 
(Medical  Department  of  United  States  Army  in  World  War 
II).  Washington,  Govt.  Printing  Office,  1958.  570  p.  Price:  $6.75. 

The  perennial  difficulty  of  the  Medical  Depart- 

continued  on  page  136 


Consistent  in  Flavor! 

Unitecd  Dairies  Milk  is  vacuum  filtered  for  better  taste  by  our  exclusive 
“flavor  guard”  process  . . . removing  all  unwanted  flavors,  leaving  only 
the  sweet,  natural  taste  of  milk  — any  season,  all  year  ’round! 

You  may  be  assured  the  United  Dairies  milk  is  always  of  the  highest  quality.  You 
are  invited  to  visit  our  plant,  one  of  the  most  modern  and  newest  in  the  area. 

UNITED  DAIRIES,  INC. 

AComa  2-1655 

2401  W.  6th  Ave. — at  Valley  Highway 

Whiffy  (symbol  of  quality)  (Home  of  Golden  Guernsey  Milk) 
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ment  of  the  United  States  Army  in  impressing 
command  that  much  of  the  responsibility  for  main- 
taining fighting  strength  rests  with  them,  the 
command,  is  again  graphically  presented.  This 
exhaustive  volume  on  the  history  of  Cold  Injury, 
Ground  Type,  in  World  War  II  presents  in  tre- 
mendous detail  all  of  the  aspects  of  cold  injury 
including  trench  foot,  frost  bite,  immersion  foot, 
and  the  more  minor  traumatic  cold  injuries. 

From  the  historical  background  presented,  it 
seems  incomprehensible  that  both  the  Medical  De- 
partment and  the  remainder  of  the  United  States 
Army  was  as  ill-prepared  as  it  was  to  face  the 
cold  during  World  War  II.  The  warning  presented 
by  the  Aleutian  campaign  was  not  taken  by  the 
Army  and  subsequent  campaigns  in  the  African- 
Mediterranean  theatre,  the  Western  Front  and  in 
the  Far  East  amply  demonstrated  the  lack  of  com- 
mand efforts  and  assumption  of  responsibilities  in 
the  prevention  of  cold  injury. 

The  etiology,  epidemiology  and  treatment  of 
cold  injury,  as  well  as  the  pathology,  are  treated 
exhaustively  in  this  interesting  and  vitally  im- 
portant book.  This  example  of  the  importance  of 
cold  injury  to  a fighting  force  is  of  tremendous 
magnitude.  “On  the  Western  Front,  the  numerical 
loss  from  cold  injury  amounted  to  about  three 
divisions.  In  terms  of  military  effectiveness,  the 


loss  was  nearly  12  divisions,  since  90  per  cent  of 
the  casualties  occurred  in  combat  riflemen,  who 
made  up  about  one-quarter  of  each  division.” 

It  is  hoped  that  the  important  data  found  in 
this  important  volume  will  be  digested  and  trans- 
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For  topical  infections, 

choose  a ‘B.  W.  & Co. " ‘SPORIH’. . . 


Each  gram  contains:  Neomycin  Sulfate 5 mg. 

‘Aerosporin’® brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  (1%)  10  mg. 


Zinc  Bacitracin 400  Units  in  a special  petrolatum  base. 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Zinc  Bacitracin 400  Units 

Neomycin  Sulfate 5 mg.  in  a special  petrolatum  base. 
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Polymyxin  B Sulfate 10,000  Units  in  a special  petrolatum  base. 
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lated  into  action  in  the  event  of  another  war.  The 
volume  can  be  highly  recommended  for  interesting 
reading  as  the  narrative  style  employed  in  parts 
of  the  book  enables  one  to  relive  some  of  the 
action  that  took  place  during  World  War  II.  It  is  a 
tremendous  contribution  to  the  heretofore  poorly 
understood  results  of  cold  upon  the  human  ex- 
tremities. _ D.  K.  Perkin,  M.D. 


The  Southwestern  Surgical 
Congress  Essay  Contest 

The  Southwestern  Surgical  Congress  announces 
its  Second  Annual  Essay  Contest.  The  contest  is 
open  to  interns,  residents  and  M.D.’s  in  active 
training  in  general  surgery  or  the  surgical  special- 
ties, who  have  been  in  private  practice  no  more 
than  three  years  beyond  completion  of  resident, 
intern  and  postgraduate  training.  Eligibility  is 
further  restricted  to  those  individuals  who  are 
within  the  geographical  confines  of  the  South- 
western Surgical  Congress. 

The  subject  material  for  the  competitive  essays 
shall  be  either  pure  investigative  or  scientific  re- 
search, or  clinical  research  and  investigation, 
which  shall  consist  wholly  or  largely  of  the  essay- 
ist’s contributions.  The  work  is  intended  to  encour- 
age original  study  and  investigation  on  the  part 
of  the  essayist  himself. 

The  first  prize  will  be  $300.00,  second  prize 


JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  ® 

KYNEX 

Sulfamethoxypyhdazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York  ^ 


$200.00,  and  third  prize  $100.00.  The  essayists 
whose  papers  are  selected  to  be  read  will  be  the 
invited  guests  of  the  Southwestern  Surgical  Con- 
gress to  their  Twelfth  Annual  Meeting  in  Las 
Vegas,  Nevada,  March  28,  29,  30,  31,  1960,  this  to 
include  the  essayists’  wives.  This  includes  lodging, 
meals  and  the  social  functions  of  the  organization, 
but  does  not  provide  transportation  to  and  from 
the  meeting. 

Interested  persons  please  contact  John  A. 
Growdon,  M.D.,  1324  Professional  Building,  Kansas 
City,  Missouri. 


Cardiac-In-Industry  Conference 

A one-day  Cardiac-In-Industry  Conference  will 
be  conducted  on  Friday,  September  18,  1959,  from 
9:00  a.m.  to  5:00  p.m.  at  the  Brown  Palace  Hotel 
in  Denver.  The  conference  is  supported  by  the 
Colorado  Heart  Association.  The  medical  profes- 
sion, management,  labor,  vocational  rehabilitation 
and  employment  specialists  will  participate.  There 
will  be  no  registration  fee.  Principal  speaker  will 
be  Donal  L.  Sparkman,  M.D.,  Seattle,  Washington, 
Chairman  of  the  Rehabilitation  Center  of  the 
American  Hospital  Association.  For  further  in- 
formation contact  the  Colorado  Heart  Association, 
1636  Logan,  Denver  3,  Colorado,  AC.  2-7888. 

TMA  Public  Relations  Conference 
features  outstanding  speakers 
and  panel  session 

The  Fifth  Annual  Public  Relations  Conference 
of  the  Texas  Medical  Association  will  be  held  Sat- 
urday, September  26,  1959,  at  the  Association’s 
Headquarters  Building  in  Austin.  The  conference 
will  feature  guest  speakers  who  are  experts  in 
various  fields  of  public  relations,  an  informative 
panel  session  on  physician-press  relations,  and  an 
evening  of  hospitality  and  football  (University  of 
Texas  and  the  University  of  Maryland). 

Guest  speakers  will  include  Chester  Lauck, 
“Lum”  of  “Lum  and  Abner,”  Houston;  Nelson  J. 
Young,  Detroit;  Donald  Stubbs,  M.D.,  Washington; 
Frederick  C.  Swartz,  M.D.,  Lansing;  and  Louis 
Throgmorton,  Dallas. 

Interstate  Postgraduate  Medical 
Association’s  44th  Scientific  Assembly 

A fine  teaching  program,  sponsored  by  the 
Interstate  Postgraduate  Medical  Association,  will 
be  held  November  2-5,  1959,  at  the  Palmer  House 
in  Chicago.  An  exceptionally  interesting  program 
has  been  planned,  featuring  guest  speakers  from 
all  over  the  United  States.  Many  informative 
papers  and  panel  discussions  covering  a wide  field 
of  specialties  will  be  presented.  In  addition  to 
these,  breakfast  conferences  and  teaching  pro- 
grams have  been  planned.  The  teaching  programs 
will  be  held  during  recess  periods  and  will  consist 
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now. . .a  new  way 
to  relieve  pain  and  stiffness 
in  muscles  and  joints 

■ Exhibits  unusual  analgesic  properties, 
different  from  those  of  any  other  drug 

■ Specific  and  superior  for  relief  of  soMAtic  pain 

■ Modifies  central  perception  of  pain 


without  abolishing  natural  defense  reflexes 
■ Relaxes  abnormal  tension  of  skeletal  muscle 


N>isopropyf-2-methyl-2-propyM.  S-propanedioI  dicarbamate 


In  back  pain,  bursitis,  sprains,  strains,  and  bruises,  whiplash 
and  other  traumatic  injuries,  inflammatory  and  degenerative 
muscle  and  joint  complaints. 

Many  patients  report  they  feel  better  and  sleep  better  with 
Soma  than  with  any  previously  used  analgesic  or  relaxant  drug. 

Soma  often  makes  possible  reduction  or  elimination  of  steroids, 
salicylates,  sedatives  and  narcotics. 

RAPID  ACTING.  Pain -relieving  and  relaxant  effects  start  within 
30  minutes  and  last  for  at  least  6 hours, 

NOTABLY  SAFE.  Toxicity  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have 
been  reported.  Some  patients  may  become  sleepy  on  higher 
than  recommended  dosage. 


EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times 
daily  and  at  bedtime. 

SUPPLIED:  Bottles  of  50  white  sugar-coated  350  mg.  tablets. 


Literature  and  samples  on  request. 


WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  J. 


of  lectures  on  Ob-Gyn,  Dermatology,  and  Trauma. 
There  is  entertainment  for  the  ladies,  and  the 
usual  banquet  will  be  held.  The  registration  fee 
for  the  assembly  is  $10.00.  For  more  detailed  in- 
formation, contact  Interstate  Postgraduate  Medical 
Association,  Box  1109,  Madison  1,  Wisconsin. 


Postgraduate  Course  on 
Cardiopulmonary  Diseases 

National  Jewish  Hospital,  Denver.  Co-sponsored 
by  American  College  of  Chest  Physicians,  Colorado 
Chapter;  Colorado  Heart  Study  Club;  Fitzsimons 
Army  Hospital;  National  Jewish  Hospital;  Univer- 
sity of  Colorado  School  of  Medicine. 

Friday,  October  30,  1959 

Cardiopulmonary  Effects  of  Air  Pollution  and 
Tobacco  Smoke — Roger  S.  Mitchell,  M.D.,  Moder- 
ator; Richard  Prindle,  M.D.;  Hurley  Motley,  M.D.; 
Gardner  Middlebrook,  M.D.;  Richard  Reece,  M.D. 

Dyspnea — Murray  Hoffman,  M.D.,  Moderator; 
George  C.  Griffith,  M.D.;  Solbert  Permutt,  M.D.; 
Samuel  Bukantz,  M.D. 

6:30  p.m.  Dinner  Meeting  — Colorado  Heart 
Study  Club,  University  Club.  George  C.  Griffith, 
M.D.,  guest  speaker. 

Saturday,  October  31,  1959 

Fitzsimons  Army  Hospital — Bushnell  Audito- 


rium. Clinical  session  with  case  presentations.  Col. 
James  Wier,  M.C.,  Moderator. 

Guest  speakers — George  C.  Griffith,  M.D.,  Los 
Angeles;  Hurley  L.  Motley,  M.D.,  Los  Angeles; 
Richard  A.  Prindle,  M.D.,  Washington,  D.  C. 


Patterns  of  Disease* 

At  one  time  more  than  99  per  cent  of  the  cases 
of  Rocky  Mountain  spotted  fever  occurred  in  the 
Mountain  and  Pacific  states.  But  now  the  inci- 
dence of  the  disease  in  these  areas  has  declined 
markedly,  and  the  ailment  is  increasingly  preva- 
lent in  the  South  Atlantic  states.  It  has  been 
known  to  occur  in  Long  Island,  New  York,  since 
1912.  ♦ * * 

Contrary  to  popular  belief,  undulant  fever 
(brucellosis)  is  much  more  than  a rural  problem. 
A total  of  41  per  cent  of  cases  reported  in  one 
comprehensive  study  was  in  urban  areas. 

* * * 

The  turkey  is  named  a “new  health  hazard” 
in  connection  with  the  disease  parrot  fever  (pit- 
tacosis).  Parrots  and  parakeets  are  probably  the 
most  common  source  of  this  disease.  Infections 
have  also  been  traced  to  pigeons,  ducks,  chickens, 
canaries,  sea  gulls,  egrets  and  “road  runners.” 


♦Information  received  from  Patterns  of  Disease,  publication 
of  Parke,  Davis  & Company. 
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How  well  we  keep  the  world’s  peace  depends 
drst  on  how  well  we  keep  the  world’s  people. 

[f  great  injustices,  if  inequalities  in  health, 
:ood  or  education  exist  anywhere. . .we  all  face 
i constant  threat  to  peace. 

"Jow  19  Specialized  United  Nations  agencies 
ind  international  organizations  work  around 
he  world  to  eliminate  these  inequalities,  to 
liminish  these  basic  causes  of  wars. 

Their  activities. . .plus  the  more  publicized  po- 


litical discussions . . . make  the  United  Nations 
mankind’s  last  great  instrument  of  survival. 

Be  an  ambassador  of  the  United  Nations 
in  your  neighborhood.  Our  government— 
officially  and  actively— supports  the  United 
Nations,  but  it  is  your  good  will  and  under- 
standing that  is  its  best  guarantee  of  con- 
tinued success.  To  receive  the  informative 
free  pamphlet,  “The  UN  in  Action,”  write: 
United  States  Committee  for  the  United 
Nations,  Box  1958,  Washington  13,  D.  C. 


Wt  BlUIVi  

.INITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS.  BOX  1958,  WASHINGTON  13,  D.C. 
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NOW... A faster,  wide -spectrum  pigestant.. .starts  digestive  processes  for  all  3 — 

a.  starch,  b.  fat,  c.  protein  — in  the  stomach!  Aid  before  discomfort!  Digestive  processes  for  all  three 
foods,  starch,  proteins  and  fats,  begins  immediately  in  the  stomach  with  new  DIGOLASE . . . not  in  the 
intestines,  as  with  other  digestants.  More  rapid,  more  effective  relief  from  discomfort  and  "bloating”  is 
provided  since  the  source  of  such  dyspepsia  symptoms  is  in  the  stomach.  Teralase*,  the  new  combina- 
tion enzymoywith  Polysorbate  80,  is  the  key  to  this  unique  feature,  Enzymatic  action  continues  through 
the  entire  g,  i-  tract,  digesting  protein,  fats  and  carbohydrates.  DIGOLASE  multiple  enzymes  provides 
assurance  of  thorough  digestion,  prompter  relief  from  nervous  or  functional  dyspepsia.  Indications: 


flatulence,  belching  and  nausea  due  to  dyspepsia,  degenerative  enzyme  deficiencies,  dietary  indiscretions. 
Dosage:  2 capsules  with  each  meal,  adjustable  to  individual  need.  Each  DIGOLASE  capsule  contains: 
Pancreatin  N.F.  300  mg.,  Teralase*  10.5  mg.,  Dehydrocholic  Acid  USP  25  mg.,  Polysorbate  80  USP  10  mg. 
* Teralase:  Boyle  brand  name  for  combination  — Amylase,  7.5  mg.:  Proteinase  (Carica  Papaya)  3 mg. 

pS  & Company,  Pharmaceuticals,  Bell  Gardens,  California. 
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NEW 


day  and  night— ulcer  control  with  B.I.D  . dosage 


Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory/antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  and  other  gastroin- 
testinal disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 


EVEN  REFRACTORY 
CASES  RESPOND 


izcn  Science  for  the  world’s  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


□ARICON 

oxyphencyclimine  hydrochloride 

References:  1.  Finkelstein,  M.,  et  al.;  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  ‘Trademark 
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A meal  of  even  the  most  colorful  and  the  most 
meticulously  prepared  food  can  be  dreary  eating  without  salt. 
Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  --  makes  eating  a pleasure  once  more. 


Neocurtasal 


® 


An  excellent  salt  replacement 

for 

“Salt“Free”  (Low  Sodium)  Diets 


LABORATORIES 

New  York  18,  N.Y. 


Assures  patient’s 
cooperation 


Contains  potassium  chloride, 
potassium  glutamate, 
glutamic  acid,  calcium 
silicate,  potassium 
iodide  ( 0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 
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The  Colorado  State  Medical  Society 

Midwinter  Clinical  Session, 

February  16-19,  1960 
Denver 

President:  John  I.  Zarit  (Chairman  of  the  Board),  Denver. 
President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1959. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Bernard  T.  Daniels,  Denver,  1959;  Carl  W. 
Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1959);  E.  H.  Munro,  Grand 
Junction,  1959;  (Alternate,  H.  E.  McClure,  Lamar,  1959);  I.  E. 
Hendryson,  Denver,  1959;  (Alternate,  C.  C.  Wiley,  Longmont, 
1959). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  Telephone  AComa  2-0547. 


Montana  Medical  Association 

Annual  Meeting,  September  17-19,  1959 
Butte 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 
Secretary-Treasurer;  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  W.  E. 
Harris,  Livingston;  John  A.  Layne,  Great  Falls;  Edward  S. 
Murphy,  Missoula. 

Delegate  to  American  Medical  Association;  Paul  J.  Gans, 
Lewiston:  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2535,  Billings. 


CARDIOGRAPH  CARDIOSCOPE 
DEFIBRILLATOR  HEARTPACER 

ELECTROSURGICAL  UNITS 
HOSPITAL- CLINIC ‘OFFICE 

ULTRASONICS  DIATHERMY 
INFRARED  ULTRAVIOLET 
GALVANIC  UNITS 
ELECTROMUSCLE  STIMULATORS 
THE  VIBRABATH 

and  (B 

VTHE  FAMOUS  HYFRECATOR 


Los  Angeles  32,  California 


Nevada  State  Medical  Association 

Annual  Meeting,  1960,  Las  Vegas 
(Dates  to  be  announced) 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall. 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno; 
telephone  FA.  3-6788. 

New  Mexico  Medical  Society 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton.  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  CH  2-2102. 

The  Utah  State  Medical  Association 

Annual  Session,  September  15-18,  1959 
Salt  Lake  City 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-elect:  I.  Bruce  McQuarrie,  Ogden. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  Coxmty,  1960, 

A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford  Rees, 
Gunnison;  Salt  Lake,  1960,  Richard  W.  Sormtag,  Salt  Lake 
City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar  City: 
Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber  County, 
1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E.  Jorgenson, 
Provo. 

Executive  Committee:  U.  R.  Bryner,  Salt  Lake  City,  Chair- 
man; Reed  W.  Farnsworth,  Cedar  City;  I.  Bruce  McQuarrie, 
Ogden;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dal- 
rymple, Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 

B.  Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth  East 
Street,  Salt  Lake  City  2,  Telephone  EL.  5-7477. 

The  Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  B’rancis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  Frederick  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors;  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  M.  Kalsey,  Rawlins;  Converse  County,  Roman 
J.  Zwalsh,  Glenrock;  Fremont  County,  Bernard  D.  Stack, 
Riverton;  Goshen  County,  O.  C.  Reed,  Torrington;  Laramie 
County,  S.  J.  Giovale,  Cheyenne:  Natrona  County,  Frederick 
H.  Haigler,  Casper;  Sheridan  County,  Ralph  Arnold,  Sheridan: 
Sweetwater  County,  R.  C.  Stratton,  Green  River;  Teton 
County,  Vacancy;  Uinta  County,  J.  S.  Hellewell,  Evanston: 
Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle;  Northwest 
Wyoming,  John  H.  Froyd,  Worland. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River.  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Tele- 
phone 2-5525,  Cheyenne. 
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New  revitalizing  tonic 
brightens 

the  second  half  of  life! 


Ritonic 


a 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 

gonadal  function— RITONIC  meets  all  these  problems  of  middle  age  and 

senile  let-down.  The  unique  combination  of  RITALIN,  the 

safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium, 

and  hormones  acts  to  renew  vitality,  re-establish  hormonal 

and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . .”i  “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being. ”2 


PRESCRIBE  RITONIC 
for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains : 


Ritalin®  hydrochloride 
methyltestosterone 
ethinyl  estradiol 
thiamin  (vitamin  Bi) 
riboflavin  ( vitamin  B2) 
"pyridoxin  ( vitamin  Be ) 
vitamin  B12  activity 
nicotinamide 
dicalcium  phosphate 


5 mg. 

1.25  mg. 

5 micrograms 
5 mg. 

1 mg. 

2 mg. 

2 micrograms 
25  mg. 

250  mg. 


Dosage : 

Supplied : 
References : 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. : J.  Am.  Geriatrics  Soc.  534  (July)  1958. 

2.  Bachrach,  S. : To  be  published. 

hydrochloride  (methylphenidate  hydrochloride  CIBA) 


c 


I B A 


SUMMIT.  N.^ 


2/26S5VS 
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WANT  ADS 


EXCELLENT,  completely  furnished  physician’s  office 
for  rent,  3705  East  Colfax,  Denver.  Includes  light, 
telephone,  and  receptionist  service.  Surgeon  preferred. 
DE.  3-4203.  8-1 

PHARMACIST  desires  to  open  professional  pharmacy 
with  a group  of  doctors  in  a clinic  or  medical  center. 
Write  Robert  R.  McCauley,  2403  No.  Sherman,  Grand 
Island,  Nebraska.  9-13 


EXPERIENCED,  well  trained  ophthalmologist  wants 
to  relocate  in  Montana  and  seeks  desirable  location, 
association  or  opportunity  to  take  over  established 
eye-practice.  Reply  Box  9-3,  Rocky  Mountain  Medical 
Journal,  835  Republic  Building,  Denver  2,  Colo.  9-3 


A 

FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Celorado 


RELIABLE  DRUGGISTS 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood  and 
Metropolitan  Denver 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN— COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 


GENERAL  PRACTITIONER  WANTED:  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana.  34TF 


FOR  SALE:  Modern  Medical  Clinic,  fully  equipped. 

Good  location.  Modern  35  bed  hospital  three  blocks 
away.  Practice  well  established.  Asking  price  same 
as  gross  for  one  year.  Gross,  $40,000  cash  last  eight 
months.  Buyer  should  do  major  surgery.  New  ultra 
modern  brick  home  also  for  sale.  Write  Box  5-lTP, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  Shown  by  appointment.  5-ltf 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.  O.  Box  188, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


FOR  SALE — Complete  office  equipment  for  small- 
town general  practice,  includes  modern,  almost  new 
Keleket  X-ray,  two  examining  tables,  modern  furni- 
ture and  instruments  Including  emergency  operating 
room  supplies.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colorado.  64 


VACANT  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  P''our  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


FOR  RENT:  Physicians’  offices  available  in  new  Medi- 
cal Center  in  busy  Northeast  Colorado  Springs. 
Possibilities  unlimited  for  Pediatrician,  Obstetrician, 
Internist  and  Endocrinologist.  Please  Investigate. 
Will  install  $2,000.00  free  partitioning,  plumbing,  etc., 
to  suit.  Air  conditioned.  100  car  parking.  E.  Nirk, 
2621  Holiday  Lane,  Colorado  Springs.  ME.  4-8978.  7-3 


PHYSICIAN  needed  to  become  associated  with  a group 
in  a central  Wyoming  city.  Prefer  physician  with 
some  special  training  in  internal  medicine.  Write: 
Box  8-33,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Building,  Denver  2,  Colorado.  8-33 


EXELLENT  OPPORTUNITY.  Ophthalmologist  or 
E.E.N.T.  Suburb  of  Los  Angeles.  Rent  or  buy  modern 
medical  building.  Pine  apartment,  rear.  Write:  Paul 
V.  Jameson,  M.D.,  1405  East  21st  South  Street,  Salt 
Lake  City  5,  Utah.  8-43 


OFFICE  SPACE  AVAILABLE  in  modern  professional 
building  in  Pueblo,  Colorado.  Excellent  location  and 
opportunity  for  general  practitioner  or  specialist  in 
this  rapidly  growing  city.  Approximately  650  sq.  ft. 
available  which  is  air  conditioned.  Call  or  write  John 
P.  Hruby,  D.D.S.,  129  Colorado  Avenue,  Pueblo,  Colo- 
rado. 8-3 


Trade  Mark 


diowdi^ 

Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 
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Abbey  Rents,  110 
Abbott,  87,  130 
Ames  Company,  Cover  III 
Astra  Pharmaceutical 
Products,  81,  111 
Ayerst  Laboratories,  109 

Baxter,  Don,  Inc.,  17-18 
Bayer  Company,  The,  11 
Birtcher  Corporation,  The,  146 
Bob’s  Place,  148 
Boyle  & Company,  84-85,  142-143 
Burroughs  Wellcome  & Co.,  137 

Cambridge  Dairy,  110 
Case,  G.  M.,  Laboratories,  112 
Children’s  Hospital  Ass’n,  132 
Ciba  Pharmaceutical  Products 
Co.,  Inc.,  8,  147 

City  Park-Brookridge  Farms,  108 
Coca-Cola,  149 

Cocks-Clark  Engraving  Co.,  128 

Denver  Optic  Company,  92 

Earnest  Drug,  148 

Emory  John  Brady  Hospital,  104 

Empire  Casualty  Company,  78 

Geigy  Pharmaceuticals,  23 


Kincaid’s  Pharmacy,  148 

Lederle  Laboratories,  4-5,  12, 

76-77,  86,  102,  113,  119,  131,  138 
Lilly,  Eli  & Company,  32 
Long’s  Limb  Shop,  140 
Lorillard,  P.,  Co.,  9 

Merck  & Co.,  Inc.,  3,  89 

Newton  Optical  Company,  112 

Parke,  Davis  & Company, 

Cover  II-l 

Pfizer  Laboratories,  10, 

120-121,  144 

Physicians  Casualty  Association, 
131 

Physicians  & Hospitals 
Supply  Co.,  99 

Picker  X-Ray  Corporation,  136 
Public  Service  Co.  of  Colorado,  140 
Publishers  Press,  Inc.,  128 
Purdue  Frederick  Co.,  91,  125 

Quincy  X-Ray  & Radium 
Labs.,  102 

Republic  Building  Corp.,  148 
Robins,  A.  H.,  Company, 

16,  26,  103,  114 

Roerlg,  J.  B.,  & Co.,  Inc., 

22,  79,  88,  134-135 


Sandia  Ranch  Sanatorium,  80 
Sandoz  Pharmaceuticals,  93-98 
Schering  Corporation,  13,  19,  30-31 
Searle,  G.  D.,  Co.,  75 

Shadford-Fleteher  Optical 
Co.,  140 

Smlth-Dorsey  Company, 

6-7,  14,  20-21,  122-123,  150 

Smith  Kline  & French 
Laboratories,  Cover  TV 

Squibb,  E.  R.,  & Sons, 

106-107,  129 

’raylor  Hearing  Center,  136 

Telephone  Answering  Service, 

140 

United  Dairies,  Inc.,  133 
U.  S.  Brewers  Foundation,  25 

U.  S.  Vitamin  & Pharmaceutical 
Corp.,  126-127 

University  of  Nebraska,  105 

Wallace  Laboratories, 

15,  27-28,  83,  139 

Want  Ads.  148 

Winthrop  Laboratories,  24,  92, 
100-101,  115-118,  124,  145 
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running  noses 

and  open  stuffed  noses  orally 


Triaminic 


the  leading  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract. 

safer  and  more  effective  than  topical  medication' 

• systemic  transport  to  all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of  rebound  congestion 

• avoids  “nose  drop  addiction” 


Relief  ivith  Triaminic  is  prompt 
and  prolonged  because  of  this 
special  timed-release  action  . . , 
beneficial  effect  starts  in 
minutes,  lasts  for  hours 


first  — the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then  — the  core  disintegrates 
to  give  3 to  4 more  hours 
of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  at  bedtime. 

References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112: 
259  (Dec.)  1957.  2.  Fabricant,  N.  D.:  E.E.N.T. 
Monthly  37:460  (July)  1958.  3.  Farmer,  D,  F.: 
Clin.  Med.  5:1183  (Sept.)  1958. 


TRIAMINIC  JUVELETS ; Each  timed-release 
Juvelet  is  equivalent  in  formula  and  dosage  to 
one-half  of  a TRIAMINIC  tablet,  for  the  adult 
or  child  who  requires  only  half  strength  dosage. 

TRIAMINIC  SYRUP  is  recommended  for 
adults  and  children  who  prefer  liquid  medica- 
tion.  Each  5 ml.  tsp.  is  equivalent  to  ^ of  a 
Triaminic  Tablet.  Adults:  2 tsp.  3-4  times  a 
day;  children  6-12:  1 tsp.  3-4  times  a day; 
children  under  6:  in  proportion. 


SMITH-DORSEY*  a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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til  id  iddue 

Neonatal  hepatitis 
Intramedullary  prosthesis  in  hip  pathology 

Elbow  fractures 
Trichlorethylene  in  minor  surgery 
Induction  of  labor 
Congenital  mitral  stenosis 
and  five  other  articles 
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IN  EPILEPSY... 
PREREQUISITE 
FOR 

PARTICIPATION: 

THERAPY 


With  the  use  of  medications, 
epileptic  students  may  be  enabled 
to  participate  in  many  of  the  same 
activities  as  other  students.^ 

REQUISITE 
FOR  THERAPY: 
THE  PARKE-DAVIS 
FAMILY  OF 
ANTICONVULSANTS 

effective  anticonvulsants 
for  most 
clinical  needs 


for  control  of  grand  mal  and  psychomotor  seizures 

@ KAPSEALS®  “in  the  last  15  years  several 
new  anticonvulsant  agents  have  come  into 
clinical  use  but  they  have  not  replaced 
diphenylhydantoin  [dilantin]  as  the  most  effective  single  agent  for  a 
variety  of  reasons.  Most  of  them  are  less  effective  in  control  of  seizures, 
have  a greater  sedative  effect  and  higher  incidence  of  sensitivity  reactions."^ 

A drug  of  choice  for  control  of  grand  mal  and  psychomotor  seizures,  dilantin 
sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  available  in  several 
forms,  including  Kapseals  of  0.03  Gm.  and  0.1  Gm.  supplied  in  bottles 
of  100  and  1,000. 

I.  KAPSEALS  When  it  has  been  dem- 
onstrated that  the  combination  of 
Dilantin  and  phenobarbital  is  helpful 
in  a patient  and  that  these  drugs  are  well  tolerated,  the  use  of  phelantin,  a 
capsule  providing  both  drugs,  is  often  a great  morale  builder  because  it 
enables  the  physician  to  reduce  the  total  number  of  pills  or  capsules  the 
patient  is  required  to  take.  It  is  less  expensive  medication  and  it  prevents 
the  patient  from  manipulating  the  dosage.®  phelantin  also  contains  meth- 
amphetamine  (desoxyephe'drine)  to  minimize  the  sedative  effect  of  pheno- 
barbital. 

PHELANTIN  Kapseals  (Dilantin  100  mg.,,  phenobarbital  30  mg.,  desoxyephed- 
rine  hydrochloride  2.5  mg.)  are  available  in  bottles  of  100. 

for  the  petit  mal  triad 

® KAPSEALS  . SUSPENSION  milontin  is 
one  of  the  most  effective  agents  for  the 
treatment  of  petit  mal  epilepsy.  Relatively 
free  from  untoward  side  effects,  milontin  successfully  reduces  both  the 
number  and  severity  of  petit  mal  attacks  without  increasing  the  frequency 
or  severity  of  grand  mal  attacks  in  those  patients  with  combined  petit  ma! 
and  grand  mal  epilepsy.  Also,  milontin  is  considered  an  excellent  choice 
for  initiating  therapy  in  untreated  patients.'*"® 

MILONTIN  Kapseals  (phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 

I, 000.  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 

® KAPSEALS  CELONTiN  is  effective  in  the 
treatment  of  petit  mal  and  psychomotor 
epilepsy.  It  provides  effective  control  with 
a minimum  of  side  effects,  frequently  checks  seizures  in  patients  refrac- 
tory to  other  anticonvulsant  medications,  and  does  not  tend  to  precipitate 
grand  mal  attacks  in  those  patients  with  combined  petit  mal  and  grand  mal 
seizures.  For  this  reason,  celontin  is  useful  in  treating  patients  with  more 
than  one  type  of  seizure  and  can  be  given  in  combination  with  Dilantin.®"’® 

celontin  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
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MICRONITE 

FILTER: 

key  to  Kent’s  popularity 


During  the  past  year,  Kent  sales  increased 
by  20-billion  cigarettes — the  greatest  gain 
in  popularity  ever  recorded  by  any  filter 
cigarette  in  any  year. 

Undoubtedly  much  of  the  credit  for  this 
important  rise  in  sales  must  go  to  Kent’s 
exclusive  “MICRONITE”  Filter.This  extra- 
ordinary new  filter  was  constructed  to  take 
into  account  new  principles  of  filtration 
which  were  dictated  b y the  b asic  discoveries 
of  a major  research  foun- 
dation, working  under 
Lorillard  sponsorship. 

The  foundation  deter- 
mined that  the  average 
puff  of  cigarette  smoke 
contained  over  12  billion 
semi-solid  particles.  Addi- 
tional research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to  1 
micron  in  diameter,  aver- 
age 0.6  micron. 

Ordinary  filter  fibers 
are  so  large  that  they 
create  spaces  through 


which  the  small  semi-solid  smoke  particle 
can  easily  pass.  However,  in  the  exclusive 
Kent  filter,  the  fibers  are  mechanically 
manipulated  in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 
smoke.  In  this  maze-like  network  of  super- 
fine fibers  the  smoke  particle  has  much  less 
chance  to  slip  through  the  filter. 

Thus,  Lorillard  research  created  a filter 
which  reduced  tars  and  nicotine  in  the 
“inhaled”  smoke  to  the 
lowest  level  among  the 
largest  selling  brands.  As 
smokers  learned  about  the 
“MICRONITE”  Filter, 
they  changed  to  Kent. 
During  the  past  year,  for 
instance,  more  smokers 
changed  to  Kent  than  to 
any  other  cigarette  in 
America. 


If  you  would  like  for  your 
own  use  the  booklet,  "The 
Story  of  Kent,”  write  to: 

P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.  Y. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 
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A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “(The  good  doctor)  will  find  that  the  world 
gives  him  little  attention  except  to  impose  restric- 
tions and  to  exact  responsibilities,  and  he  will 
find  his  patients  but  little  able  to  cooperate  with 
him,  uneasy  and  subject  to  strange  moods.”  Col- 
lected Papers  of  Wilfred  Trotter,  FRCS.,  London, 
Oxford  University  Press,  1941,  page  13. 

2.  “The  only  way  to  the  serene  sanity  which  is  the 
scientific  mind — but  how  difficult  consistently  to 
follow — is  to  give  to  every  fresh  idea  its  one  in- 
tense moment  of  cool  but  imaginative  attention 
before  venturing  to  mark  it  for  rejection  or  sus- 
pense, as  alas  nine  times  out  of  ten  we  must  do.” 
Ibid.,  page  28. 

3.  “To  the  deep  unreason  with  which  all  patients 
approach  the  medicine  man,  his  interest  is  more 
potent  than  knowledge  and  skill,  the  latest  devel- 
opment in  science,  or  the  utmost  virtuosity  in  art.” 
Ibid.,  page  100. 

4.  “In  view  of  such  considerations  as  these  it  may 
well  be  asked  whether  the  time  has  not  come 
when  it  should  be  recognized,  with  all  the  practical 
consequences  that  would  follow,  that  observation 
can  no  longer  be  regarded  as  able  to  effect  serious 
advances  in  medicine.”  Ibid.,  page  113. 

5.  “Really  effective  thinking  is  the  most  difficult 
of  all  human  activities,  and  very  easily  inhibited 
by  professional  and  official  conventionalities.” 
Ibid.,  page  189. 

6.  “Man  experiences  two  kinds  of  fear,  which  we 
may  call  individual  fear  and  panic  fear.  Of  the 
former  we  need  only  say  that  it  is  by  no  means 
incompatible  with  mental  activity  of  the  best  kind, 
and  that  it  is  directly  related  to  its  object.  Panic 
fear,  on  the  other  hand,  is  not  directly  related  to 
its  object,  but  is  derived  by  its  subject  from  the 
reactions  of  his  fellows;  it  is  therefore,  so  to  say, 
infectious.  Being  an  experience  solely  of  social 
creatures,  it  has  for  its  function  the  obliteration  of 
the  individual  consciousness,  which,  becomes 
merged  in  an  impulse  shared  by  its  fellows.  It  thus 
happens  that  panic,  however  mild,  has  an  immedi- 


ate effect  in  weakening  rational  judgment.  Every 
conclusion  arrived  at  under  its  influence,  however 
plausible  it  may  seem  in  that  deceptive  medium, 
will  be  corrupted  by  departures  from  sound  sense. 
In  examining  decisions  reached  under  the  influ- 
ence of  panic  we  are  not  to  look  for  blunders  and 
errors  in  judgment,  for  the  fruits  of  ignorance 
or  the  fatuity  of  office,  but  for  something  at  once 
more  subtle  and  more  characteristic.  We  are  to 
look  for  decisions  that  could  have  been  reached 
only  by  people  in  whom  the  faculty  of  practical 
reason  was  actually  impaired.”  Ibid.,  page  193. 

7.  “For  many  years  it  was  believed  that  achlor- 
hydria— now  recognized  as  a manifestation  of  iron 
deficiency — predisposed  to  inefficient  absorption 
of  iron.  Far  from  being  responsible  for  the  iron 
deficiency,  it  is  now  recognized  as  one  of  its  re- 
sults. Many  patients  with  achlorhydria  can  still 
absorb  iron  from  their  food,  and  the  addition  of 
hydrochloric  acid  is  of  no  special  benefit  to  them. 
Probably  the  low  serum-iron  caused  the  gastric 
mucosal  changes  which  lead  to  achlorhydria.”  Ane- 
mia and  Alimentary  Disorders,  in  Annotations, 
Lancet.  1:617  (,March  21)  1959. 

8.  “It  is  known  that  pernicious  anaemia  is  the  re- 
sult of  a conditioned  deficiency  of  vitamin 

that  nothing  apart  from  the  vitamin  is  required 
for  its  relief.  ...  It  may  surprise  some  to  learn 
that  liver  extracts  are  still  used  in  the  treatment 
of  this  disease.  . . . Whether  they  even  now  serve 
any  useful  therapeutic  purpose  is  doubtful,  but 
it  is  certain  that  in  the  management  of  patients 
with  pernicious  anemia  their  use  is  not  merely 
of  inconstant  efficacy  and  excessive  cost,  but  often 
of  positive  danger.”  Liver  Extracts  and  Pernicious 
Anemia,  in  Annotations,  Brit.  M.J.,  1:841  (March 
28)  1959. 

9.  “Patients  with  a low  tolerance  of  discomforts 
and  frustrations  are  those  more  likely  to  be  ad- 
dicts, just  as  they  are  those  more  likely  to  turn 
to  drugs  in  the  first  place.  The  development  of 
addiction,  in  fact,  depends  much  on  the  person- 
ality.” Partridge,  M.,  Addiction  to  Drugs:  Part  1, 
Brit.  M.J.  1:850  (March  28)  1959. 
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new  hope  for  fetal  salvage 

DEL/ 


The  results  of  administering  Delalutin 
before  the  12th  week  of  gestation  to  82 
women  with  habitual  abortion  were  reported 
recently  by  Reifenstein^  in  a compilation  of 
data  supplied  by  45  investigators.  Every 
patient  had  experienced  at  least  three  con- 
secutive abortions  immediately  preceding 
the  treated  pregnancy.  More  than  68%  of 
these. women  were  delivered  successfully  and 
uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with 
threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to 
term  without  progestational  therapy 

64%  of  42  pregnancies  were  salvaged 
by  progesterone 

83%  of  73  pregnancies  were  salvaged 
by  Delalutin 

Eichner,^  found  that  in  Delalutin-treated 
women,  fetal  salvage  of  infants  below  term 


weight  (1000  to  2000  gm.)  was  significantly 
improved.  108  (76%)  of  142  babies  of  thii 
birth  weight  survived  without  mothers  receiv 
ing  progestational  therapy,  while  16  (100%  i 
of  16  babies  of  this  birth  weight  survived  witl  i 
mothers  receiving  Delalutin  therapy.  A com  ^ 
parison  study  was  made  of  a group  o 
repeated  aborters  treated  with  Delalutin  j 
and  a group  with  a similar  history  treatec| 
with  bed  rest  and  sedation.'*  Pregnancy 
salvage  with  Delalutin  was  twice  that  of  the 
control  group.  Delalutin  was  found  to  bf 
“highly  active”,  well-tolerated  and  long 
acting. 

According  to  Tyler  and  Olson,®  “These^ 
qualities  of  prolonged  action  and  relativtij 
freedom  from  local  reactions  maktj 
[Delalutin]  a generally  more  desirabh] 
therapeutic  agent  for  intramuscular  usf( 
than  progesterone  . . . 


DELALUTIN  BABIES  AVHOSE  MOTHERS  WERE  HABITUAL  ABORT 


Mary  Ann  Cribben 
Garden  City,  N.  Y. 


Amy  Sue  Greenman 
Lincolnwood,  III. 


Randy  Sinis 
Denver,  Colo. 


William  Peller 
Skokie,  III. 


Richard  Miller 
Denver,  Colo. 


Scott  Knudsen  H 
Norwich,  Vt. 


References:  1.  Reifenstein,  E.  C.  Jr.:  Annals  N.  Y.  Acad.  Sc.  71:762  (July  30)  1958.  2.  Boschann, 
H-W. : ibid.,  p.  727.  3.  Eichner,  E. : ibid,,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  P.;Am.  J.  Obst.  & Gynec.  76 :279,  1958.  5.  Tyler,  E.  T.,  and  Olson,  H.  J. : J.A.M.A.  169 :1843,  1959. 
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SQUIBB  HYDROXYPROCESTERONE  CAPROATE 


)ELJLUTIN  offers  these  advantages  over  other  progestational  agents: 

•long-acting  sustained  therapy 

•more  effective  in  producing  and  maintaining  a completely  matured 
secretory  endometrium 
•no  androgenic  effect 

•more  concentrated  solution  requiring  injection  of  less  vehicle 

•unusually  well-tolerated,  even  in  large  doses 

4ewer  injections  required 

low  viscosity  makes  administration  easier 

ELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  postpartum  after- 
lins;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine  bleeding  not  associated 
ith  genital  malignancy ; infertility  with  inadequate  corpus  luteum  function ; production  of 
icretory  endometrium  and  desquamation  during  estrogen  therapy;  premenstrual  tension; 
(Tsmenorrhea ; cyclomastopathy,  mastodynia,  adenosis  and  chronic  cystic  mastitis. 


dministration  and  dosage: 

ecause  of  its  low  viscosity,  Delalutin  may  be  admin- 
tered  with  a small  gauge  needle  ( deep  intragluteal 
ijection).  Complete  information  on  administration 
ad  dosage  is  supplied  in  the  package  insert. 


Supply: 

Delalutin  is  available  in  vials  of  2 and  10  cc., 
each  containing  125  mg.  of  hydroxyproges- 
terone  caproate  in  sesame  oil,  and  benzyl 
benzoate. 


! of  these  healthy,  normal  babies  was  born  by  a mother  with  a documented  previous  history 
ue  habitual  abortion,  who  was  treated  during  her  most  recent  pregnancy  with  DELALUTIN, 


Roaanne  Guberman 
Elmont,  L.L,  N.  Y. 


J.  Getteray 
Hanford,  Conn. 


loselle,  HI. 


me  Verderosa 
aford,  N.  Y. 


Karen  Mary  Nederman  Daniel  A.  Fabrizio,  Jr. 

East  Williston,  N.  Y,  No.  Massapequa,  L.L,  N.  Y. 


Sqsjibb 


Sq^uibb  Quality -- the  Priceless  Ingredient 


provides  therapeutic  suifa  levels  for  24  hours... 

Highly  soluble  in  acid  and  alkaline  media... 
rapidly  absorbed,  producing  fast,  effective 
plasma-tissue  concentrations  sustained  for  the 
entire  day.  Simple,  single  0.5  Gm.  daily  dose 
minimizes  patient  dosage  confusion.  At  least 
equivalent  to  4 to  6 Gms.  daily  of  previous 
sulfonamides.  Does  not  produce  renal 
complications.^ 

with  low  incidence  of  sensitivity  reactions... 
KYNEX  is  extremely  low  in  toxic  potential.*-^ 
Cutaneous  or  other  objective  sensitivity 
reactions  are  rare,  as  demonstrated  in  a large 
scale  evaluation  of  clinical  toxicity.^  Also  minor 
subjective  reactions  are  less  likely  to  develop 
when  the  recommended  dosage  is  used.^ 

Dosage:  Adults,  0.5  Gm.  (1  tablet)  daily  following  an  initial 
first-day  dose  of  1 Gm.  (2  tablets). 

TABLETS,  0.5  Gm.,  Bottles  of  24  and  100. 
also  available— KYNEX  Acetyl  Pediatric  Suspension,  cherry- 
flavored,  250  mg.  sulfamethoxypyridazine  activity  per  tea- 
spoonful (5  cc.).  Bottles  of  4 and  16  fl.  oz. 

1.  Editorial,  New  England  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med  & Clin.  Ther.  5:474,  1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


for  improved  control 

WHENEVER  SULFAS  ARE  INDICATED 


Sulfamethoxypyridazine  Lederle 


J LEDEBLi  lABORATORIES,  a Division  of  AMERICAN  CYANAmID  company,  Pearl  River,  New  'W>rk 


T 

I . . but  seasoned 


i 


A meal  of  even  the  most  colorful  and  the  most 
meticulously  prepared  food  can  be  dreary  eating  without  salt. 
Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  —•  makes  eating  a pleasure  once  more. 


Neocurtasal 

An  excellent  salt  replacement 

for 

“Salt-Free”  (Low  Sodium)  Diets 

Assures  patient’ 

LABORATORIES  cooperation 

New  York  !8,  N.Y. 


Contains  potassium  chloride, 
potassium  glutamate, 
glutamic  acid^  calcium 
silicate,  potassium 
iodide  (0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 
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Ideally 
Suited  lor 
Long-Term 
Therapy* 


just  two  tablets 
at  bedtime 


After  full  effect 
one  tablet 
suffices 


alSeroxyloA,  2 ihg, 


^Because 


Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  serious  side  effects... 
the  smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  a lower  incidence  of  certain 


When  more  potent  drugs  are 
needed,  prescribe  one  of  the  con-  unwanted  side  effects  than  is  reserpine . . . and 

with  a lower  incidence  of  depression.  Toler- 
ance does  not  develop. 

Rauwiloid  can  be  initial  therapy  for  most 
Rauwiloid^+Hexamethonium  hypertensive  patients ...  Dosage  adjustment 

alseroxylon  1 mg.  and  hexamethonium  . 

chloride  dihydrate  250  mg.  IS  rarely  a problem. 


venient  single-tablet  combinations 

Rauwiloid® +Veriloi(P 

alseroxylon  1 mg.  and  alkavervir  3 mg. 
or 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiloid  alone  after  desired  blood  pressure 
levels  are  reached  with  combination  medication. 


for  October,  1959 
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New  revitalizing  tonic 
brightens 

the  second  half  of  life! 


Ritonic 


A sense  of  frustration  and  inadequacy,  faulty  nutrition,  waning 

gonadal  function  — ritonic  meets  all  these  problems  of  middle  age  and 

senile  let-down.  The  unique  combination  of  RITALIN,  the 

safe  central  stimulant,  with  a balanced  complement  of  vitamins,  calcium, 

and  hormones  acts  to  renew  vitality,  re-establish  hormonal 

and  anabolic  benefits,  and  improve  nutritional  status. 


“We  found  Ritonic  to  be  a safe,  effective  geriatric 
supplement . . “Patients  reported  an  increase  in 
alertness,  vitality  and  sense  of  well  being.'*^ 


PRESCRIBE  RITONIC 
for  your  geriatric  patients,  your  middle-aged  patients  and  your  postmenopausal  patients. 


Each  Ritonic  Capsule  contains : 


Ritalin®  hydrochloride 
methyltestosterone 
ethinyl  estradiol 
thiamin  (vitamin  Bi) 
riboflavin  ( vitamin  B2) 
pyridoxin  ( vitamin  Bo ) 
vitamin  B12  activity 
nicotinamide 
dicalcium  phosphate 


5 mg. 

1.25  mg. 

5 micrograms 
5 mg. 

1 mg. 

2 mg. 

2 micrograms 
25  mg. 

250  mg. 


Remember 

SERPASII! 

(reserpine  CIBA) 

for  the  anxious 

hypertensive 
with  or  without 

tachycardia 


Dosage : 
Supplied : 
References : 

RITALIN® 


One  Ritonic  Capsule  in  mid-morning  and  one  in  mid-afternoon. 
Ritonic  CAPSULES;  bottles  of  100. 

1.  Natenshon,  A.  L. : J.  Am.  Geriatrics  Soc.  6 : 534  (July)  1958. 

2.  Bachrach,  S. : To  be  published, 
hydrochloride  (methylphenidate  hydrochloride  CIBA) 


CIBA 


SUMMIT.  N.  J. 


s/sessuK 
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Who's  in 
charge  here? 


Have  you  ever  wished  you  could  cut  your  own  slice  of  pie?  Well,  the 
simile  may  not  be  exact,  but  when  you  become  a policy-holder  in 
Empire  Casualty  Company,  YOU  are  in  charge,  and  you  do  have 
something  to  say  about  what  you  get  for  your  money.  Not  only  do 
you  receive  the  benefits  of  professional  liability  insurance  especially 
designed  for  members  of  the  Colorado  State  Medical  Society,  but  you 
actually  own  a share  in  the  company  and  have  a voice  in  its  operation! 
Empire  Casualty  was  formed  with  the  specific  intention  of  providing 
Colorado  physicians  with  malpractice  insurance  at  competitive  rates, 
with  broad  coverage,  and  our  currently  lower  rates  and  growing  mem- 
bership are  your  assurance  that  we  have  achieved  our  goal.  For  more 
complete  information,  please  call  or  write  . . 


CARL  W.  OHLIN 
insurance  Department 


EMinnM 


Operating  Management 
201  Security  Bldg.  AComa  2-8621 
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IN  REFRACTORY  CONSTIPATION 

IN  REFRACTORY  CONSTIPATION 

IN  HEFHAOTOEV  CONSTHaTION 

INKETfRACTORY  CONSTIPATION 
IN  REFRACTORY  CONSTIPATION  „ 

IN  refractory  constipation 

INJIEFRACTOFfY  CONSTIPxATION 

IN  KirraACTORY  CONSTIPATION 
IN  REFRACTORY  CONSTIPATION 

IN  REFRACTORY  COHRX&?4,Vrrt3?A’Tvr 

IN  refractory  constipation 

IN  REFRACTORY  CONSTIPATION 

IN  REFRACTORY  CONSTIPATION 

m REFRACTORY  CONSTIPATION 

N refractory  CONSTIPATION 
IN  REFRACTORY  CONSTIPATION 

IN  kepeactohf  constipation 

IN  KEFBACTCBY  CONSTIPATION 

IN  REFRACTORY  CONSTIPATION 

IN  REFHACTCBY  CONSTIPATION 

natural  bowel  corrective  ^ ■ ® 

Senokot 


L ACTIVE  PRiNClPLCS 


k roos  rUBDUC  I 


TABLETS/GRANULES 


REHABILITATES  THE 
CONSTIPATED  PATIENT- 
HELPS  RESTORE  NORMAL  BOWEL  TONE, 
RHYTHM.  AND  SENSITIVITY. 

SUFFLIEjD;  TABLETS:  Small  and  easy  to  swallow,  in  bottles  of  lOO. 

ORANULiES;  Cocoa-flavored,  in  8 and  4 ounce  canisters. 


Copyright  1959.  The  Purdue  Frederick  Company  ^ ^ 


OEDICATED  TO  PHYSICIAN  AND  PATtENT  SINCE  1883 

NEW  YORK  14,  N.Y.  I TORONTO  1.  ONTARIO 
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Synonyms  for 
Pain  Relief... 


.providing  the  desired 
gradation  of  potencies 
for  relief  of  varying 
intensities  of  pain 


TABLOID’ 

EMPIRIN’ 

COMPOUND 


Acetophenetidin  ......  gr.  TSh 

Acetylsaiicylic  Acid  . . . . gr.  SVa 
Caffeine  gr.  Vz 


TABLOID’ 


EMPIRIN’ 

COMPOUND 

WITH 

CODEINE 

PHOSPHATE 


No.  1 

Acetophenetidin  . . . . 

. . gr.  21/2 

Acetylsaiicylic  Acid  . . 

. . gr.  31/2 

Caffeine  

. . gr.  1/2 

Codeine  Phosphate  . . 

. . gr.  Va 

No.  2 

Acetophenetidin  . . . . 

. . gr.  21/2 

Acetylsaiicylic  Acid  . . 

. . gr.  31/2 

Caffeine  

. . gr.  1/2 

Codeine  Phosphate  . . 

. . gr.  1/4 

No.  3 

Acetophenetidin  . . . . 

• • gr.  21/2 

Acetylsaiicylic  Acid  . . 

. . gr.  31/2 

Caffeine  

. . gr.  1/2 

Codeine  Phosphate  . . 

. . gr.  1/2 

No.  4 

Acetophenetidin  . . . . 

. . gr.  21/2 

Acetylsaiicylic  Acid  . . 

. . gr.  31/2 

Caffeine  

. . gr.  1/2 

Codeine  Phosphate  . . . . gr.  1 
*Subjectto  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


simple  headache 

rheumatic  conditions 

arthralgias 

myalgias 

common  cold 

toothache 

earache 

dysmenorrhea 

neuralgia 

minor  trauma 

tension  headache 

premenstrual  tension 

minor  surgery 

post-partum  pain 

trauma 

organic  disease 
neoplasm 
muscle  spasm 
colic 
migraine 

musculo-skeletal  pains 
postdental  surgery 
post-partum  involution 
fractures 
synovitis/bursitis 

relief  of  pain 
of  ail  degrees  of 
severity  up  to 
that  which 
requires  morphine 

AND  IN 

fevers 

dry, 

unproductive  coughs 


Your  experience  and  trust  throughout  the 


CAimON.'  Hd«nil 


'WEtUtUt  W. 


Codeine  i’tinsphnte. 
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S'lVUOIICHS'WEiUOH 

1»«~  TotKl*—  ( 


CAunoN 


Kttf  coo.  _*NO  on,  . 

tUtflOUOns  & 


MODt! 


years  have  established  the  wide  use  of  the 
'Empirin  family  in  medical  practice — 
dependable  analgesics  for  the  effective  relu 
of  pain,  fever,  and  cough— with  safety. 


PA  I 

SENSATP 

ASM 

REACTP 


THE 

RELIEF 

OF 

VMPTON 


HAR: 

WOl! 

GOOD 

EsSFv- 


TABt-OID'i 

■Empirin’i 

Compound 


EMPIRAL 


-'j 


lOO  — ^ 

•TABLOID'J.^ 

■Empirin’- 

Compound 


■TABLOID' A 

-'Empirin''^ 
Compound 
mat  Pbosphole,  No.  2 


CODEMPIRAL 
No.  3 i 


— »00  CAMULK*  ■ " " 

CODEMPIRAL’* 


no.  2 


TABLOID’  — 

- ■ E;  m p i r i n ’ 
Compound 
Codeine  PlToephirte.  No.  3 


■TABLOID'A 

’Empirin'-^ 

Compound 

«>tik  . 

Codciiw  Pho<phal€.>0. 4 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  New  York 


THERE  IS  A DIFFERENCE 


ISOLYTE  contains  in  each  100  cc: 
Sodium  Acetate  N.F.  0.64  Gm.*; 
Sodium  Chloride  U.S.P.  0.5  Gm.; 
Potassium  Chloride  U.S.P.  0.075 
Gm.;  Sodium  Citrate  U.S.P.  0.075 
Gm.*;  Calcium  Chloride  U.S.P. 
0.035  Gm.;  Magnesium  Chloride 
Hexahydrate  0.031  Gm. 

*B/carfaonofe  precursors. 


modern 

physicians 

prefer 

ISOLYTE® 


leolyte  has  bseii 
protrsn  eff eetlire  with 
thousands  of  patients. 

Isolyte . . . the  halaneed 
eleotsolyte  solution 
for  routine  use. 

Isolyte ...  a product  of 
Baxter . . . pioneer 
in  completely  integrated 
parenteral  systems. 

prescribe  ISOLYTE® 

leoder  in  porehteraU  sine#  1928 
...  a syinboi  ol  qupUty  in  research, 
prodvcl  and  service. 


DON  BAXTER,  INC. , -Research  and  Production  Laboratories 


OLENDAL,E,  CADIFORNIA 


If  you  were  going 
to  give  or  be  given 
an  enema,  you 
would  appreciate 


/ the  non-irritating, 
expendable  enema. 

I Sigmol  is  the 

I 

I safe  enema  with  the 
; longer  flexible 
tip  nurses  and 
patients  prefer. 

Sigmol  enemas 
save  expensive  ; 
preparation  and 
cleanup  time  and 
improve  patient 
relations. 

Join  the  march 
to  better,  less 

4 expensive  patient 
care  with  mo 
expendab 


the  finest 


DON  BAXTER,  INC. 

Research  and  Production  Laboratories, 
GLENDALE,  CALIFORNIA 


■m- 


Physicians 


1039  Symposia 

OKLAHOMA  CITY,  OKLAHOMA 

Fri.,  Oct.  2,  1959,  The  Skirvin  Hotel 

BIRMINGHAM,  ALABAMA 

Son.,  Oct.  11,  1959,  The  Dinkler-Tutwiler  Hotel 

TACOMA,  WASHINGTON 

Wed.,  Oct.  14,  1959,  The  Hotel  Winthrop 

TRAVERSE  CITY,  MICHIGAN 

Frt.,  Oct.  23,  1959,  The  Park  Place  Hotel 

LUBBOCK,-  TEXAS  J,  . 

Sat.,  Oct.  31,  1959,  The  Lubbock  Country  Club 

ST.  CHARLES,  ILLINOIS 

Wed,,  Nov.  4,  1959,  The  St.  Charles  Country  Cliib 

DALLAS,  TEXAS 

Frt.,  Nov,  8,  1959,  The  Hilton  Hotel 

WICHITA,  KANSAS 

Sat.,  Nov,  7,  1959,  The  Hotel  Broadview 

SCHENECTADY,  NEW  YORK 

Thurs.,  Nov.  12,  1959,  The  Mohawk  Golf  Club 

CORPUS  CHRISTI,  TEXAS 

■ Fri.,  Nov.  13,  1959,  The  Robert  OriscoH  Hotel 

RIVERSIDE,  CALIFORNIA 

Sun.,  Nov.  15,  1959,  The  Mission  inn 

SANTA  BARBARA,  CALIFORNIA 

Wed.,  Nov.  18,  1959,  The  Santa  Barbara  Biftmore 

MOLINE,  ILLINOIS 

Wed.,  Dec.  2,  1959,  The  LeClaire  Hotel 


1960  Symposia  (incomplete  schedule) 

DENVER,  COLORADO 

Sua,  Jan.  10,  1960,  The  Cosmopolitan  Hotel 

AUSTIN,  TEXAS 

Fri.,  Jan.  15,  1960,  The  Commodore  Perry 

POCATELLO,  IDAHO 

Sat.,  April  2,  1960,  The  Bannock  Hotel 

MOORHEAD,  MINNESOTA 

Sat,,  April  9,  i960.  The  Frederick  Martin  Hotel 

SALT  LAKE  CITY,  UTAH 

Fri.,  April  22,  1960,  Hotel  Utah 

ST.  LOUIS,  MISSOURI 

Sun.,  May  1,  1960,  Chase-Park  Plaza 

SANTA  ROSA,  CALIFORNIA 

Fri.,  Sept.  16,  I960,  The  Flamingo  Hotel 

GREAT  FALLS,  MONTANA 

Sat,  Oct.  22,  1960,  The  Rainbow  Hotel 

CHARLESTON,  WEST  VIRGINIA 

Son,,  Oct.  30,  1960,  The  Daniel  Boone  Hotel 


!n  cooperation  with  medical  organizations  throughout  the  United  States,  Lederle  continues  to  offer  aid  to 
post-graduate  medical  education  through  its  Symposium  program.  Upon  completion  of  the  schedule  above 
the  number  of  Symposia  presented  will  exceed  200  since  the  first  meeting,  sponsored  by  the  Knoxville 
(Tenn.)  Academy  of  Medicine  eight  years  ago.  Each  meeting  presents  prominent  authorities  discussing 
important  advances  in  clinical  medicine  and  surgery.  Activities  are  also  planned  for  physicians'  wives. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


smoothly  as  inner 
core  etissolves . 


Each  Nebralm  timed-release 
tablet  contains: 


Dorsilal*  90  mg. 

Warning:  May  be  habit  forming 

Mephenesin 425  mg. 

- »Corsey  brand  of  pentobarbital 

CAUTION:  Federal  law  prohibits 
dispensing  without  prescription 

Dosage:  One  or  two  tablets  Va  hour 
before  retiring. 


timed-release  action  for  a full  nighfs  sleep 

®;  NEBRALIN  is  designed  to  duplicate  the  normal  sleep  pattern. 
It  encourages  muscular  relaxation  and  induces  sustained, 

. relaxed  sleep  by  the  release  of  Dorsital  and  mephenesin 
in  a timed-release  tablet  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension" 
and  conditions  the  body  for  sleep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The. initial  and 
sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep, ^ and  when  combined  with  a 
barbiturate  enhances  barbiturate  action.-- “ Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,-*  assuring  your  patients  refreshed  awakenings 
without  ^‘morning  hangover.” 


1 S'chlesinger,  E.  B.;  Tr.  New  York  Acad.  Sc,  2:6,  (Nov.)  1948. 

2 Richards,  R.  K.,  and  Taylor,  J.  D.:  Anesthesiology  17:414,  1956. 

3 Shideman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  f.:  Pharmacol.  Rev.  1:243,  1949. 


SMITH-DORSEY  ■ a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


AN 

AMES 

CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  PREVALENT 
ARE  MULTIPLE 
GALLBLADDER 
ANOMALIES? 

One  hundred  and  twenty-two  cases 
of  vesica  fellea  divisa  (bilobed  gall- 
bladder) and  vesica  fellea  duplex 
(double  gallbladder  with  2 cystic 
ducts)  are  reported  in  the  literature. 

A unique  case  of  vesica  fellea  tri- 
plex has  recently  been  described. 


Source:  Skilboe,  B.:  Am.  J.  Clin.  Path. 
30:252,  1958. 


in  medical 
management 
and  postoperative 
care  of  biliary 
disorders... 

“effective”  hydrocholeresis . . . 

DECHOLIN 

(dehydrocholic  acid,  Ames) 


. . dehydrocholic  acid . . . does  con- 
siderably increase  the  volume  out- 
put of  a bile  of  relatively  high  water 
content  and  low  viscosity.  This  drug 
is  therefore  a good  ‘flusher,’  and  is 
effectively  used  in  treating  both  the 
chronic  unoperated  patient  and  the 
patient  who  has  a T-tube  drainage 
of  an  infected  common  bile  duct.”* 


free-flowing  bile 
plus  reliable  spasmolysis 


decholin: 


BELLADONNA 


“...DECHOLiN/Belladonna  in  a dos- 
age of  one  tablet  t.i.d.  for  a period 
of  two  to  three  months  may  prove 
helpful  in  relieving  postoperative 
symptoms,  aiding  the  digestion,  and 
facilitating  elimination.”^ 


(1)  Beckman,  H.:  Drugs: 

Their  Nature,  Action  and  Use, 
Philadelphia,  W.  B.  Saunders  Company, 
1958,  p.  425. 

(2)  Biliary  Tract  Diseases, 

M.  Times  55:1081,  1957. 


€4659 


AMES 


COMPANY.  INC 
Elkhort  e Indiono 
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COMPREHENSIVE, 
THREE-LEVEL  TREATMENT 

OF  DEPRESSION 

AND  ASSOCIATED  ANXIETY 
AND  PHYSICAL  TENSION 

RELIEVES  DEPRESSION 


including  symptoms  such  as  crying, 
lethargy,  loss  of  appetite,  insomnia 

RELIEVES  ASSOCIATED  ANXIETY 
with  no  risk  of  drug-induced  depression 


RELIEVES  ASSOCIATED 
PHYSICAL  TENSION 
by  relaxing  skeletal  muscle 

1 

hypothalamus 

2 

thalamus  and 
limbic  system 

3 


spinal  cord 

‘Depror 

benactyzine  + meprobamate 


■ confirmed  efficacy 

■ documented  safety 

SUPPLIED:  Bottles  of  50  light-pink,  scored  tablets 
COMPOSITION:  Each  tablet  contains  1 mg.  benactyzine  HCl 
and  400  mg.  meprobamate 

WALLACE  LABORATORIES  • JVew  Brunswick,  N.  J. 

tTRAOE-MAUK  C0»9290 


WHENEVER  COUGH  THERAPY  IS  INDICATED  j 

Hycomine 

QVRTTP 


THE 


SYRUP 

Rx  FOR  COUGH  CONTROL 


cough  sedative /antihistamine /expectorant 

• relieves  cough  and  associated  symptoms 

in  15-20  minutes  • effective  for  6 hours  or  longer 

• promotes  expectoration  • rarely  constipates 

• agreeably  cherry-flavored  . 

Each  teaspoonful  (5  cc.)  of  Hycomine  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . 5 mg.  ) 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.  j 
Pyrilamine  Maleate  .......  12.5  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate  .........  85  mg. 


Supplied:  As  a pleasant*to-take  syrup.  May  be  habit- 
forming. Federal  law  permits  ora!  prescription. 


Literature 
on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


U.S.  Pat.  2,630,400 
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Steady  now  ...  up  and  over  . . . 


Good  for  you! 

BEAUTIFUL  JUMP!  And  you  made  it  look 
so  very  easy.  Good  time  now  to  rest . . . relax  ... 
toast  the  moment  with  a good  glass  of  beer. 
Nothing,  you  know,  is  so  rewarding.  Beer’s 
bright,  light— refreshing.  And  no  other  beverage 
is  so  right  on  so  many  different  occasions. 

It  really  picks  you  up,  too. 


Beer  Belongs —to  the  fun  oflivingi 


I United  States  Brewers  Foundation 


CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 
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NEW  CITRA  FORTE  CAPSULES ..  .When  a Narcotic  is  Indicated  for  Colds  ■ 5.0  mg.  Dihydrocodeinone  ■ 3 AntihistaminSi 
Decongestant  ■ ARC  ■ Ascorbic  Acid  ■ Prompt  patient  relief.  New  CITRA  FORTE  CAPSULES  contain  the  higi 
potency  cough  suppressant  available. ..Dihydrocodeinone  (5.0  mg.).  Fast,  effective  relief  from  nasal  conges'r 
muscular  aches  and  other  common  cold  symptoms  is  rendered  with  multiple  antihistamines  and  decongestant,  m 
for  patients  who  have  difficulty  with  syrups,  CITRA  FORTE  CAPSULES  provide  the  easy-to-swallow  economical  ansei 
Not  promoted  to  the  laity.  Dosage:  2 capsules  Immediately— followed  by  1 capsule  every  3-4  hours. 


THE  CITRA  SELECTOR  CHART...  "Professionally  Promoted  Medications  For  the  Cough  and  Cold  Season” 


products 

indications 

ingredients 

dosage 

CITRA  FORTE  CAPSULES 

When  a narcotic  is  indicated 

Cough  Suppressant  / Antihistamines  / 

2 capsules  immediately. 

(New) 

for  colds 

Decongestant  / APC  / Ascorbic  Acid 

then  1 capsule  every  3-4  hours 

1 

CITRA  DEL  CAPSULES 

Prolonged  action  cold 

Decongestant  / Analgesic  / 

2 capsules  immediately,  then 

(New) 

treatment 

Antipyretic  / Antihistamines  / 

Ascorbic  Acid 

1 capsule  every  8 hours 

CITRA  NASAL  SPRAY 

Relief  of  congestion  in  colds 

Antihistamines  / Antibiotic  / 

Spray  one  time  into  each  nos 

(New) 

rhinitis,  and  sinusitis 

Decongestant 

and  repeat  after  few  minutes. 

"HE  HAS  A COLD" 


i’RA-DEL  CAPSULES... Prolonged  Action  Cold  Treatment  ■ Just  one  capsule  provides  up  to  8 hours  relief  from  COm- 


;n  cold  symptoms.  ■ Prolonged,  controlled  release  form.  ■ Decongestant,  analgesic,  antipyretic  and  antihistaminic 
'lions  prolonged  with  new  "implant  manufacturing  technique."  ■ Relief  starts  minutes  after  initial  dosage.  Dosage: 
■apsules  immediately,  followed  by  1 capsule  every  8 hours. 

!’RA  fort!  SYRUP... For  Complete  Cough  Control  ■ Most  powerful  cough  suppressant. .. 5.0  mg.  of  Dihydrocode- 
neper  teaspoon.  ■ Multiple  antihistamines  and  expectorant.  ■ Prompt,  economical  cough  therapy.  ■ Tastes  good, 
. Dosage:  1 or  2 teaspoonsful  every  3-4  hours. 


products  indications  ingredients  dosage 


:iTRA  FORTE  SYRUP 

For  complete  cough  control 

Cough  suppressant  / Antihistamines  / 
Expectorant 

1-2  teaspoonsful  every  3-4  hours 

OiTRA  CAPSULES 

For  relief  of  the  common  cold 

Decongestant  / Analgesic  / 

Antipyretic  / Antihistamines  / 

Ascorbic  acid 

2 capsules  immediately 
then  1 capsule  every  3-4  hours 

CITRA  SYRUP 

For  less  severe 
and  children's  coughs 

Cough  suppressant  / Expectorant  / 
Antihistamines  / Decongestant  / 
Ascorbic  Acid 

1-2  teaspoonsful  every  3-4  hours 

;iTRA  H.F. 

Hay  Fever 

Broadspectrum  Antihistamines  / 
Vasodilator 

2 capsules  immediately 
then  1 capsule  every  4 hours 

. I 


and 

blood  pressure 
is  controlled 
safely  and 
effectively 


The  hypertensive  under  treatment  is  frequently  burdened 
with  side  effects  of  therapy  including  states  of  depression, 
fatigue,  and  lethargy.  He  finds  little  joy  left  in  his  life 
and  laughter  is  almost  a forgotten  experience. 

With  Rautensin  and  Rauvera,  two  unique  and  depend- 
able antihypertensive  agents,  patients  feel  better,  have  a 
brighter  outlook  and  blood  pressure  is  safely  reduced. 

in  mild  hypertension 

Rautensin  provides  smoother  antihypertensive  action 
with  no  sudden  rebounds  or  abrupt  declines,  and  can  be 
given  over  long  periods  of  time  without  impairing  mental 
alertness,  producing  excessive  lethargy  or  drowsiness. 
When  tachycardia  is  present,  Rautensin  slows  heart  rate 
10  to  15  per  cent.  Rautensin  is  less  likely  to  cause  mental 
depression.'  The  apprehensive  hypertensive  is  calmed,  yet 
side  actions  are  “ . . . either  completely  absent  or  so  mild 
as  to  be  inconsequential.”® 

RATJTENSIN^ 

each  tablet  contains  2 mg.  of  the  purified  alseroxylon  complex  of 
Rauwolfia  serpentina 

Dosage:  For  the  first  20  to  30  days,  2 tablets  (i  mg.)  once  daily, 
at  bedtime.  Thereafter,  a maintenance  dose  of  1 tablet  (2  mg.) 
daily  will  suffice  for  most  patients. 


in  moderate  to  severe  hypertension 

Rauvera  produces  smooth  and  steady  antihypertensive 
action  which  persists  over  the  entire  twenty-four  hours 
without  peaks  and  valleys  ...  no  “saw  tooth”  effect. 
Patients  show  a marked  subjective  as  well  as  objective 
improvement  with  a significant  drop  in  blood  pressure, 
yet  with  a very  low  incidence  of  side  effects.®  Abrupt  rise 
in  blood  pressure  does  not  occur  even  when  therapy  is 
interrupted.^  Tolerance  does  not  develop  on  prolonged 
administration.  Sensitization  reactions  or  postural  hypo- 
tension do  not  occur.  Headaches,  fatigue,  insomnia  and 
“heart  consciousness”  rapidly  disappear,  leaving  the 
patient  feeling  well  and  asymptomatic. 

R AU  VE  R A 

each  tablet  contains  1 mg.  of  purified  alseroxylon  complex  of  Rau- 
ivolfia  serpentina  and  3 mg.  alkavervir  (Veratrum  viride  fraction) 

Dosage:  One  tablet  3 or  U times  daily,  ideally  after  meals,  at  inter- 
vals  of  not  less  than  U hours. 


1.  Moyer»  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Arch.  Int.  Med.  5<?:530,  1955. 

2.  Terman,  L.  A.:  Illinois  M.  J.  5:67,  1957. 

3.  La  Barbera,  J.  F.:  M.  Rec.  & Ann.  50:242,  1956. 

4.  Bendig,  A.:  New  York  J.  Med.  55:2523,  1956. 


SMITH-DORSEY  * a division  of  The  Wander  Company  • Lincoln,  Nebraska  * Peterborough,  Canada 


to  prevent  the  sequelae 
of  ti.r.i.  ...  and  relieve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compouncj  Lederle 


Pneumonitis,  otitis,  tonsillitis,  adenitis,  sinusitis  or 
bronchitis  develops  as  a serious  bacterial  comprication  in 
about  one  in  eight  cases  of  acute  upper  respiratory 
infection.^  To  protect  and  relieve  the  “cold” 
patient...  ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuts  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  Am.  ^ Hygiene  71:122  (Jan.)  1933 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


/• 


why 

wine 

in  Cardiology? 


■poR  generations  without  number  wine 
has  been  extolled  as  an  "effective  stim- 
ulant” and,  therefore,  valuable  aid  to  treat- 
ment in  various  types  of  cardiovascular 
disease.  It  was  this  peculiar  property,  no 
doubt,  which  prompted  the  poet,  Salerno, 
some  800  years  ago  to  write  — "Sound  wine 
revives  in  age  the  heart  of  youth.” 

Now,  as  a result  of  modern  research,  we  are 
obtaining  concrete  evidence  of  the  favor- 
able physiologic  action  of  wine  to  lend  sup- 
port to  the  empiricism  of  ancient  usage. 

Both  brandy  and  wine  in  moderate  quanti- 
ties have  been  found  to  substantially  in- 
crease the  pulse  rate  and  step  up  the  stroke 
volume  of  the  heart. 

Wine  has  been  found  to  aid  drug  therapy  in 


relieving  the  pain  of  angina  pectoris  and 
obliterative  vascular  disease. 

Moreover,  aside  from  the  purely  hypoten- 
sive actions  of  wine,  its  unquestionable 
euphoric  effects  help  counter  the  depres- 
sion, apprehension  and  anxiety  so  fre- 
quently present  in  sufferers  from  heart  and 
coronary  disorders. 

The  beneficial  actions  of  wine  appear  to 
transcend  those  of  more  concentrated  alco- 
holic beverages  — valuable  cardiotonic 
properties  having  been  attributed  to  the 
aliphatic  aldehydes  and  other  nonalcoholic 
compounds  recently  isolated  from  certain 
wines  and  grape  varieties. 

It  goes  without  saying  that  the  use  of  alco- 
hol, even  in  the  form  of  wine,  is  contra- 
indicated in  hypertension  accompanied  by 
certain  types  of  renal  disease. 


For  a discussion  of  the  many  modern  Rx  uses  for  wine,  write 
for  the  brochure,  "Uses  of  Wine  in  Medical  Practice"  to  Wine 
Advisory  Board,  717  Market  Street,  San  Franciscio  3,  California. 
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Where  a poly-unsaturated  oil 
is  called  for  in  the  diet, 

Wesson 

satisfies  the  most 
exacting  requirements 

(and  the  most  exacting  palates!) 


More  acceptable  to  patients.  Wesson  contributes  great- 
ly to  the  palatability  of  food  and,  thus,  can  be  important 
in  encouraging  patients  to  maintain  prescribed  restricted 
diets.  By  the  criteria  of  odor,  flavor  (blandness)  and  light- 
ness of  color,  housewives  prefer  Wesson.* 

Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated content  better  than  50%.  Only  the 
lightest  cottonseed  oils  of  highest  iodine  number  are 
selected  for  Wesson,  and  no  significant  variations  are 
permitted  in  the  22  exacting  specifications  required 
i 'efore  bottling. 


Economy.  Wesson  is  consistently  priced  lower  than  the 
next  largest  seller,  a not  unimportant  consideration, 
where  poly-unsaturated  oil  is  called  for. 


Wesson's  Active  Ingredients: 

Linoleic  acid  glycerides  50%  to  55% 

Phytosterol  (predominantly  beta  sitosterol)  0.4%  to  0.7% 
Total  tocopherols  0.09%  to  0.12% 

Never  hydrogenated — completely  salt  free 

* Reconfirmed  by  recent  tests  against  the  next  leading  brand  with  brand 
identifications  removed,  among  a national  probability  sample. 
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inhalation  therapy 


WETS,  THINS,  LOOSENS  PULMONARY  SECRETIONS 


HAM  ill... 


BRONCHITIS 
BRONCHIAL  ASTHMA 


f 


BRONCHIECTASIS 

PERTUSSIS 

CROUP 

Alevaire  is  administered  by  means  of  a nebulizer  operated  with 
an  air  compressor  or  oxygen. 

Supplied  in  bottles  of  60  cc.  for  intermittent  and  500  cc. 

for  continuous  nebulization. 


LABORATORIES 

NEW  YORK  18,  N.  Y. 


Alevaire,  trademark  reg.  U.S.  Pat.  Off. 


...  a handsomely  practical  examining 
room  suite  by  Hamilton.  Distinctively  proportioned,  smartly 
styled  and  finished  entirely  in  lifetime  materials.  Wood-grained 
Formica  in  gray  or  cream,  satin-finish  stainless  steel  and  bright 
chrome  create  a contemporary,  fully  Professional  atmosphere  — 
and  the  Premiere  will  keep  its  good  looks  for  a lifetime.  See  the 
Premiere  . . . and  other  Hamilton  suites  in  wood  and  steel  . . . 


Geo.  Berbert  &Sons,  Inc. 

1717  Logan  Street,  Denver  3,  Colo.,  Telephone  ALpine  5-0408 

FOREMOST  PHYSICIANS  AND  HOSPITAL  SUPPLIERS 
IN  THE  ROCKY  MOUNTAIN  AREA 


our 


56tli 


anniuerdary. 
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More  effective  than  salicylate  alone 


Pabalate 


COMBINING  MUTUALLY  SYNERGISTIC  NON-STEROID  A N T I RH  E U M ATI  CS 

"superior  to  aspirin"  — . evidence  seems  to  indicate  that  the  concur- 

rent administration  of  para-aminobenzoic  and  salicylic  acid  [as  in  Paba- 
late] produces  a more  uniformly  sustained  level  for  prolonged 
analgesia  and,  therefore,  is  superior  to  aspirin  in  the  treatment 
of  chronic  rheumatic  disorders.”^ 

In  each  enteric-coated  PABALATE  tablet: 

Sodium  salicylate  (5  gr.) 0.3  Gm. 

Sodium  para-aminobenzoafe  (5  gr.),.  0.3  Gm. 

Ascorbic  acid  50.0  mg. 


for  the  patient 
who  should  avoid  sodium 


Pabalofe-Sodiyin  Free 


Same  formula  as  Pabalate,  with  sodium 
salts  replaced  by  potassium  salts 


for  the  patient 
who  requires  steroids 

Pabalate-HC 

Pabalate  with  Hydrocortisone 
In  each  enteric-coated  PABALATE-HC  tablet: 

Hydrocortisone  2.5  mg. 

Potassium  salicylate  (5  gr.) 0.3  Gm. 

Potassium  para-aminobenzoate  (5  gr.)..  0.3  Gm. 
Ascorbic  acid  50.0  mg. 

1.  Ford.  R.  A.,  and  Blanchard.  K.: 
Journal-Lancet  78:1S5,  1958. 


A.  H.  ROBINS  CO.,  INC,,  Richmond  20,  Virginic 

Ethical  Pharmaceuticals  of  Merit  since  1878 


1 


I 


'i 


"a  highly  effective 

1 


Robitussin;  Each  5-cc.  tea- 
spoonful  contains  glyceryl 
guaiacolate  100  mg. 

Robitussin  A-C:  Same  formula 
plus  prophenpyridamine 
maleate  7.5  mg.  and  codeine 
phosphate  10  mg.  per  5 cc 
Exempt  narcotic. 

Supply:  Bottles  of  4 fl.  oz., 

1 pint  and  1 gallon. 

1.  Bickerman,  H.  A.:  In  Drugs  of 
Choice  1958-1959,  ed.  by  W. 

Mosby,  St.  Louis.  1958,  p.  562. 

2.  Hayes,  E.  W.,  and  Jacobs,  L.  S.: 
Dis.  Chest  30:441,  1956. 


H Itobins  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  7878 


Preferred  by  patients  as  to 
and  absence  of 


2 NEW  FORMS  OF  CORZCZDZN 

relieve  sinusitis 
colds  * allergic  rliinitis 


decongestant  • antihistaminic 
analgesic  • antipyretic 


ORAL  i TOPICAL 


decongestant  • 
antihistaminic  • antibiotic 


decongestant  Tablets  Nasal  Nist 


combine  dependable 
COHICIDIN  benefits  with  specific 
action  of  phenylephrine 
to  provide  rapid  prolonged  relief 
of  congested  respiratory  passages 


offers  prompt  topical  symptomatic 
relief  of  congested  nasal  mucosa  and 
controls  excessive  nasal  drainage 
without  rebound  effects 


Each  CoRiciDiN  "D”  tablet  contains  2 mg.  Chlor-Teimeton®  Maleate,  0.23  Gm.  aspirin,  0.16  Gm.  phenacetin, 

30  mg.  caffeine  and  10  mg.  phenylephrine  boxes  of  12  tablets 

Each  cc.  of  CoRiciDiN®  Nasal  Mist  contains  3 mg.  Chlor-Trimeton  Gluconate,  5 mg.  phenylephrine 
hydrochloride  and  0.05  mg.  gramicidin  squeeze-bottles  of  20  cc. 


365 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


ILOSONE®  WORKS  to  assure  a more  decisive  response 

When  the  infection  keeps  coming  back,  it  may  well  be  that  a more  decisive 
antibiotic  attack  is  indicated.  In  such  cases,  Ilosone  consistently  provides  a 
prompt,  high  level  of  antibacterial  activity  in  the  patient’s  serum.  Ilosone  is 
bactericidal  against  both  streptococci  and  pneumococci  and  has  been  re- 
ported particularly  effective  against  staphylococcus  infections  in  the  most 
recent  clinical  investigation.* 

Usual  dosage:  For  adults  and  children  over  fifty  pounds,  250  mg.  every  six 
hours.  For  optimal  effect,  administer  on  an  empty  stomach.  Ilosone  is  sup- 
plied in  Pulvules®  of  125  mg.  and  250  mg.,  in  bottles  of  24  and  100. 

1.  J.A.M.A.,  i70.184  (May  9),  1959. 

Ilosone®  (propionyl  erythromycin  ester,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


40 


Rocky  Mountain  Medical  Journal 


E 


R. 


.ECENT  LEGISLATIVE  DEVELOPMENTS  and  ac- 
tivities, both  at  the  state  and  national  levels, 
are  of  increasing  concern  to  those  physicians 
who  are  most  active  in  their  medical  associa- 
tions. They  are,  more  than  many  others,  fully 

aware  of  the  impor- 
M ore  Physicians  tance  of  increasing  in- 

Must  Become  terest  by  all  physicians 

in  every  phase  of  po- 
Better  Citizens  litical  activity  and  of 

Or  Else!  the  great  importance 

of  continual  exchange 
of  information  and  opinion  with  those  indi- 
viduals who  represent  our  citizenry  in  the 
various  lawmaking  bodies.  It  is  imperative, 
in  the  opinion  of  those  best  informed,  that 
all  physicians  cultivate  affiliations  and  asso- 
ciations in  both  major  political  parties.  Dur- 
ing the  coming  years,  legislation,  both  na- 
tional and  state,  will  be  influenced  less  and 
less  by  pressure  politics  and  letter  writing 
campaigns,  per  se. 

Physicians,  to  be  effective  in  politics,  must 
not  be  opportunists,  but  must  become  ac- 
quainted with  candidates  and  potential  gov- 
ernmental officials  before  their  election.  In 
other  words,  physicians  must  participate  in 
politics  and  must  contribute  their  knowledge, 
aims  and  ideals,  as  well  as  funds,  to  both  of 
the  important  political  parties  before  they 
develop  their  platforms,  policies  and  cam- 
paign issues.  Physicians  must  also  endeavor 
to  influence  the  selection  of  candidates  so 
that  representatives  of  government  will  be 
of  the  highest  caliber  and  integrity.  Physi- 
cians will  be  better  citizens  and,  incidentally, 
better  physicians  if  they  will  contribute  as 
much  to  the  science  of  politics,  government 
and  economics  as  they  contribute  to  good 
scientific  medicine. 

Organized  medicine  must  propose  and 
sponsor  sound  legislation  for  the  common 
good  and  not  restrict  its  legislative  activities 
only  to  those  state  and  national  legislative 
proposals  which  it  must  oppose  because  they 
are  socialistic  and  not  in  the  best  interests 
of  good  health  care  for  every  citizen.  One  of 


the  greater  obstacles  which  confronts  medi- 
cine is  the  reluctance  of  physicians  generally 
to  participate  as  individuals  in  politics  and 
in  the  political  activities  of  both  major  par- 
ties. Being  a good  physician  with  scientific 
medical  knowledge  is  not  enough.  To  be  a 
good  physician  one  must  know  and  under- 
stand all  of  the  political,  economic  and  social 
aspects  of  government.  Physicians  must  be 
leaders  by  fulfilling  collectively  their  respon- 
sibilities to  all  agencies.  ^ land 


D. 


'r.  F.  J.  L.  Blasingame,  Executive  Vice 
President  of  the  American  Medical  Associa- 
tion, has  thanked  members  of  lay  organiza- 
tions as  well  as  State  Medical  Societies  for 
splendid  cooperation  early  last  summer  in 

fighting  the  Forand 
Fight,  and  Continue  Bill.  There  were 

to  Fight,  the  ^^^ny  letters  and 

r-  1 rt- 11  telegrams  received 

r or  and  Bill  y.  \-l.  rs 

by  the  Congress- 
men, and  the  Board  of  Trustees  of  the  Colo- 
rado State  Medical  Society  sent  an  official 
witness  in  opposition  to  HR  4700.  Dr.  Irvin 
Hendryson  addressed  the  hearings  in  Wash- 
ington and  presented  the  resolution.  It  com- 
prised an  important  element  toward  our  win- 
ning the  fight  against  the  vicious  bill. 

We  are  proud  of  the  forthright  statement 
made  on  July  17  before  the  House  Ways  and 
Means  Committee  before  the  86th  Congress 
when  they  were  considering  amendments  to 
the  Social  Security  Act.  Among  other  signifi- 
cant statements.  Dr.  Hendryson  said,  “When 
we  send  a dollar  to  Washington  it  comes  back 
to  the  community  as  a mighty  small  piece  of 
change!  Furthermore,  health.  Gentlemen,  in 
all  its  aspects  and  ramifications  is  our  busi- 
ness just  as  government  is  your  business.” 
It  is  absurd  that  a few  persons  should  now 
suddenly  appear  on  the  scene  in  Washington 
and  insist  that  what  American  physicians 
and  their  institutions  have  been  doing  for 
55  years  is  wrong  and  that  only  they  know 


for  October,  1959 


41 


what  is  best  in  medical  care!  Surely  we  have 
not  done  too  badly  in  raising  life  expectancy 
from  47  years  in  1900  to  70  years  in  1955. 

Let  us  continue  to  fight  until  the  vicious 
Forand  Bill  is  downed.  Since  aging  has  be- 
come, and  will  continue  to  be,  a major  prob- 
lem, for  the  sake  of  the  people  primarily — 
and  ourselves  secondarily — let  us  face  it  at 
the  community  level! 


W 

T T E HAVE  RECEIVED  A THOUGHTFUL  LETTER 

from  one  of  the  venerable  “senior  citizens” 
in  our  profession  in  the  Rocky  Mountain 
region.  It  was  addressed  to  the  President  of 
the  Colorado  State  Medical  Society  and 

stated,  “I  would  sug- 

Ethics  in  Medical  ' 

tion  Committee  take 

Advertising  ^ second  look  at  the 

advertising  in  the 
Rocky  Mountain  Medical  Journal.  I believe 
that  our  high  standard  of  ethics  is  a little 
lower  than  it  should  be.”  The  President  gave 
it  his  prompt  attention  but  requested  that 
our  colleague  should  be  more  specific  and 
state  which  advertisements  in  which  issues 
of  the  Journal  impressed  him  as  being  below 
standard.  In  reply,  the  “critic”  said  that  he 
purposely  refrained  from  mentioning  any 
particular  advertisement,  since  he  believed 
that  our  Society  should  not  be  guided  by 
individual  complaints.  However,  in  order  to 
be  specific,  he  said,  “I  very  much  object  to 
advertisements  for  cigarettes,  since  there  is 
a good  medical  reason  to  believe  that  they 
cause  lung  cancer.  Then,  too,  knowing  that 
alcoholism  is  a major  medical  problem,  I feel 
squeamish  about  brandy  and  beer.”  He  con- 
cluded by  presuming  that  the  ads  come 
through  the  State  Medical  Journal  Advertis- 
ing Bureau  at  the  A.M.A.,  but  he  does  not 
believe  that  Chicago  is  the  keeper  of  our 
conscience. 

Hereupon  is  opened  an  old  subject  of  de- 
liberation by  your  editors  and  the  Publica- 
tion Committee.  We,  too,  have  looked  with 
some  concern  upon  advertisements  for  to- 
bacco and  alcohol  in  ethical  medical  journals. 
We  go  along  with  Confucius,  or  somebody, 
that  you  do  not  need  to  smoke  or  drink  to 
have  fun.  But  both  “vices”  are  here  to  stay. 


laws  and  legislation  having  failed  to  control 
man’s  determination  to  smoke,  drink,,  or 
speed  himself  to  death.  As  a profession,  we 
can  only  do  our  best  ethically  to  inform  him 
of  what  he  is  doing  to  himself. 

In  our  opinion,  whether  the  Rocky  Moun- 
tain Medical  Journal  carries  advertisements 
for  tobacco  and  alcohol  will  not  make  one 
statistic’s  difference  in  lung  cancer,  periph- 
eral arterial  disease,  or  dementia  praecox. 
However,  our  articles  upon  cancer,  Buerger’s 
disease,  and  auto  safety  belts  may  help  physi- 
cians to  guide  their  patients  along  the  ways 
of  temperance.  If  there  is  an  answer  to  all 
the  implied  evils  of  these  habits  and  appe- 
tites, temperance  is  it! 

Hastening  to  admit  that  the  subject  is 
controversial,  we  appeal  to  our  readers  for 
more  pro  and  con.  What  do  you  think,  Doc- 
tor? Please  think  it  over  and  send  us  a 
“Letter  to  the  Editor.” 


A LETTER  CAME  TO  OUR  JOURNAL  OFFICE  from 
the  Medical  and  Chirurgical  Faculty  of  the 
State  of  Maryland  (Maryland  State  Medical 
Association)  over  the  signature  of  Dr.  Amos 
R.  Koontz,  Chairman  of  the  Committee  on 

Veterans’  Medical 
Inroads  of  Veterans  Care.  Dr.  Koontz 

Medical  Care  in  the  stated  that  the  Fac- 

n • * D ulty  has,  for  many 

rrivate  rractice  , 

years,  expressed 

concern  over  the  inroads  the  Veterans  Ad- 
ministration Hospitals  are  making  into  the 
realm  of  private  practice  of  medicine.  “In 
order  to  combat  the  fantastic  growth  of  treat- 
ment of  non-service  connected  ailments  of 
veterans,  the  Faculty  has  passed  many  reso- 
lutions condemning  this  practice  and  urging 
that  something  concrete  be  done  to  curtail 
or  stop  this  insidious  growth,”  said  Dr. 
Koontz.  The  Faculty’s  House  of  Delegates 
has  passed  a resolution  that  all  component 
medical  societies  of  the  A.M.A.  be  contacted 
and  urged  to  support  the  Faculty’s  stand  in 
this  respect.  They  have  thereby  sent  letters 
to  every  A.M.A.  component  medical  society 
and  have  received  eleven  affirmative  an- 
swers. 

Other  affirmative  answers  are  anticipated 
and  full  support  of  concerted  action  should 
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be  forthcoming.  We  agree  that  all  physicians 
should  be  alerted  of  the  steps  contemplated 
along  these  lines,  and  we  join  in  the  hope 
that  an  appropriate  resolution  will  be  intro- 
duced in  the  A.M.A.  House  of  Delegates  at 
the  impending  clinical  session  in  Dallas  next 
December. 


The  travel  itinerary  of  the  President  of 
any  State  Medical  Society  grows  longer  each 
year.  Demands  for  his  time  and  energies  to 
attend  various  meetings  continue  to  increase. 
Eventually,  the  President  must  select  the 

meetings  that  will 
be  most  helpful  to 
him. 

To  an  interested 
observer,  the  yearly 
parade  of  new  Presidents  of  State  Societies 
is  fascinating.  All  react  in  a similar  manner 
when  the  gavel  is  rapped  sharply  and  a Presi- 
dent of  a State  Medical  Society  is  trans- 
formed from  a Board  member,  Councilor  or 
Committeeman  to  the  leader  and  head  of  Ms 
' fraternal  organization.  They  are  all  humble, 
self-conscious,  but  have  a keen  sense  of  re- 
! sponsibility  to  perform  the  duties  in  a digni- 
I fied  and  equitable  way. 

During  the  first  two  or  three  months  the 
new  President  is  bewildered,  unsure,  and 
amazed  at  the  volume  of  requests  and  the 
duties  demanded  of  him.  A travel  itinerary  is 
placed  before  him  of  firm  commitments  he  is 
■ ' to  make  during  his  year  as  President.  He  is 
shocked  beyond  description  at  the  time  to 
be  spent  away  from  home.  This  travel  agenda 
does  not  include  the  innumerable  committee 
meetings,  allied  group  meetings,  etc.  One 
state,  New  Mexico,  has  firm  commitments 
for  its  President  to  be  away  from  home  on 
official  business  40  days  between  September, 
1959,  and  March,  1960. 

: Most  Presidents  are  reimbursed  for  their 

out-of-pocket  expenses  while  away  from 
home.  A very  few  states  pay  him  an  hon- 
I orarium.  The  major  loss  for  Presidents  is 
j being  separated  from  their  families  so  much 
I and  the  loss  of  practice  while  away  working 
) for  all  practicing  physicians. 

With  many  thousands  of  traveled  miles 
and  calouses  from  shaking  so  many  hands, 


Those  Traveling 
Medical  Politicians 


the  “new”  President  quickly  becomes  a sea- 
soned “medical  politician.”  He  has  learned 
to  take  the  bitter  with  the  sweet  and  to  “ride 
with  the  punches.”  He  is  sure  of  himself  and 
has  a feeling  of  pride. 

Presidents  of  State  Medical  Societies  can 
rightly  be  called  “Traveling  Medical  Poli- 
ticians.” Thank  the  Good  Lord  for  them! 
Without  them  medicine  would  have  long 
been  completely  controlled  by  the  govern- 
ment. They  are  carrying  the  battle  to  the 
“social  do-gooders”  who  would  prefer  to  con- 
trol you  and  the  practice  of  medicine.  While 
Presidents  are  crusading  for  medicine’s 
cause,  they  do  so  because  they  genuinely  be- 
lieve in  what  they  are  doing  rather  than 
anticipating  recognition  or  remuneration. 

These  Traveling  Medical  Politicians  end 

their  year  having  learned  considerable.  They 

have  also  established  invaluable  everlasting 

friendships  among  other  rewards  of  sacrifice 

and  hard  work!  n 

Ralph  Marshall 


YOU  STARTLED,  as  WG  were,  on  reading 
in  one  of  the  recent  medical  news  letters 
that  “Garter  Snake  May  Harbor  WEE  Virus”? 
We  had  just  naturally  assumed  that  garter 
snake  viruses  would  be  smaller  than  Boa 
Constrictor  viruses.  And 

How  WEE  63-^^hworms  probably 

harbored  WEE-WEE  vi- 
is  a Virus?  ruses.  The  WEE-WEE  virus, 
as  you  know,  causes  marked 
urinary  frequency — or  do  earthworms  have 
only  a cloaca? 

At  any  rate  it  turned  out  that  WEE  stands 
for  Western  Equine  Encephalitis,  and  that 
PHS  investigators  believe  now  that  the  virus 
“winters”  in  garter  snakes  after  they  have 
been  bitten  by  infected  mosquitoes.  And  that 
mosquitoes  rekindle  the  summer  epidemics 
when  they  bite  infected  garter  snakes  in  the 
spring. 

This  is  believed  to  be  the  first  evidence 
that  an  important  avian  and  mammalian 
parasite  “can  cause  long  lasting  viremia  of 
high  titer  in  a cold-blooded  vertebrate.” 

This  is  very  interesting  and  probably 
important  but  we  ask  you — did  you  ever 
think  of  a simple,  playful,  harmless  garter 
snake  as  being  a “cold-blooded  vertebrate”? 
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ARTICLES 


Neonatal  hepatitis 

Contracted  from  sub-clinical  maternal  infection* 

Frank  K.  James,  Jr.,  M.D.,  and  W.  R.  Elton  Newman,  M.D.,  Salt  Lake  City 


A case  report  adds  to  the 
scanty  literature  on  this 
rare  condition. 


Infectious  hepatitis  contracted  during  the 
first  trimester  (organogenetic  period)  of 
pregnancy  appears  to  be  rare.  The  low  inci- 
dence as  recorded  in  the  literature  makes  it 
difficult  to  ascertain  the  effects  of  the  virus 
upon  the  fetus.  Current  opinion  is  divided  as 
to:  (a)  whether  or  not  the  virus  is  deleterious 
to  the  fetus,  if  it  crosses  the  placental  barrier, 
and  (b)  whether  or  not  therapeutic  abortion 
should  be  considered  if  the  disease  is  con- 
tracted during  the  first  trimester  of  preg- 
nancy. 

ManselP  noted  a total  of  19  cases  of  in- 
fectious hepatitis  contracted  during  the  first 
trimester  of  pregnancy  and  added  two  new 
cases.  Of  those  reported,  five  births  (26  per 
cent)  were  shown  to  have  fetal  abnormali- 
ties, and  three  patients  aborted  spontaneous- 
ly. This  compares  to  studies  made  by  Ober- 
and  Korns^  on  the  incidence  of  fetal  abnor- 
malities associated  with  maternal  rubella 
contracted  during  the  first  trimester  of  preg- 
nancy. Ober  noted  22.7  per  cent  of  the  births 
had  congenital  malformations,  while  Korns 
noted  an  incidence  of  17.2  per  cent. 

•From  the  Department  of  Preventive  Medicine,  College  of 
Medicine,  University  of  Utah.  This  work  was  supported  in 
part  by  a Summer  Fellowship  Grant  in  Public  Health  and 
Preventive  Medicine  from  the  National  Foundation  and  in 
part  by  a Teaching  Grant  in  Preventive  Medicine  from  the 
Kellogg  Foundation,  Battle  Creek,  Michigan. 


T rans placental  transmission 

The  evidence  for  and  against  transpla- 
cental transmission  of  infectious  hepatitis 
(virus  type  A)  is  not  conclusive.  The  work 
of  Stokes'^,  Neefe®  and  Murray®  on  the  suc- 
cessful transfer  of  virus  A (in  feces  and  in 
whole  blood)  from  known  carriers  to  vol- 
unteers seemingly  establishes  a carrier  state 
in  this  disease.  The  transfer  of  virus  A from 
the  blood  of  a newborn  with  jaundice  to  a 
volunteer  (Stokes’)  offers  evidence  for  trans- 
placental transmission  of  this  disease  under 
laboratory  conditions.  Beilin  and  Bailit®  cite 
a case  of  portal  cirrhosis  in  a newborn,  relat- 
ing this  to  maternal  infectious  hepatitis,  con- 
tracted two  months  prior  to  term. 

Zondek  and  Bromberg®  state  that  the  vi- 
rus A does  not  affect  the  fetus  because  (a) 
it  does  not  cross  the  placental  barrier  or 
(b)  it  does  not  reach  sufficient  concentration 
in  the  fetal  circulation.  They  do  concede  that 
infectious  hepatitis  during  pregnancy,  partic- 
ularly during  the  first  trimester,  causes  an 
increased  tendency  toward  prematurity  in 
the  newborn.  Martin  and  Ferguson^®  note 
four  cases  of  maternal  hepatitis  in  which 
there  was  no  clinical  evidence  of  fetal  in- 
volvement; and,  as  previously  stated,  14  of 
21  cases  cited  by  Mansell  showed  no  effect 
upon  the  fetus,  although  the  virus  was  con- 
tracted by  the  mother  during  the  first  tri- 
mester of  pregnancy. 

Roth^^  states  that  infectious  hepatitis  is 
not  an  uncommon  complication  of  pregnancy, 
citing  16  cases  (three  contracted  during  the 
first  trimester)  in  which  there  were  two 
spontaneous  abortions,  three  stillbirths  and 
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11  normal  births.  He  also  states  that  there  is 
no  evidence  that  infectious  hepatitis  causes 
fetal  anomalies,  nor  does  it  affect  the  mother 
more  than  in  non-pregnant  cases.  He  does  not 
consider  therapeutic  abortions  necessary. 

Numerous  authors,  including  Scott^% 
Beard^^  and  Adams^*,  implicate  the  trans- 
placental transmission  of  serum  hepatitis 
(virus  type  B)  to  siblings  with  subsequent 
neonatal  hepatitis  in  the  first  six  months  of 
life,  often  terminating  fatally.  This  is  sub- 
stantiated by  Aikat  and  Kaier.  In  almost  all 
cases  cited  (86  per  cent),  virus  B is  appar- 
ently transmitted  in  consecutive  pregnancies, 
although  the  mother  may  have  given  birth 
to  several  normal  infants  prior  to  infection 
with  virus  B. 

Following  is  a history  of  probable  trans- 
placental transmission  of  infectious  hepatitis 
(virus  type  A)  from  a subclinical  case  in  the 
mother: 

CASE  REPORT 

During  the  winter  and  spring  of  1955-56,  an 
outbreak  of  infectious  hepatitis  was  noted  in  Salt 
Lake  County,  totaling  55  clinical  cases  and  numer- 
ous (probable)  subclinical  cases,  occurring  chiefly 
among  school-aged  children,  ages  6 to  14.  One 
group  of  four  families,  widely  separated  geo- 
graphically within  Salt  Lake  County,  recorded  a 
total  of  18  cases  within  a nine-month  period.  In 
one  of  these  families  there  were  four  cases — the 
mother  and  her  three  children.  The  mother  had 
worked  as  a nurses’  aid  in  a local  hospital  for 
one  year  prior  to  her  illness  and  had  been  in 
contact  with  numerous  jaundiced  patients.  A check 
of  hospital  records  for  that  period  of  time  re- 
vealed that  none  of  these  jaundiced  patients  had 
been  diagnosed  as  having  infectious  hepatitis.  The 
mother  denied  any  history  of  accidental  skin  punc- 
ture with  needles,  syringes,  finger  sticks,  etc. 
However,  she  did  have  contact  with  bedpans  and 
bedclothing  of  jaundiced  patients.  She  relates  no 
history  of  transfusions  or  “shots”  of  antibiotics  or 
immunizations.  The  mother  had  received  injec- 
tions and  venipuncture  incident  to  childbirth  (er- 
gotrate,  serological  test  and  blood  typing).  There 
was  no  previous  history  of  jaundice. 

In  January  of  1956,  the  mother  (then  about 
one  week  pregnant)  visited  the  family  home  of 
one  of  the  relatives  who  had  recently  recovered 
from  infectious  hepatitis.  At  about  the  same  time, 
the  father  visited  the  home  of  a second  relative 
who  had  two  young  children  with  clinical  jaun- 
dice. The  father  took  the  youngest  daughter,  age 
7,  with  him,  but  she  did  not,  supposedly,  enter  the 
family  home. 

Approximately  38  days  later,  the  7-year-old 
daughter  became  ill,  with  initial  nausea,  vomiting 


and  epigastric  distress.  She  became  jaundiced 
within  72  hours  after  onset  of  symptoms.  One 
week  later  the  mother  experienced  marked  epi- 
gastric pain  which  persisted  approximately  24 
hours.  At  that  time  she  was  in  the  second  month 
of  gestation  and  attributed  these  symptoms  to  her 
pregnancy.  In  five  previous  pregnancies,  however, 
she  could  not  recall  similar  symptoms.  There  was 
no  subsequent  history  of  jaundice,  change  in 
bowel  habits,  or  change  in  the  color  of  stool  or 
urine. 

On  April  4 (28  days  after  the  mother  was  ill), 
the  11 -year-old  son  first  demonstrated  signs  and 
symptoms  of  infectious  hepatitis.  A cousin  had 
visited  the  family  home  approximately  two  days 
before  the  11 -year-old  boy  first  became  ill,  and 
he  subsequently  was  stricken  31  days  after  initial 
contact.  A 12-year-old  sister,  the  third  of  the 
three  siblings  to  have  clinical  hepatitis,  became 
ill  approximately  26  days  after  the  onset  of  her 
brother’s  illness. 

The  mother  cared  for  her  children  throughout 
their  illness  and  denies  any  further  history  com- 
patible with  infectious  hepatitis.  Her  pregnancy 
was  without  further  incident,  and  on  July  20th  she 
first  noted  irregular  uterine  contractions.  Approxi- 
mately 24  hours  later  she  was  admitted  to  a local 
hospital.  Admission  findings  were:  serology  nega- 
tive, no  previous  history  of  transfusions,  no  ex- 
posure to  toxic  agents,  blood  type  A,  Rh  positive 
(husband  same),  hematocrit  38,  urine  “normal.” 

Two  hours  following  admission,  a living  “ma- 
ture” male  infant  was  delivered  with  forceps. 
Parturition  was  otherwise  normal,  although  it  was 
noted  that  a gush  of  bloody  amniotic  fluid  oc- 
curred immediately  following  delivery.  The  moth- 
er’s postpartum  course  was  essentially  uneventful. 

The  infant  was  described  grossly  as  normal. 
The  birth  weight  was  5 lbs.  13  ounces,  length  19.5 
inches.  He  was  noticeably  cyanotic  and  had  a 
grunting  type  respiration  with  marked  contrac- 
tions evident  during  each  respiratory  cycle.  His 
cry  was  depressed.  A considerable  amount  of 
mucus  was  removed  from  the  oral  cavity.  The 
heart  rhythm  was  normal  with  no  murmurs  evi- 
dent. Moist  rales  were  heard  over  “all”  lung 
fields  (according  to  one  observer).  The  infant  was 
placed  in  a moist  isolette,  supplied  with  oxygen, 
and  stimulated  by  movement  every  half-hour.  His 
course  was  steadily  downhill.  He  remained  cya- 
notic, with  grunting  respiration,  depressed  cry 
and  minimal  response  to  stimulation.  An  intra- 
cranial lesion  was  suspected.  The  infant  expired 
31  hours  postpartum,  in  spite  of  heroic  therapeutic 
measures. 

Autopsy  findings  were  as  follows: 

Pathology*:  The  body  of  the  male  infant  ap- 
peared dusky  greyish  in  color,  with  no  evidence 
of  jaundice.  There  was  no  manifestation  of  edema 


*We  are  indebted  to  Dr.  Shelley  A.  Swift,  Pathologist,  St. 
Mark’s  Hospital,  Salt  Lake  City,  Utah,  for  the  report  of  the 
pathological  examination. 
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or  recent  injury.  The  lungs,  appearing  small  with- 
out gross  evidence  of  aeration,  were  the  outstand- 
ing finding  on  gross  examination.  They  were  said 
to  “fairly  float”  to  the  surface  when  placed  in 
water.  On  section  they  appeared  reddish  in  color, 
much  like  liver  tissue.  Although  the  trachea  and 
bronchi  contained  “much”  mucus,  there  was  no 
indication  of  obstruction.  The  liver  was  not  en- 
larged and  had  a smooth  capsule.  The  liver  was 
pale  brownish  in  color,  with  parenchyma  soft  in 
consistency,  showing  no  sign  of  gross  abnormality 
on  section.  There  was  mild  evidence  of  hemor- 
rhage into  the  tissues  of  the  scalp,  with  some 
edema.  Although  there  was  some  blood-staining 
between  the  arachnoid  and  the  dura,  there  was 
no  apparent  actual  collection  of  blood.  The  cere- 
bellar tissue  was  soft  in  consistency  but  on  section 
did  not  demonstrate  hemorrhage  or  focal  lesion. 
The  tentoria  were  free  from  tears. 

The  myocardium,  thymus  and  kidney  were 
considered  essentially  normal  for  a premature  in- 
fant. The  spleen  was  congested.  The  lungs  showed 
considerable  congestion  and  atelectasis.  The  ma- 
jority of  the  liver  microsections  examined  were 
considered  essentially  normal.  The  lobular  pattern 
was  well  preserved;  however,  there  was  consider- 
able hematopoiesis  within  the  sinuses  of  the  liver 
cords.  Fine  vacuolization  of  the  cytoplasm  of  all 
liver  cells  was  evident,  due  mainly  to  fat  deposits 
(fatty  dystrophy  due  to  anoxia).  Necrosis  was 
demonstrated  in  several  microsections  of  the  liver. 
These  necrotic  foci  ranged  in  size  from  small, 
intralobular  lesions  to  larger  areas  involving  lo- 
bules. The  areas  of  necrosis  tended  to  spare  ad- 
jacent cells,  particularly  around  the  central  vein 
and  portal  triads.  Hematopoietic  cells  were  not 
affected  by  necrosis.  The  degree  of  maturity  of 
the  liver  cells  was  that  of  approximately  seven 
months  development. 

The  necrosis  found  on  liver  sections  was  con- 
sidered to  be  of  viral  etiology.  Other  possible  fac- 
tors resulting  in  necrosis  of  this  magnitude,  in- 
cluding hepatotoxic  agents,  eclampsia  and  blood 
incompatibility,  were  considered  unlikely  as  based 
on  clinical  findings  and  past  history.  In  view  of 
the  known  maternal  (and  paternal)  exposure  to 
clinical  hepatitis,  with  subsequent  history  of  three 
cases  among  immediate  family  members,  the  pa- 
thologist’s diagnoses  were:  prematurity,  neonatal 
hepatitis  and  atelectasis. 

Discussion 

The  deleterious  effects  of  rubella  upon 
the  fetus  during  the  first  trimester  of  preg- 
nancy are  well  known.  The  effects  of  infec- 
tious hepatitis  are  not  as  well  established. 
It  appears  that  there  is  an  increased  tendency 
toward  prematurity  and  spontaneous  abor- 
tions, particularly  if  infection  occurs  during 
the  first  trimester  of  pregnancy.  Severe  in- 
fections appear  deleterious  to  the  fetus,  and 
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the  literature  contains  many  reports  of  fetal 
abnormalities  associated  with  maternal  hepa- 
titis. These  include  the  work  of  Kellog  and 
Wesp  and  ManselP.  The  literature  also  cites 
numerous  stillbirths  and  postpartum  deaths 
associated  with  maternal  hepatitis  (Roth^h 
Schiff).  Postmortem  findings  are  varied  and 
inconclusive,  but  it  is  noted  that  atelectasis 
is  often  listed  as  a cause  of  death. 

The  normal  fetal  liver  has  many  basic 
variations,  with  hematopoiesis  within  the 
liver  sinuses  being  one  of  the  more  consistent 
findings.  Changes  associated  with  neonatal 
hepatitis  vary  considerably  and  appear  non- 
conclusive.  Schiff  cites  the  work  of  Craig 
and  Landing  in  the  study  of  20  infants  who 
exhibited  jaundice  shortly  after  birth.  The 
most  common  finding,  seemingly  pathogno- 
monic of  neonatal  hepatitis,  was  giant  cell 
replacement  of  liver  cells  with  subsequent 
post-necrotic  collapse  and  cirrhosis.  Krainan 
and  Lapan  noted  extensive  intra-lobular  ne- 
crosis and  cirrhosis,  and,  as  previously  noted, 
Beilin  and  Bailit  cite  a case  of  infant  portal 
cirrhosis  associated  with  maternal  hepatitis. 

Transmission  of  the  virus  of  serum  hepa- 
titis (virus  type  B)  to  siblings  from  a mother 
in  the  carrier  state  has  been  cited  by  many 
writers.  Transmission  of  virus  B in  consecu- 
tive pregnancies  is  predicated  on  the  long- 
standing viremia  (often  persisting  up  to  10 
years  after  initial  exposure).  The  work  of 
Stokes,  et  ah,  gives  evidence  that  the  car- 
rier state  for  both  virus  A and  B infections 
exists.  We  believe  the  infectious  agent  in  the 
case  cited  to  be  virus  type  A.  This  is  based 
on  the  epidemiologic  evidence  which  in- 
cludes: exposure  of  both  parents  to  known 
sources,  clinical  history  of  three  subsequent 
cases  of  infectious  hepatitis  with  jaundice 
and  typical  signs  and  symptoms  in  the  chil- 
dren, and  incubation  periods  in  the  three 
children  in  keeping  with  those  of  the  type  A 
infection.  This  contrasts  with  the  longer  (40- 
180  days)  incubation  periods  for  type  B in- 
fections. 

Summary 

A case  of  probable  transplacental  trans- 
mission of  infectious  hepatitis  (virus  type  A) 
from  a subclinical  case  is  discussed.  This 
infection  was  presumably  contracted  during 
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the  first  trimester  of  pregnancy,  from  any 
one  of  multiple  known  sources.  Although  the 
I mother  had  a “normal”  course  during  preg- 
nancy,  she  experienced  marked  epigastric 
! pain  and  distress  through  a 24-hour  period 
during  the  second  month  of  pregnancy.  There 
were  no  other  signs  or  symptoms.  An  infant 
son  was  born  at  approximately  35  weeks  ges- 
tation and  died  31  hours  postpartum  from 
prematurity,  atelectasis,  and  (as  evidenced 
; on  microsection  of  the  liver)  from  consider- 
! able  intralobular  necrosis.  This  was  con- 
^ sidered  to  be  of  viral  etiology.  In  view  of 
1 the  family  history,  the  exposure  to  known 
clinical  cases  of  infectious  hepatitis,  and  the 
microscopic  findings  in  the  fetal  liver,  this 
has  been  interpreted  as  compatible  with  a 
diagnosis  of  neonatal  (congenital)  hepati- 
I tis.  • 
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The  intramedullary  prosthesis 

in  hip  pathology 

A research  study  of  forty-five  cases 

Foster  Matchett,  M.D.,*  Denver 


If  this  were  merely  a report  of  hip  pros- 
theses  in  45  more  cases  there  would  be  little, 
if  any,  justification  for  its  presentation,  but 
that  is  not  the  purpose.  Pathology  of  the  hip 
is  a disabling  condition  for  the  person  afflict- 
ed with  it,  and  means  of  controlling  or  over- 
coming it  have  been  sought  throughout  the 
ages.  This  is  evidenced  by  the  archaeologists’ 
unearthing  of  bones  that  have  been  scraped, 
trephined  or  curetted  or,  in  general,  man- 
handled. It  is  still  a problem,  although  in 
recent  years  the  orthopedic  surgeons  have 
been  able  to  make  significant  contributions 
to  the  knowledge  and  management  of  this 
condition  because  of  the  development  of  anti- 
biotics, mechanical  devices,  and  technics 

‘From  the  Division  of  Orthopedics,  Department  of  Surgery, 
University  of  Colorado  School  of  Medicine,  Denver. 


which  augment  restoration  of  function  by 
reducing  the  danger  of  infection.  It  is  known 
that  anatomic  repositioning  of  bony  frag- 
ments and  relationships  leads  to  nearly  nor- 
mal function.  This  is  particularly  applicable 
to  hips. 

Septic  involvement  of  the  hip  of  many 
infants  and  young  children  results  in  mal- 
function. Certain  developmental  changes  lead 
to  crippling  conditions  within  the  joint  re- 
sulting in  a permanent  limp  during  adoles- 
cence and  marked  arthritic  involvement  in 
later  life.  Trauma  leaves  its  imprint  on  the 
hips  of  many  and  causes  malfunction,  pain 
and  deformity.  The  price  of  living  is  “wear 
and  tear”  on  the  body,  and  no  place  in  it  is 
this  “wear  and  tear”  noted  more  than  in  or 
about  joints,  the  hip  joint  especially.  At  the 


for  October,  1959 


47 


present  time,  there  are  no  means  of  retard- 
ing the  process  of  aging.  Lameness,  pain, 
disability,  limitation  of  function  with  subse- 
quent limitation  of  activity  and  eventual 
retirement  to  chair,  wheelchair  or  bed  is  the 
result. 

In  the  rapidly  moving,  mechanical  world 
of  today,  lessening  of  the  number  of  hip  dis- 
abilities is  not  foreseeable.  On  the  contrary, 
since  better  roads  lead  to  increased  travel 
and  the  desire  for  speedier  cars,  injuries  are 
bound  to  follow.  Improvement  in  medical 
care,  hospitals,  and  advances  in  research  are 
prolonging  the  lives  of  the  “oldsters,”  and 
the  greatest  number  of  traumatic  hip  condi- 
tions occur  in  the  65-95  year  age  group,  be- 
cause any  one  of  its  members  is  subject  to 
a slip,  a trip,  or  a fall  due  merely  to  fatigue 
or  to  a minor  unnoticed  obstacle  which  would 
be  no  hazard  to  a younger,  more  alert  person. 
If  such  a person  is  between  65  and  75  years 
of  age  and  has  a good  daily  activity  history, 
the  fracture  is  usually,  although  not  always, 
an  intracapsular  one.  Older  persons  fall 
harder,  and,  as  they  make  little  or  no  attempt 
to  catch  themselves,  the  injury  is  usually  a 
simple  or  comminuted  intertrochanteric  frac- 
ture of  the  femur. 

It  is  a natural  sequel  of  the  longer  life 
span  and  physical  and  mental  improvement 
of  the  aged  that  more  and  more  such  persons 
will  seek  medical  attention  for  relief  of  pain 
and  disability,  as  will  be  the  case  for  younger 
persons  afflicted  with  the  diseases  of  early 
life,  especially  congenital  deformities,  ana- 
tomic and  developmental  changes,  the  hip 
diseases  of  adolescence,  middle  age,  and  the 
“wear  and  tear”  osteoarthritides. 

In  1952,  I reported  39  cases  in  which  vital- 
liumt  cup  arthroplasty  of  the  hip  had  proved 
a helpful  procedureb  At  that  time,  the  his- 
tory of  the  development  of  the  vitallium  cup 
was  traced,  and  the  rationale  for  its  use  was 
discussed.  Subsequent  experience  with  vital- 
lium has  strengthened  my  conviction  that  it 
is  a valuable  medium,  but  the  cup  prosthesis 
is  not  necessarily  a satisfactory  device  for 
every  condition  or  in  every  instance. 

To  be  ideal,  a prosthesis  should  be  round 
so  that  it  may  serve  as  a substitute  for  the 
femoral  head  or  head  and  neck.  A number 
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of  prostheses  were  developed  and  tested  by 
the  Judet  brothers  and  other  investigators 
both  in  this  country  and  abroadb  In  1952, 
Dr.  Austin  T.  Moore  of  Columbia,  South 
Carolina,  reported  the  use  of  an  intramedul- 
lary type  vitallium  prosthesis  which  he  had 
developed  with  assistance  of  the  Professor 
of  Engineering  at  the  University  of  South 
Carolina  and  the  Chief  Engineer  of  the  Aus- 
tenal  Laboratoriesbi  Since  that  time.  Dr. 
Moore  has  modified  the  structure  several 
times,  and  probably  will  continue  modifying 
it  until  it  resembles  the  head  and  neck  of  an 
average  femur.  In  July,  1957,  he  reported  a 
six-year  study  of  159  operations  on  153  pa- 
tients^. 

Although  reports  from  many  large  clinics 
and  medical  schools  have  been  disappointing 
regarding  end  results,  in  my  experience,  the 
Austin  Moore  intramedullary  vitallium  pros- 
thesis has  been  one  of  the  best  prostheses 
available  at  the  present  time.  Poor  results 
in  such  large  institutions  may  be  attributable 
to  several  factors — (1)  the  kind  of  patient 
seen  in  such  an  intrinsically  “clinic”  type  or- 
ganization because  of  nutritional  state,  case 
and  family  history  and  presence  of  infection; 
(2)  the  surgery  was  performed  by  anyone 
avaliable  whether  especially  skilled  in  the 
procedure  or  not,  in  fact,  often  by  whomever 
was  “on  service”  or  by  any  resident  who 
“had  not  yet  done  one”;  and  (3)  the  condi- 
tions under  which  surgery  was  performed. 

Because  I believe  that,  to  date,  the  Austin 
Moore  type  is  one  of  the  best  prostheses 
available,  I feel  compelled  to  report  my  ex- 
periences with  it.  The  following  report  is  a 
clinical  study  of  45  consecutive  private  hip 
cases  operated  upon  between  October  10, 
1952,  and  September  17,  1958,  in  which  the 
prosthesis  used  was  the  Austin  Moore  intra- 
medullary vitallium  type.  This  represents  a 
follow-up  study  of  these  cases.  The  newest 
was  of  one  year’s  duration. 

Some  of  the  ground  work  of  this  rather 
extensive  clinical  orthopedic  research  was 
done  while  I was  Senior  Visitant  on  Ortho- 
pedic Service  of  the  University  of  Colorado 
School  of  Medicine.  This  was  started  in  Oc- 
tober, 1952.  In  addition,  cases  were  operated 
upon  and  results  tabulated  at  the  Denver 
General,  the  Veterans  Administration,  and 
Fitzsimons  Army  Hospitals,  and  the  person- 
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nel  of  all  those  institutions  aided  materially 
in  the  study.  Although  the  study  originated 
during  a period  of  service  at  the  University 
of  Colorado  School  of  Medicine  and  was  fur- 
thered by  the  previously  mentioned  hospitals, 
all  of  the  cases  reported  here  were  private 
patients. 

A review  of  the  data  reveals  that; 

1.  Forty-five  surgical  procedures  were 
performed  on  44  patients. 

2.  There  were  16  males  and  29  females. 

3.  Ages  ranged  from  8 years  (one  patient) 
to  92  years  (two  patients) , and 

4.  Thirty-two  patients  were  60  years  of 
age  or  over  at  the  time  of  operation  with 
seven  of  these  over  80  years  of  age.  There 
was  no  one  particular  occupational  group; 
on  the  contrary,  there  were  housewives, 
farmers,  students,  teachers,  secretaries,  and 
a number  of  retired  persons. 

The  variation  in  volume  of  operations 
performed  during  the  years  of  the  study  has 
no  obvious  significance  unless  weather  (ice 
and  snow)  was  a factor  in  the  two  peak  years, 
1953  and  1958.  The  year  1952  should  be  dis- 
regarded because  the  one  case  reported  was 
operated  upon  in  October,  and  the  first  nine 
months  are  ignored  in  this  report.  Tabu- 
lated by  year  in  which  the  surgery  was  done, 
there  were  15  operations  in  1953;  4 in  1954; 
5 in  1955;  6 in  1956;  9 in  1957,  and  5 in  1958. 
These,  plus  the  one  in  1952,  total  45  consecu- 
tive procedures. 

In  addition  to  the  above  cases,  I operated 
upon  one  patient  at  the  Veterans  Hospital, 

. two  at  the  Denver  General  Hospital,  and  one 
at  Fitzsimons  Army  Hospital.  In  ten  other 
instances,  consultation  and  assistance  were 
rendered.  Inasmuch  as  the  convalescent  pe- 
riod of  these  14  additional  cases  was  not 
personally  supervised  by  me,  they  were  not 
included  in  this  detailed  study  of  results.  Also 
not  included  were  any  additional  prostheses 
operated  since  September  17,  1958. 

Planning 

Patients  should  be  chosen  carefully  to 
obtain  the  best  possible  end  result  with  this 
elective  procedure.  If  the  patient  has  a frac- 
ture, of  course,  nailing  should  be  considered. 
If,  all  factors  being  considered,  a better  result 
will  be  obtained  by  nailing,  it  should  be  done. 
If  not,  a prosthesis  is  to  be  considered. 


To  insure  good  surgical  results  and  avoid- 
ance of  complications  the  orthopedist  profits 
by  consultation  with  a medical  man.  Certain 
routine  laboratory  tests  are  valuable  aids  to 
good  results.  These  are:  B.U.N.,  blood  and 
urine  studies,  and  in  older  patients,  a chest 
roentgenogram  and  EKG  as  well.  Also,  since 
individualization  is  essential  any  other  labor- 
atory procedures  or  supportive  measures 
should  be  utilized  if  indicated. 

Sir  Reginald  Watson- Jones  is  responsible 
for  the  axiom,  “.  . . Poor  results  from  nailing 
are  the  result  of  poor  nailing.”  This  is  true, 
also,  in  the  use  of  hip  prostheses.  The  opera- 
tion for  the  proper  placement  of  the  vital- 
lium  prosthesis  requires  careful,  well-planned 
preparation,  the  proper  instruments,  various 
sized  prostheses  at  hand  to  permit  the  proper 
choice  for  size,  and  mechanical  skill.  The 
patient  usually  comes  to  surgery  with  five  to 
eight  pounds  of  Buck’s  traction  in  place  on 
the  extremity.  The  operation  is  performed 
on  a regulation  operating  table  with  kidney 
supports,  and,  depending  on  the  patient’s 
age,  there  is  usually  preoperative  medication. 

Prognosis 

Statistics  gleaned  from  careful,  docu- 
mented studies  of  the  handling  of  hip  frac- 
tures in  elderly  subjects  indicated  that:  (1) 
10  per  cent  will  be  fatal;  (2)  of  the  remain- 
ing 90  per  cent,  union  can  be  expected  in 
about  55  per  cent  by  usual  methods;  (3) 
union  will  occur  in  72-78  per  cent  if  some 
nailing  method  is  used;  and  (4)  of  those  in 
whom  union  takes  place,  44  per  cent  obtain 


Fig.  1.  Instruments  needed  for  prosthesis  insertion: 
Bottom  row — gouges,  drivers,  saws,  rongeur,  mal- 
let. Top  row — three  sizes  of  Austin  Moore  pros- 
thesis, reamers,  calipers. 
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a good  result  without  arthritis,  aseptic  ne- 
crosis, or  other  general  complications.  The 
reduction  of  the  percentage  of  good  results 
and  eventual  union  is  due  to  the  subcapital 
fractures. 


Preliminary  procedure 

Being  able  to  rely  on  a skilled  anesthesi- 
ologist for  endotracheal  anesthesia  relieves 
the  orthopedist  of  considerable  anxiety  as 
to  the  patient’s  welfare.  Intubation  and  sub- 
sequent rotation  of  the  patient  onto  one  side 
are  the  usual  routines,  as  is  having  blood  in 
readiness  attached  by  a 20-gauge  needle.  The 
previously  prepared  pubic  - perineum  and 
hip  area  is  vigorously  scrubbed.  Preparation 
(scrubbing  included)  and  complete  draping 
of  the  firmly  held  leg  so  that  all  possibility 
of  contamination  is  virtually  eliminated  re- 
quires about  30  minutes.  Depending  on  the 


Fig.  2.  Roentgenogram  of  typical  intracapsular 
fracture  of  neck  of  femur  and  prosthesis  well 
placed  inside  capsule  and  femur. 


Fig.  3.  Roentgenogram  of  custom  made  prosthesis, 
six  years  post  operatively;  destruction  of  head, 
neck  and  trochanter  evident.  Note  evidence  of 
movement  of  prosthesis  within  shaft. 


type  of  injury,  the  surgery  itself  may  require 
from  50  to  70  minutes  although  45  minutes 
may  suffice  for  an  uncomplicated,  fresh,  in- 
tracapsular fracture.  Older  persons  seem  to 
withstand  surgery  well  and,  to  date,  no  case 
has  been  lost  on  the  table,  within  48  hours 
following  surgery,  or  as  the  result  of  the  sur- 
gery itself. 

The  operative  procedure 

My  approach  to  the  hip  joint  is  through 
a low  posterior  incision  measuring  about  10 
inches,  done  with  the  patient  lying  on  the 
unaffected  side,  the  hip  slightly  adducted 
and  flexed  at  a 45  degree  angle.  After  the 
incision  is  made,  the  fibers  of  the  gluteus 
maximus  are  split  and  retracted  posteriorly 
and  the  sciatic  nerve  is  exposed  and  covered 
by  the  short  external  rotators.  The  external 
rotators  involved  are  the  superior  and  in- 


Fig.  4.  Good  Smith-Petersen  nailing,  but  painful 
and  early  aseptic  necrosis  beginning  (increased 
density);  prosthesis  well  placed. 


Fig.  5.  Roentgenogram  of  aseptic  necrosis  of  femur 
in  13-year-old  girl;  result  of  trauma;  hip  painful, 
range  of  motion  40  per  cent  of  normal;  prosthesis; 
patient  now  5^  years  postoperatively. 
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ferior  gemelli  and  the  obturator  iternus 
which  are  removed  from  the  femur.  The 
quadratus  femoris  is  also  removed,  and  all 
four  muscles  are  withdrawn  laterally  to 
cover  the  sciatic  nerve.  Thus  it  is  not  harmed. 
The  capsule  is  exposed  and  opened  by  a “T” 
incision.  The  periformis  is  usually  removed 
to  allow  free  access  to  the  capsule,  and  with 
it  opened,  the  femur  is  rotated  internally, 
adducted  and  pushed  posteriorly.  This  ex- 
poses the  fracture  site,  and  the  head  is  easily 
removed  by  Smith-Petersen  gouges.  The 
neck  is  examined,  and  the  surrounding  struc- 
tures are  elevated  distally.  The  removed 
head  is  measured  with  calipers  to  determine 
the  proper  size  prosthesis.  One  a little  too 
small  is  preferable  to  one  a little  too  large 
as  the  latter  may  induce  pain.  The  head  of 
the  prosthesis  is  then  tested  within  the  ace- 
tabulum, and  if  it  is  firmly  held  and  difficult 


Fig.  6.  Roentgenograms  showing  that  single  screw 
did  not  hold;  head  slipped;  prosthesis  successful; 
patient  able  to  resume  farming. 


Fig.  7.  Old  osteoarthritis  in  68-year-old  farmer; 
prosthesis  gave  greatly  improved  motion,  consider- 
ably less  pain,  good  hip  motion. 


to  dislodge  by  direct  pull  yet  freely  movable, 
it  is  “just  right.”  The  prosthesis  is  fitted  to 
the  shaft  by  several  personal  maneuvers  and 
the  inside  of  the  shaft  reamed  out  just  right 
and  in  the  exact  rotation.  Bone  is  taken  from 
the  removed  head  with  a rongeur  and  fills 
in  the  filigreed  areas  of  the  Austin  Moore 
prosthesis,  and  the  prosthesis  is  driven  home. 
Extreme  care  is  exercised  not  to  break  the 
cortex  of  the  femur.  After  the  acetabulum 
has  been  inspected  and  most  of  the  remnants 
of  the  teres  ligament  have  been  removed, 
the  head  is  replaced.  (Special  treatment  is 
given  the  acetabulum  in  various  conditions 
for  which  the  operation  is  applicable,  such  as 
flat  acetabulum  found  in  malum  coxae  se- 
nilis or  deformed  acetabulum  from  any 
cause.)  With  the  head  in  place  the  capsule 
is  closed.  Black  silk  or  heavy  chromic  catgut 
seems  conducive  to  early  ambulation,  and  I 


Fig.  8.  Poor  result  with  nailing  of  intertrochanteric 
fracture;  split  head;  aseptic  necrosis;  marked  dis- 
ability. Prosthesis  virtually  created  a perfect  hip 
with  normal  motion. 


Fig.  9.  Original  Collison  prosthesis,  dislocated,  re- 
placed, screws  broke;  Austin  Moore  permitted  45- 
year-old  carpenter  to  work  full  time  for  5^-2  years. 
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favor  the  silk.  Each  layer  is  closed  without 
incident.  Following  the  last  skin  stitch,  the 
patient  is  rotated  onto  the  back  again  and 
traction  reapplied;  five  pounds  is  sufficient. 
It  is  gratfiying  that  at  this  point  the  “leg 
rolls  over  and  out”  thus  obviating  the  danger 
of  dislocation  or  the  need  for  a rotation  strap 
during  the  immediately  subsequent  48-hour 
period.  Traction  is  used  only  as  a prophylactic 
safeguard  to  prevent  dislocation  during  the 
immediate  postanesthesia  painful  stage. 

Immediate  postoperative  period 

As  a rule,  the  postoperative  period  is  un- 
eventful. Usually  the  patient  receives  one  to 
two  pints  of  blood  during  surgery,  and  pain 
is  controlled.  A 10-25  degree  back  rest  and 
occasionally  a 10-30  degree  knee  rest  are 
permitted  following  the  removal  of  traction 
which  occurs  the  second  24  hours.  Bed  ac- 


Fig. 10.  Central  acetabular  protrusion  treated  by 
traction,  bone  graft  and  cup,  and  finally  with  2 Vs" 
Austin  Moore.  Five  years  postoperatively.  No  pain 
and  fair  range  of  motion. 


Fig.  11.  Roentgenogram  showing  perfect  result; 
response  within  femoral  shaft;  regular  weight- 
bearing; may  be  slight  motion  within  shaft;  pa- 
tient, aged  72  years. 
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tivity  is  encouraged.  The  patient  is  regarded 
as  a bed  patient  and  is  ready  to  dangle  after 
five  days;  up  in  a chair  at  seven  to  10  days; 
weight-bearing  with  help  after  the  eleventh  . 
day,  and  beginning  two  days  after  removal 
of  the  stitches,  is  put  into  a Hubbard  tub  j 
every  other  day.  On  alternate  days,  the  pa- 
tient is  taught  to  stand  and,  in  the  case 
of  fresh  fractures,  unassisted  weight-bearing 
may  be  begun  at  10  to  15  days.  Depending  on 
the  progress  made  and  the  type  of  involve- 
ment, the  patient  may  leave  the  hospital  in 
18-21-28  days. 

It  must  be  borne  in  mind  that  the  fore- 
going applies  to  routine  fresh  fractures  only. 

In  cases  requiring  reconstruction  of  the  ace- 
tabulum, for  example,  old  septic  hip  as  in 
Case  No.  24,  initial  weight-bearing  date, 
speed  of  ambulation,  and  support  must  be 
adjusted  to  the  individual  situation. 


Fig.  12.  Roentgenogram  of  pelvis  and  hips  of  87- 
year-old  man  with  bilateral  prostheses,  done  24 
months  apart.  Walks  without  crutches  or  cane. 


Fig.  13.  Roentgenogram  of  pelvis  and  hips  of  77- 
year-old  woman  with  rheumatoid  arthritis;  bi- 
lateral prosthesis  successful. 
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Convalescence 

The  convalescent  period  is  gratifying  also 
as  the  patient  just  “gets  better  and  better.” 
Pain  may  bother  some  persons,  but  it  is  con- 
trolled by  aspirin  which  may  be  discontinued 
eventually.  In  those  instances  in  which  the 
acetabulum  has  been  reamed  out,  weight- 
bearing is  guarded  as  long  as  is  necessary, 
up  to  four  or  six  months.  However,  partial 
weight-bearing  is  encouraged,  and  activity  is 
recommended. 

To  date  it  is  not  known  how  much  pound- 
ing a prosthesis  will  stand.  Some  which  have 
been  in  place  five  years  or  more  seem  to  be 
functioning  well.  It  is  known  that  persons 
aged  65  years  or  older  are  good  candidates  if 
they  can  control  their  terminal  life  activity. 

Fresh  fractures  may,  of  course,  still  be 
nailed,  and  no  one  advocates  not  doing  so. 
In  certain  cases,  however,  a prosthesis  is 
preferable  as  it  is  known,  for  instance,  that 
there  is  less  than  a 45  per  cent  chance  of  an 
all-around  good  result  from  nailing  a high 
subcapital  fracture. 

The  types  of  conditions  which  may  be 
considered  good  immediate  candidates  for 
an  intramedullary  prosthesis  are: 

I.  Fracture,  neck  of  femur,  especially  sub- 
capital 

1.  Acute  fresh 

2.  In  elderly  or  weak  persons,  or  per- 
sons who  have  never  used  crutches 
and  probably  could  not  learn  to  do 
so 

3.  Non-union 

4.  Aseptic  necrosis  of  head 

5.  Extremely  heavy  or  obese  patients 

6.  Persons  having  upper  extremity  dis- 
ability 

7.  Poor  result  from  previous  therapy 


II.  Arthritics 

1.  Osteo 

2.  Rheumatoid 

III.  Old  Septic  Hips 

IV.  Old  Congenital  Malformed  Hips 

V.  Traumatic  Hips 

1.  Deformed  head  or  acetabulum 

2.  Painful 

VI.  Neurologic  and  Psychologic  Disabili- 
ties 

1.  Hemiplegia 

2.  Parkinson’s  Disease 

3.  Agitated,  demented,  melancholic, 
uncooperative  and  senile  persons. 

Individuals  in  whom  heredity,  environ- 
ment, nationality  and  character  training  have 
combined  to  create  stability  and  equanimity, 
who  are  not  given  to  complaining  about 
trivial  disturbances  and  discomforts  with- 
stand the  procedure  well  and  usually  obtain 
good  results. 

Although  great  strides  have  been  made 
toward  rehabilitation  of  individuals  with  hip 
disabilities,  there  remains  much  to  be  done 
about  the  problem.  Refinement  of  prostheses 
to  more  nearly  simulate  the  human  hip  is 
one  means  of  solving  part  of  the  problem 
and  experimentation  and  clinical  tests  of  va- 
rious devices,  by  many  investigators,  is  an- 
other. 

In  my  experience  and  that  of  my  associ- 
ate, Dr.  Charles  W.  Brown,  although  the  F.  R. 
Thompson  and  the  Austin  Moore  have  been 
the  best  available  for  some  time,  even  they 
do  not  completely  fulfill  the  necessary  re- 
quirements. Those  requirements  stem  from 
the  patients’  complaints,  most  of  which  are 
focused  on  unexplained  pain  either  general 
or  on  the  inner  side  of  the  knee  or  the  lateral 
side  of  the  thigh.  Or  there  may  be  just  a 


Length  of  hospital  stay  in  days 


Number  of  45  Patient$ 
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Days  in  Hospital 
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sensation  of  insecurity.  Some  orthopedists 
think  that  these  complaints  may  be  the  re- 
sult of  movement  of  the  prosthesis  inside 
the  femur.  If  that  is  true,  the  firmer  the 
prosthesis  can  be  made  to  fit,  and  the  more 
solidly  it  adheres  to  the  inside  of  the  intra- 
medullary area  of  the  femur,  the  more  sta- 
bility will  result. 


Complications 


P.sychosis  2 

Dislocation  of  prosthesis 1 

Anuria  (artificial  kidney)  1 

Cancer  1 

Secondary  adductor  tenotomy 

necessitated  2 

Infection  1 

Total  8 


Summary  and  conclusions 

A research  study  is  presented  of  45  con- 
secutive private  cases  of  hip  disability  of 
varying  etiology  operated  upon  between  Oc- 
tober, 1952,  and  September,  1958,  in  which 
vitallium  prostheses  were  used.  The  data  are 


analyzed  as  to  location,  cause  and  type  of 
disability  (fracture,  arthritis,  sepsis,  etc.), 
type  of  prosthesis  (Fred  Thompson,  Austin 
Moore,  etc.) , complications  (psychoses,  dis- 
location of  prosthesis,  anuria,  etc.),  and  re- 
sults. 

The  results  were  evaluated  in  terms  of 
length  of  hospitalization  (longest,  55  days, 
one  case;  shortest,  16  days,  one  case;  average, 
30.2  days) ; range  of  motion  (50-100  per  cent) ; 
ambulation  (limp,  short  leg,  abductor  gait, 
etc.) ; support  (crutches  and/or  cane) ; pain 
(from  none  to  severe  and  on  motion  only, 
etc.),  and  patient  reaction  (indifferent,  satis- 
fied, enthusiastic,  etc.). 

There  was  one  failure,  because  an  in- 
fected hip  was  operated  too  soon  after  a 
skin  slough  over  an  old  arthrodesed  hip. 
There  were  no  fatalities  due  to  the  surgery. 

Restoration  of  function  and  relief  from 
disability  and  discomfort  must  be  the  goals 
set  for  the  orthopedists  in  handling  hip  pa- 
thology. Close  observation  of  clinical  ma- 
terial and  constant  vigilance  to  determine 
more  effective  methods  and  technics,  aug- 
mented by  publication  of  results  and  com- 
parison of  experience,  are  the  tools  which 
will  make  for  improved  methods  of  therapy 
and  better  results  for  the  patient.  • 

references  on  page  95 


Summary  Evaluation 

Total  Result 

Hips — 45 

Excellent 

20 

(a) 

pain — ^none  or  very  little 

(b) 

limp — slight,  may  or  may  not  use  cane 

(c) 

range  of  motion — 85  to  100  per  cent  of  normal 

(d) 

patient — satisfied  and  enthusiastic 

Good 

18 

(a) 

pain — dull  ache,  aspirin  controlled 

(b) 

limp — ^mild  abductor  gait,  with  or  without  cane 

(c) 

motion — 70  to  90  per  cent  of  normal 

(d) 

patient — well  satisfied 

Fair 

5 

(a) 

pain — present  but  much  less 

(b) 

limp — cane  all  the  time,  crutch  part  time 

(c) 

motion — slight,  painful — 50  to  75  per  cent  normal 

(d) 

patient — satisfied  with  the  improvement 

Poor 

1 

(a) 

pain — bothersome  on  weight-bearing 

(b) 

limp— cane  all  the.  time,  crutches  part  time 

(c) 

range  of  motion — 25  to  35  per  cent,  slightly  painful 

(d) 

patient — improved  range  of  motion,  no  worse 

Failure 

1 

(a) 

skin  over  attempted  hip  arthrodesis  broke  down,  infected  and  six  months 
later  drainage  developed  from  prosthesis  site 

Death 

0 
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Statistical  tabulation  of  all  cases  from  October  10,  1952,  through  September  17.  1958 


PROSTHESIS 


RESU1.T  MOTION 


1 — Mrs.  M.  V.  10/10/25 — Rt.  In-  made-to-order  42  Fair  to  good  75%  Abduction  gait.  Cane  < 


67  yrs.  tertrochanteric 

Housewife  fracture,  3 yrs. 

previous. 


vitalium  “end-on” 
Thompson  type 
1%" 


2 — Mrs.  I.  N.  3/9/53 — Fracture,  I Austin  Moore  26  Excellent 

58  yrs.  neck  right  femur.  Vitallium 

Sorority  6 yrs.  previous 

house-  Non-union 

mother 


2"  Austin  Moore  32  Excellent 


2"  Austin  Moore  17  Excellent 


3—  Mrs.  E.  M.  3/4/53— Fresh 

73  yrs.  fracture,  neck. 

Housewife  left  femur 

4—  Mr.  G.  M.  4/1/53— Fracture, 

73  yrs.  neck  of  right 
Rancher  and  femur,  8 mo. 
farmer  previous 

5 —  Mrs.  G.  S.  4/2/53 — Fracture.  1%"  Austin  Moore  21  Good 
42  yrs.  neck  rt.  femur. 

Housewife  2 yrs.  previous 
non-union 

6 —  Mrs.  M,  C.  4/24/53 — Rt.  hip  1%"  Austin  Moore  26  Excellent 

79  yrs.  nailed  4 yrs.  pre- 

Ex-house-  vious.  Smith- 
wife  Peterson  nail. 

Aseptic  necrosis 


Foot  slightly  < 
ternally  rotated 


100%  Very  slight 


100%  Mild  abduction 
gait 


80%  Mild  abduction 
gait 


7— Mrs.  V.  G 5/21/53— Old  bi- 

55  yrs.  later  congenital 

Private  left  hip  with 

Secretary  marked  coxa 


2"  Austin  Moore 


34  Fair  to  poor  00%  Moderate  abduc-  Cane 
some  tion  gait 
pain 


On  sudden  9/26/58 — at  patient’s  home, 

motion  only  satisfied;  gets  about  without 
support  at  home.  %*'  short- 
ening. 

None  5/16/56  at  office;  happy, 

working  as  resident  man- 
ager of  a home  for  senior 
citizens. 


None  10/2/58  at  office;  years 

after  surgery  in  excellent 
health  and  happy. 

Very  little  5/18/53  at  office;  working 

on  farm  but  cancer  was 
bothering  him.  Died  July  ’53 
of  stomach  cancer. 

Moderate  to  Abductor  tenotomy  done  to 

severe  on  lessen  abduction  after  pros- 

walking  thesis  inserted.  10/29/58  — 

patient  has  good  result. 

None  11/3/53  — 10  months  after 

was  walking  without  cane, 
even  walking  to  Red  Rocks. 
Pain  free.  2/28/54  Died: 
Coronary  thrombosis. 

Moderate  to  6/17/58  at  office;  poor  case 

severe  on  selection;  had  relaxed  mus- 


8—  Mrs.  A,  H. 
75  yrs. 
Housewife 

9—  Mrs.  E.  B, 
37  yrs. 
Housewife 

10— Mr.  V.  W. 
66  yrs. 
Retired  RR 
conductor 


II — Miss  M.  D. 
13  yrs. 
Schoolgirl 


12—  Mrs.  A.  R. 
76  yrs. 
Ex-house- 
wife 

13—  Mrs.  P.  G. 
71  yrs. 
Housewife 

14—  Mrs.  E.  W. 
63  yrs. 
Retired 
teacher 

15—  Mr.  C.  C. 
45  yrs. 
Carpenter 


8/4/53 — Fracture,  1 %"  Austin  Moore 
head,  left  femur, 

3 yrs.  previous. 

Asccptic  necrosis 


P/i  ” Austin  Moore  26  Excellent 


2"  Austin  Moore 


"Austin  Moore  17  Good  to 
cellent 


2"  Austin  Moore 


8/6/53— Fresh 
(within  4-5  days), 
oblique  fracture, 
neck  left  femur 

8/14/53— Trau- 
matic arthritis, 
occupational  left 
hip.  Pain  of  12 
yrs.  duration 

8/24/53 — Asceptic 
necrosis,  left  fe- 
mur head  from 
intertrochanteric 
fracture  3 yrs. 
previous 

9/8/53 — Fracture 
rt.  hip  29  mo. 
previous  with 
absorption  in 
neck 

11/1/53— Fresh 
subcapital  frac- 
ture, neck,  left 
femur 

11/4/53 — Osteo-  1%"  Austin  Moore  44  Fair  to  good 

arthritis,  rt.  hip 
of  long  standing 

11/5/53—39  mo.  2'/i'' Austin  Moore  34  Good 

previous  fracture 

left  hip.  1 yr. 

later  fracture 

mid-neck,  femur 


Fair  to  good  80%  Slight 


Cane  Mild 


None  None 


Cane  Moderate 


20  Good  to  « 
cellent 


1%'' Austin  Moore  20  Excellent 


Slight  Trendel- 
enberg 


80%  Moderate  Tren- 
delenberg 


90%  Mild  Trendelen- 
berg 


69%  Positive  left 
Trendelenberg 


16— Mr.  R.  B. 
60  yrs. 
Contractor 


17—  Mr.  D.  A. 

20  yrs. 
Student 

18—  Mr.  D.  A. 

21  yrs. 
Student 

19—  Mr.  E.  R. 
63  yrs. 
Municipal 
employee 

20—  Mr.  A.  R. 
43  yrs. 
Wheat 


V/&"  Austin  Moore  17 


2"  Austin  Moore  44  Good 


2"  Austin  Moore  38  Good 


11/25/53— Ascep- 
tic necrosis,  rt., 
following  Smith- 
Petersen  nailing 
44  mo.  previous 

7/22/54— Rheu- 
matoid arthritis, 
rt.  hip 

10/14/54— Rheu- 
matoid arthritis, 
left  hip 

11/12/54— Severe 
osteoarthritis  rt. 
hip,  5 yrs.  dura- 
tion 

11/16/54 — Head-  2“  Austin  Moore 

on  auto  collision 
2 yrs.  previous. 

Central  acetabu- 
lar. Fracture,  left 


Good  to  fair  90%  Mild  Trendelen- 
berg 


Cane  & None 

crutch  de- 
pending on 
terrain 

None  None 


Cane  occa-  Moderate 
sionally 


None  Mild 


Cane  Mild  to 

moderate 


Positive  Trendel- 
enberg 


Left  hip,  flexion 
limp 


2"  Austin  Moore  42  Excellent  90%  None 


Good  to  ex-  80%  Partial  Trendel- 
cellent  enberg 


21 — Mrs.  L.  G.  2/8/55 — Fracture,  1%'"  Austin  Moore  38 
69  yrs.  neck  left  femur 

Retired  3 mo.  previous 

nailed,  typical 
aseptic  necrosis 


Fair  to  good  75%  Mild  Trendelen- 
berg 


22—  Mrs.  J.  M. 
79  yrs. 
Retired, 
mother 

23—  Mrs.  L.  L. 
61  yrs. 
Housewife, 
mother 

24—  R.  B, 

8 yrs. 
Schoolboy 


25—  Mrs.  E J. 
87  yrs. 
Widow.  Ex- 
housewife 

26—  Mrs.  F,  D. 
87  yrs. 
Ex-house- 
wife 

27—  Mrs.  H,  U. 
62  yrs. 
Housewife 


1%"’ Austin  Moore  45  Good 


21^'"  Austin  Moore  52  Good 


IH"  Austin  Moore  19  Good 


5/19/55— Frac- 
ture, neck,  rt. 
femur,  28  days 
previous,  nailed 
4 days  previous 

5/26/55— Severe 
dysplastic  con- 
genital disloca- 
tion rt.  hip 

6/18/55— Septic 
left  hip.  3 yrs. 
duration.  Vital- 
lium Judet  too 
large 

10/5/55— Frac- 
ture, neck,  rt. 
femur  4 yrs.  pre- 
vious— Judet 
prosthesis 

3/17/56— Fresh 
subcapital  frac- 
ture, neck,  left 
femur 

5/17/56 — Degen-  Ps"  Austin  Moore  32 

erative  arthritis 
rt.  hip 


85%  Slight  Trendel- 
enberg 


Mild  Trendelen- 
berg 


75%  Positive  left 
Trendelenberg 


None  None 


None  to  None 
cane 


Crutches  Mild 


Cane  Little  c 


Cane  None 


None;  uses  Very  mild 
built-up 
shoe,  cane 
occasionally 


Ps"  Austin  Moore  31 


Good  to  ex-  80%  Positive  mild 
cellent  (after  Trendelenberg 

graft) 


Austin  Moore  26  Excellent  100%  Mild,  short  leg  Part  time  None 


Fair  to  good  85%  Mild 


10/2/58  at  office;  low  pain 
threshhold,  patient  happy, 
lives  with  daughter. 


7/19/54_Unable  to  traci 
abductor  tenotomy  per- 
formed 12/1/53. 


12/15/58 — W shortening, 
good  function. 


10/3/58 — Up.  about  and  ac- 
tive at  age  81.  (For  2'h  yrs. 
nonunion  and  no  neck.) 


10/2/58  at  office— Lives  in 
2nd  floor  apartment;  walks, 
climbs  stairs;  is  pain  free. 

10/2/58— (Card)  Drives  car. 
Old  arthritic  hip  is  stiff, 
eburnated  and  painful. 

10/2/58 — Two  Collison  pros- 
theses  had  been  unsuccess- 


10/2/58 — Collison  prosthesis 
ineffective  when  used  2 yrs, 
previous  to  this  surgery. 


10/2/58 — Cooperative,  hap- 
py patient;  taking  colloidal 
gold  most  of  time. 

10/2/58— Attends  college 
classes,  drives  a car. 


10/2/58 — Working  every 
day,  standing  constantly, 
has  improved  steadily, 
free  from  complaints. 

10/2/58 — Cup  arthroplasty 
tried  22  mo.  previous  to 
prosthesis;  unsuccessful. 


7/27/55 — 2 mo.  after  pros- 
thesis inserted,  had  disloca- 
tion. Manipulated  and  cast. 
Died  Aug.  '55,  ruptured 
aortic  aneurys. 

10/20/58 — Using  walker,  no 
complaints. 


8/1958 — No  pam  or  soreness 


12/7/55  at  patient's  home; 
walking  (left  hip  fractured 
2 yrs.  after  rt„  bone  graft.) 


8/1958  at  office;  both  pa- 
tient and  family  surgeon 
happy. 


PROSTHESIS 


Occupnllor 


28—  Mis.  I-  A. 
80  yrs. 
Retired 
school 
teacher 

29—  Mr.  H,  H. 
74  yrs. 
Retired  in- 
dustrialist 


30 —  Mrs.  E.  A. 
76  yrs. 
Ex-house- 
wife 

31—  Miss  I.  M. 
58  yrs. 
R,N— Pri- 
vate duty 


32— Mrs.  E.W. 
63  yrs. 
Housewife 


8/2/56 — Fracture,  2”  Austin  Moore 
neck,  rt.  femur, 
nailed  4 yrs.  pre- 
vious, non-union 


30  Good  to  I 
cellent 


9/18/56— Sub- 
capital fracture, 
neck,  left  {hemi- 
plegic side)  femur 
15  days  previous 

10/18/56— Fresh 
subcapital  frac- 
ture neck  left 
femur 

10/23/56— Frac- 
ture, head,  rt. 
femur.  Smith- 
Petersen  nail,  5Vi 
yrs.  previous. 
Aseptic  necrosis 

1/16/57— Frac- 
ture, neck,  left 
femur,  nailed  19 


95%  Mild  abductor 


1%"  Austin  Moore  26  Excellent 


Hs"  Austin  Moore 


1%”  Austin  Moore  55  Excellent 
(4  wks.  addl. 
due  to  kidney 
complications) 


1%”  Austin  Moore  17  Excellent 


60%  Hemiplegi 
(normal  for 
hemiplegia) 


gait  Cane 


33— Mrs.  J K. 
66  yrs. 
Hotel 


1/18/57— Severe 
traumatic  left 
osteoarthritis 


2’'  Austin  Moore 


Good 

(Satisfactory) 


80%  Mild  abduction 


None  or 
cane 


34—  Mrs.  J.  O. 
71  yrs. 
Housewife 

35—  Mr.  R.  W. 
30  yrs. 
Driller 


5/31/57— Severe 
traumatic  arthri- 
tis, left  hip. 

8/9/57— Disloca- 
tion left  hip  6 
yrs.  previous, 
aseptic  necrosis 


2"  Austin  Moore  36  Good 


2"  Austin  Moore  42  Poor 


Mild  abduction  Cane  Slight 


(Crutches  needed  Crutches  Moderate 
to  walk)?  to  severe 


36—  Mrs.  E.  S. 
61  yrs. 
Housewife 

37—  Mrs.  D.  T. 
80  yrs. 
Housewife 


38— Mr.  F, 
69  yrs. 
Bowling 
hall  at- 
tendant 

39_Mr.  H. 
60  yrs. 
Farmer 


10/2/57— Rt.  fe- 
mur head  nailed 
29  mo.  previous, 
aseptic  necrosis 

10/31/57— Intra-  1% 

capsular  fracture, 
neck.  rt.  femur, 
nailed  6 mo.  pre- 
vious, malunion 

11/12/57— Severe  2V8 
traumatic  arthri- 
tis rt.  hip 


1%'' Austin  Moore  35  Excellent 


40—  Mrs.  H.S. 
77  yrs. 

Prof,  cook 

41—  Mrs.  P.  S. 
92  yrs. 
Ex-house- 
wife 

42—  Mr.  H.  K. 
92  yrs. 
Retired 

43—  Mr.  E.  S. 
68  yrs. 
Farmer 

44_Mrs.  R.  P. 
74  yrs. 
Housewife 

45— Mr.  J.  Y. 
81  yrs. 
Retired 
jeweler 


30  Excellent 


Very  slight 
short  leg 


85%  Unsteady  (age) 


' Austin  Moore  35  Good  to  fair  80%  Mild  abduction 


11/13/57— Mid- 
neck fracture  left 
femur  nailed  8 
mo.  previous; 
non-union 

11/16/57— Fresh 
subcapital  frac- 
ture, neck  left 
femur 

4/28/58— Fresh 
subcapital  frac- 
ture, neck  left 
femur 

6/6/58— Fresh  in- 
tracapsular  frac- 
ture neck  left 
femur 

6/26/58— Right 
bilateral  severe 
traumatic  osteo- 
arthritis 

7/21/58— Fresh 
subcapital  frac- 
ture, neck  right 
femur 

9/17/58— Fresh 
subcapital  frac- 
ture, neck  left 
femur 


2"  Austin  Moore 


Excellent 
to  good 


1 %"  Austin  Moore  28  Excellent 


1%"  Austin  Moore  22  Excellent 


2"  Austin  Moore 


2"  Austin  Moore 


Excellent 
to  good 


1 %"  Austin  Moore  21  Excellent 


1 %"  Austin  Moore  22  Excellent 


Cane  for 
age,  needs 
support 


None  to 
cane 


90%  Mild  abduction 
gait,  short  leg 


95%  Mild  short  leg 


85%  Normal  amt.  for 
age  and  pain 


75%  Moderate 


100%  None  (patient 
unsteady) 


None,  cane 
for  balance 


REMARKS 

■ Including  Inst  contacli 


10/2/58  at  office.  Coopera- 
tive, wanted  to  drive  car; 
successful. 


3/1958 — Up  and  about;  ex- 
cellent rehabilitation  in 
minimum  time. 


11/22/56 — Up.  walking,  re- 
habilitated. 


7/1958 — Anuria  developed 
following  insertion  of  pros- 
thesis: artificial  kidney 
used;  recovery:  active  and 
working  again  full  time. 


9/29/58 — card:  Condition 
excellent, 


11/1958 — Office:  Patient  al- 
ways uncooperative,  but  im- 
proved steadily;  almost  pain 
free- 

7/1958 — Limitation  of  hip 
joint  lessened;  slight  sub- 
jective pain. 

10/1958 — Fusion  attempted 
10/24/56;  drainage  from 
prosthesis  area,  controlled 
by  antibiotics — prosthesis 
m place  still. 

10/1958 — Malunion  and  ne- 
crosis had  resulted  because 
nail  protruded  from  neck 
into  joint. 

10/2/58 — Condition  excel- 
lent; patient  is  physically 
old. 


10/2/58 — Free  range  of  mo- 
tion, slightly  painful  hip: 
walks  30-40  blocks  daily- 


10/2/58 — Farming  again. 


7/1958 — Patient  was  anxious 
to  reduce  hospital  stay,  co- 
operated, end  result  good  in 
short  time. 

9/26/58 — Patient  was  disori- 
entated at  times,  result  good 
nevertheless. 


9/28/58 — Uncooperative  old 
patient,  somewhat  disorien- 
tated; speed  essential. 


10/2/58 — Before  operation 
could  not  stand;  in  severe 
pain,  feet  criss-crossed.  Pa- 
tient pleased  with  result. 

12/5/58 — Early  rehabilita- 
tion. 


12/5/58 — Because  wife  had 
had  hip  fracture,  patient 
fearful  of  prolonged  disabil- 
ity: rapid  recovery. 


y4nalysis  o/  45  completed  procedures  in  44  patients 
Female,  28;  male.  16. 


ETIOLOGY 

No, 

Hips 

Fracture: 

Neck  of  femur: 

Fresh  intracapsular, 

mainly  subcapital  13 

Ununited  5 

Secondary,  absorption 

and  displacement  3 

Aseptic  Necrosis: 

Head  of  femur  secondary 

to  nailing  plus  union 6 

Arthritis; 

Degenerative  5 

Rheumatoid  (one  patient 

both  hips)  2 

Traumatic  4 

Congenital  Dysplasia  2 

Sepsis,  Old  1 

Failure: 

Prosthetic — wrong  type  ....  2 

Fusion  1 

Dislocation: 

Central  traumatic  1 

TOTAL 45 


None  

Slight 

Moderate  

Severe  

On  weight-bear- 
ing only 


PROSTHESIS 


F.  Thompson 
custom  made  1%" 

Standard 

Austin  Moore.  2V8'' 

Same  . 2" 

Same  1%” 

Same  1%" 

Same  1%" 


AMBULATION 


Llm 


None  

Short  leg 
Abduction  . 
Requiring 
crutches 
or  cane  . 


None  . 
None  or  ci 
Cane  

Cane  or 
crutch 

Canadian 
crutch  ... 


Crutches  1 


PATIENT  REACTION 


Very  happy  and 
enthusiastic  .. 

Fairly  happy 

Satisfied  

Unhappy  


Would  not  repeat 
surgery.  Sorry 
it  was  done 1 


Low-cost  penicillin 
for  prevention  of  rheumatic  fever* 

John  A.  Lichty,  M.D.,  M.P.H.,  and  Arguyle  Seikel,  Denver 


J nirkt^l-a-day  program  for 
prevention  of  strep  infections 
in  known  rheumatics  has  been 
enthusiastically  received  in  Colorado. 

Sufficient  evidence  has  accumulated  from 
medical  research  to  establish  the  successful 
prevention  of  recurrent  attacks  of  rheumatic 
fever  by  some  form  of  continuous  drug  pro- 
phylaxis for  beta  hemolytic  (Group  A)  strep- 
tococcal infections^’  In  view  of  this,  the 
Council  on  Rhuematic  Fever  and  Congenital 
Heart  Disease  of  the  American  Heart  Associ- 
ation has,  from  time  to  time,  released  general 
statements  to  the  medical  profession  indicat- 
ing various  drugs  and  dosage  schedules  for 
the  practical  application  of  this  principle^. 

In  spite  of  these  efforts  to  protect  “rheu- 
matic” individuals  from  recurrence  of  rheu- 
matic fever,  with  its  potential  for  cardiac 
damage,  studies  in  Colorado®  and  elsewhere® 
have  indicated  that  only  a small  fraction  of 
the  population  at  risk  are  receiving  the  bene- 
fits of  this  form  of  preventive  medicine.  In 
view  of  this,  a grass-roots  type  of  state  pro- 
gram for  prevention  of  rheumatic  heart  dis- 
ease was  developed  in  1956  by  the  Colorado 
Heart  Association  and  adopted  by  the  State 
Department  of  Public  Health  and  the  State 
Medical  Society.  This  program  was  kept  suf- 
ficiently flexible  to  be  adapted  to  any  par- 
ticular community’s  needs  and  resources, 
with  emphasis  on  the  cooperative  planning 

•From  the  Colorado  Heart  Association  and  the  Colorado  State 
Health  Department. 
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of  physicians,  public  health  personnel  and 
informed  citizens.  It  proposed  four  phases  of 
operation  — education,  diagnostic  accuracy, 
prevention  of  rheumatic  recurrences  and  pre- 
vention of  first  attacks. 

As  communities  started  to  implement  that 
phase  of  the  program  dealing  with  preven- 
tion of  recurrences,  it  became  apparent  that 
the  cost  of  continuous  drug  prophylaxis  was 
a serious  deterrant,  particularly  when  daily 
use  of  oral  penicillin  was  recommended  by 
the  practicing  physician.  The  cost  of  this 
drug,  over  a projected  period  of  many  years, 
was  beyond  the  means  of  families  in  the  large 
“middle  income”  bracket  of  the  state’s  popu- 
lation. Another  major  problem  was  failure 
of  patients  to  seek  periodic  follow-up  by 
their  doctors.  Neither  of  these  problems  are 
of  such  great  magnitude  for  the  well-to-do 
families  or  for  those  in  the  medically  indigent 
group  who  usually  receive  medical  follow-up 
care  and  drugs  in  special  clinics. 

Impressed  by  the  success  of  the  Connecti- 
cut Heart  Association’s  program'  for  making 
penicillin  tablets  available  at  a fraction  of 
the  normal  cost,  provided  they  are  used  only 
for  rheumatic  fever  prevention,  the  Colorado 
Heart  Association  adopted  a similar  plan  for 
use  on  a state-wide  basis.  This  plan  was  a 
cooperative  venture  of  the  Heart  Association, 
the  Chas.  Pfizer  Drug  Company  and  the  Colo- 
rado Pharmacal  Association.  It  had  the  prior 
approval  of  the  State  Medical  Society  and 
the  State  Health  Department.  It  established 
a procedure  whereby  the  patient  could  secure 
oral  penicillin  tablets,  on  prescription  by  his 
private  physician,  from  his  local  pharmacy 
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at  a cost  of  only  5c  per  tablet.  The  following 
is  a brief  description  of  the  mechanics  of 
this  plan. 

Mechanics  of  plan 

1.  The  Colorado  Heart  Association  acts 
only  as  a clearing  house  for  dispensing  the 
special  prescription  blanks  required  and  for 
keeping  some  important  confidential  records 
of  the  program’s  operation. 

2.  The  patient’s  physician  applies  for  a 
year’s  supply  of  special  low-cost  penicillin 
prescription  blanks  (in  books  of  four  blanks) , 
using  a questionnaire  application  which  gives 
the  pertinent  information  about  the  patient’s 
history  and  cardiac  findings  (see  Fig.  A) . 

3.  Using  one  of  these  special  prescriptions, 
signed  by  his  physician,  the  patient  can  ob- 
tain a three  months’  supply  of  low  cost  peni- 
cillin from  his  local  druggist,  though  he  may 
have  to  wait  until  it  is  specially  ordered  from 
one  of  the  cooperating  wholesale  drug  firms 
in  Colorado. 


4.  After  a three-month  interval,  it  is  nec- 
essary for  the  patient  to  consult  his  physician  i 
to  obtain  an  additional  special  prescription. 
This  encourages  more  adequate  medical  su- 
pervision of  the  patient. 

5.  At  the  end  of  a year,  the  physician  must 
submit  a re-application  for  his  patient’s  needs, 
stating  his  opinion  of  the  patient’s  course  and 
condition  during  the  previous  year  on  the 
program  (see  Fig.  B). 

6.  It  is  understood  that  neither  the  patient 
nor  his  physician  will  use  the  oral  penicillin 
obtained  under  this  plan  for  any  purpose 
other  than  the  prevention  of  streptococcal 
infections. 

The  basic  principles  of  the  plan  should  be 
emphasized;  a)  complete  reliance  on  the 
family  physician  for  all  medical  decisions, 
b)  freedom  of  the  patient  to  select  his  own 
physician  and  purchase  medication  on  pre- 
scription through  a druggist  of  his  choice, 
and  c)  that  no  heart  association  funds  are 
used  to  buy  or  subsidize  the  cost  of  selling 
penicillin. 


Request  for  Special  Penicillin  Prescription  Blanks  for 
Prevention  of  Recurrences  of  Rheumatic  Fever, 
Prophylaxis  Program,  Colorado  Heart  Association 

Uoon  receipt  of  this  request,  we  will  send  you  by  return  mail  prescription  forms  for  a year's  supply 
of  penicidin,  identified  by  your  patient's  name  and  our  serial  number.  Thank  you  for  suppiyinq  the 
data  for  our  long  range  study  of  the  effectiveness  of  prophylaxis  of  rheumatic  fever. 


Parent's  or  Suardian's  Name- 
Town  of  Residence— 


REAPPLICATION  FORM 

RHEUMATIC  FEVER  PROPHYlAXiS  PROGRAM 
COLORADO  HEART  » COLORADO  PHARMACAL 
ASSOCIATIONS 


Effective  date  of 

Reappiicatioo— 


Patient's  Name— 


(INFORMATION  BELOV/  FOR  STATISTICAL  PURPOSES  ONLY) 

Birth  Date Sex:  M F Race:  W N_Other 

RHEUMATIC  FEVER  DATA 

A.  Date  onset  of  first  attack  of  rheumafie  fever 

B.  Check  the  basis  for  diagnosis  of  rheumafie  fever — any  single  attack  according  to  Jones  Criteria, 
Modified — September,  1955. 

Meier  Dtegaestte  CrtSer le 


I.  Do  you  believe  the  patient  has  maintained  reasonably  good 
daily  prophylaxis  DURING  THE  PAST  YEAR? 


2.  Has  the  patient  had  a streptococcal  infection  DURING  THE 
PAST  YEAR? 


(If  yes,  how  was  the  diagnosis  establishei 


Miner  Plagaesfic  Crtterta 


rel9M  (Oo  net  cheek  if  Pelyarthritii  it  ehcek»a} 

P-ft  InUrvet  in  the  EC6 

Sed.  Rate,  WBC,  or  pretence  of  C-reeetive  protein 
Beta-hamelytie  ttrep  infeetiee 


of  Last  Recurrence- 
Yes No 


C.  Number  of  Recum 

D.  Family  history  of  Rheumatic  Heart  Disease 

E.  Wes  chemo-prophylaxis  used  for  prevention  of  rheumatic  before  this  request?  Yi 

If  yes,  type  of  drug Duration  of  use  (since  what  date). 


Any  history  of  semHivHy  to  pemeifln?  Yet 


-No- 


CURRENT  DIAGNOSIS 


A.  Rhaumetie  Fever:  Active— 

B.  DEFINITE  Rheumatic  H.D— 

|M.I.) 

1M.S.) 

(A.I.) 


, Suspective  Aefive— 


-SUSPECTED  Rheumatic  H.D- 
No  cardiac  involvement 


2.  Has  there  been  any  recurrence  of  rheumatic  fever  DURING 
THE  PAST  YEAR? 


4.  Have  there  been  any  changes  in  the  diagnosis  of  cardiac 
involvement  DURING  THE  PAST  YEAR? 

IF  YES,  please  describe: 

5.  DURING  THE  PAST  YEAR  has  patient  had: 

Heart  Surgery 

Subacute  Bacterial  Endocarditis? 


(A.S.) 

(Other  specify)— 


Physician's  Signature 


Comments  (Any  cardiac  surgery,  subacute  bacterial  endocarditis,  ate.?)— 


i plan  to  tee  patient  every- 
I desire  instruction  by  mating  service,  where  available— 
Physician's  Signature 


PLEASE  RETURN  THIS  FORM  TO: 

COLORADO  HEART  ASSOCUTION 
1436  Ugan  SlmM 
Driver  3.  < 


Figure  A 


Figure  B 


:1 
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Utilization  of  program 

On  the  basis  of  population  statistics  and 
the  previous  experience  of  the  Connecticut 
Heart  Association  with  a similar  plan,  it  was 
estimated  that  there  might  be  300  to  400 
physician-requests  for  booklets  of  the  special 
prescription  blanks.  Instead,  the  popularity 
of  this  plan  resulted  in  approximately  1,800 
requests  during  the  first  year  of  operation. 
Re-applications,  for  a second  year,  are  being 
received  at  about  the  same  rate.  The  present 
report  is  planned  to  inform  Colorado  physi- 
cians regarding  the  medical  aspects  of  the 
plan  and  of  the  population  which  is  involved. 

Tables  1 and  2 show  the  diagnosis  ob- 
tained from  the  physician  application  forms. 
In  Table  1 the  column-heading  “Total  No. 
Rheumatic”  represents  the  sum  of  all  cases 
with  a definite  diagnosis  of  rheumatic  heart 
disease  at  the  time  of  application  and  those 
cases  without  rheumatic  heart  disease  but 
having  sufficient  criteria  under  the  Jones 
classification  to  establish  a diagnosis  of  rheu- 
matic fever  at  the  present  or  at  some  pre- 
vious time.  More  than  half  of  these  were  in 
the  pediatric  age  group,  but  a surprising 
number  were  over  25  years.  The  99  cases 
having  suspected  rheumatic  heart  disease  or 
other  diagnosis  are  presented  in  more  detail 
in  Table  2.  It  is  not  surprising  that  a large 


proportion  (43  cases)  would  represent  chil- 
dren under  15  years  with  a history  and  car- 
diac findings  which  make  the  average  physi- 
cian suspect  rheumatic  disease  even  though 
there  is  insufficient  evidence  to  make  the 
diagnosis.  Probably  this  group  will  be  re- 
duced in  size  as  re-examination,  over  a period 
of  time,  establishes  the  correct  diagnosis.  The 
Report  and  Recommendations  of  the  Confer- 
ence on  Rheumatic  Fever  Secondary  Preven- 
tion Programs®  recommends  “That  diagnostic 
services,  through  private  consultation  or 
qualified  clinic,  be  available  as  part  of  the 
total  community  program  and  that  practicing 
physicians  be  encouraged  to  make  use  of 
such  services  where  there  is  any  question 
as  to  the  validity  of  the  diagnosis  of  rheu- 
matic fever  or  of  rheumatic  heart  disease.” 
The  Colorado  Heart  Association  will  glad- 
ly cooperate  with  such  a recommendation 
through  its  Rheumatic  Fever  Diagnostic  Serv- 
ice at  Colorado  General  Hospital.  There  is 
no  charge  to  the  patient  or  physician  for 
this  comprehensive  approach  to  accurate  di- 
agnosis and  the  report  of  findings  is  sent 
directly  (and  only)  to  the  referring  physi- 
cian. 

Table  2 lists  several  other  diagnoses  sub- 
mitted as  justification  for  using  continuous 
penicillin  prophylaxis  against  streptococcal 


TABLE  1 

Reported  diagnosis  of  low-cost  penicillin 

cases 

R.H.D. 

R.  F. 

Jones  Criteria 

Total  No. 
“Rheumatic” 

Suspected  R.H.D. 
or  other 
Diagnosis 

Incomplete 

Reporting 

No.  cases  

662 

1,036 

(552) 

1,214 

99 

142 

Sex 

M 

289 

488 

(261) 

550 

47 

73 

F 

373 

548 

(291) 

664 

52 

69 

Age  at  time  of 
application 

0-14  Yr 

270 

598 

(379) 

649 

77 

91 

15-24  

139 

202 

(92) 

231 

13 

29 

25-f  

239 

203 

(59) 

298 

6 

15 

Not  stated  

14 

33 

(22) 

36 

3 

7 

( )=No  Rheumatic 

Heart  Disease  at 

time  of  application. 
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TABLE  2 

Cases  with  suspected  rheumatic  heart 
disease  or  other  diagnosis 


Suspected  rheumatic  heart  disease 57 

Chorea,  alone  12 

With  “rheumatic  disease”  106 

Congenital  heart  disease,  alone 12 

With  “rheumatic  disease”  6 

Nephritis,  alone  11 

With  “rheumatic  disease”  3 

Rheumatoid  arthritis  1 

Streptococcus  infection  4 

Family  history  of  “rheumatic  disease” 2 

Total  99 


infection.  In  this  group  are  cases  of  “pure” 
chorea  and  of  nephritis  without  concommitant 
“rheumatic  disease.”  Whether  one  is  justified 
in  prescribing  continuous  penicillin  for  pa- 
tients with  congenital  heart  disease,  or  those 
with  only  a history  of  frequent  streptococcal 
infections,  remains  problematical.  In  view  of 
the  present  concern  regarding  development 
of  penicillin  resistant  strains  of  staphylococci, 
and  the  ever  present  possibility  of  causing 
penicillin  hypersensitivity,  one  might  at  least 
want  to  be  sure  that  culture-confirmation  of 
the  frequent  infections  of  beta  hemolytic 
streptococci  was  obtained.  Community  and 
family  studies  by  Dingle,  et  ah®,  have  shown 
that  only  3 per  cent  of  respiratory  infections 
are  due  to  the  beta  hemolytic  streptococcus. 

In  view  of  Dr.  May  Wilson’s  studies  indi- 
cating the  hereditary  susceptibility  to  rheu- 
matic fever^“,  one  might  feel  justified  in 
using  continuous  prophylaxis  against  strepto- 
coccal infections  in  a child  with  strongly 
positive  family  history  of  “rheumatic  dis- 
ease,” even  though  he  has  not  shown  any  defi- 
nite symptoms  or  signs  of  the  disease.  These 
are  medical  decisions  beyond  the  scope  of 
a voluntary  public  health  agency  such  as  the 
Colorado  Heart  Association. 

In  Table  3 the  physician’s  comments  about 
any  previous  prophylaxis  have  been  grouped 
according  to  diagnosis  of  definite  “rheumatic 
disease”  (fever  and/or  heart  disease)  and  sus- 
pected rheumatic  heart  disease.  Even  if  one 
allows  for  the  possibility  that  in  some  cases 
the  diagnosis  had  been  recently  made,  elimi- 


TABLE 3 

Report  of  previous  prophylaxis 

Cases 

Diagnosed 

Diagnosed 

Suspected 

“Rheumatic 

Rheumatic 

Disease” 

Heart  Disease 

Number  of  cases 

Number  no  previous 

1,214 

57 

prophylaxis  

476 

28 

fi: 

% new  cases) 

Previous  prophylaxis.. 

661 

26 

Penicillin  

492 

17 

Sulfa  

149 

2 

Other  

8 

7 

Not  stated  

75 

2 

nating  about  15  per  cent,  there  remains  about 
one-third  of  the  cases  which  have  not  had 
any  type  of  continuous  drug  prophylaxis 
prior  to  the  physician’s  application  for  low- 
cost  penicillin.  These  serve  to  emphasize  the 
large  gap  between  the  time  of  new  dis- 
coveries in  medicine  and  the  general  use  of 
some  of  their  benefits  in  private  practice. 
It  suggests  that  not  only  more  but  different 
plans  are  greatly  needed  for  professional  and 
citizen  education.  On  the  other  hand,  the  old 
axiom  that  cooperation  in  a public  health 
program  is  dependent  upon  the  amount  of 
service  it  offers,  appears  to  be  borne  out  by 
the  unusually  large  number  of  physician 
applications.  One  almost  questions  whether 
the  start  of  this  program  has  not  been  too 
successful.  The  Colorado  Heart  Association 
committee  which  developed  this  plan  had  but 
two  goals  in  mind:  the  removal  of  an  eco- 
nomic differential  between  the  oral  medica- 
tions (sulfadiazine  and  penicillin)  recom- 
mended by  the  American  Heart  Association, 
and  the  encouragement  of  periodic  medical 
supervision  of  individuals  stigmatized  with 
present  or  past  “rheumatic  disease.” 

Summary 

This  report  concerns  the  first  year’s  ex- 
perience with  a program  to  make  oral  peni- 
cillin available  at  reduced  cost  for  rheumatic 
fever  secondary  prevention.  The  program, 
sponsored  by  the  Colorado  Heart  Association, 
was  developed  from  a similar  plan  operated 
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by  the  Connecticut  Heart  Association.  It  in- 
volves the  cooperation  of  the  Colorado  Phar- 
macal  Association  and  has  the  support  of 
the  State  Medical  Society  and  the  State 
Health  Department. 

For  the  first  10  months  of  operation,  1,455 
physician  applications  for  the  special,  low- 
cost  penicillin  prescription  blanks  were  re- 
ceived. For  1,214  of  these  patients,  the  physi- 
cian indicated  a definite  diagnosis  of  “rheu- 
matic disease.”  Of  the  remaining  cases,  99 


were  either  of  doubtful  diagnosis  or  had 
disease  of  some  other  type  which  the  physi- 
cian thought  would  be  benefited  by  continu- 
ous penicillin  prophylaxis.  For  142  cases  the 
questions  in  the  application  blanks  were  too 
incompletely  answered  to  permit  analysis. 
In  about  one-third  of  the  cases  with  a definite 
diagnosis  of  “rheumatic  disease,”  the  physi- 
cian reported  that  there  had  been  no  previous 
long-term  prophylaxis  for  beta  streptococcal 

infections.  * references  on  page  95 


Improved  outlook  for  patients 
with  carcinoma  of  the  pharynx* 

Will  P.  Pirkey,  M.D.,  Denver 


One  stage  radical  resection  with 
tubular  split  thickness  skin  graft 
closure  {when  needed)  has 
produced  60  per  cent 
five-year  cures. 


The  pharynx  can  be  divided  into  three  parts 
— the  upper,  or  the  nasopharynx;  an  inter- 
mediate or  oropharynx;  and  the  lower  laryn- 
gopharynx  or  hypopharynx.  This  paper  will 
concern  itself  exclusively  with  patients  with 
carcinoma  of  the  laryngopharynx  or  hypo- 
pharynx. 

Real  progress  has  been  made  in  the  sur- 
gical treatment  of  malignant  diseases  of  the 
laryngopharynx  during  the  past  50  years. 
Formerly  the  operative  mortality  ran  as  high 
as  60  per  cent.  This  high  surgical  mortality 
led  to  the  use  of  x-ray  therapy  for  this  type 
of  tumor.  However,  results  of  treatment  by 
x-ray  alone  have  been  unsatisfactory.  The 
percentage  of  five-year  survivals  has  varied 
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from  a low  9 per  cent,  a few  small  reports  of 
as  high  as  20  per  cent;  however,  the  average 
throughout  the  world  of  large  x-ray  centers 
shows  approximately  11  per  cent  five-year 
survival. 

With  the  advent  of  antibiotics,  improved 
anesthesia,  better  knowledge  of  the  lymph 
supply,  and  of  nutrition  and  fluid  balance, 
the  percentage  of  cures  treated  surgically 
was  increased.  The  problem  of  repair  of  the 
operative  defect  tended  to  limit  the  exten- 
siveness of  the  surgery,  however.  The  one 
stage  radical  resection  of  the  larynx,  pharynx 
and  radical  neck  with  immediate  reconstruc- 
tion has  alleviated  this  problem. 

One  stage  reconstruction 

In  1953  the  first  report  of  the  one  stage 
operation  with  reconstruction  of  the  pharynx 
and  cervical  esophagus  with  the  free  thick 
split  skin  graft  was  reported  to  have  been 
successfully  carried  out  on  six  patients.  Since 
that  time  numerous  reports  have  substanti- 
ated this  first  paper. 

If  the  cancerous  process  occupies  more 
than  70  per  cent  of  the  circumference  of  the 
pharyngeal  food  passage  a total  circumfer- 
ential excision  should  be  performed.  If  there 
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is  evidence  of  metastasis  to  one  or  both  sides 
of  the  neck,  radical  block  dissection  of  the 
involved  side  of  the  neck  should  be  carried 
out  in  continuity  with  the  removal  of  the 
primary  cancer.  If  the  cancer  is  restricted 
to  one  side  of  the  pharynx  and  larynx  en- 
tirely, it  is  likewise  felt  that  a therapeutic 
neck  dissection  on  that  side  involved  should 
be  carried  out.  Reconstruction  with  a free 
thick  split  skin  graft  should  be  done  if:  first, 
the  resection  has  included  the  entire  circum- 
ference of  the  pharyngeal  or  esophogeal  ap- 
paratus; second,  the  resection  has  included 
more  than  70  per  cent  of  the  circumference, 
thus  precluding  the  immediate  formation  of 
a tubed  passage  with  the  remaining  mucosa; 
and,  third,  pharyngeal  and  esophogeal  de- 
fects have  been  unsuccessfully  handled  with 
other  reconstructive  technics. 

Complications 

Complications  should  be  minimal.  They 
may  be  classified  under  the  heading  of  in- 
fection, fistula,  and  stenosis.  Infection  is  no 
commoner  than  when  free  skin  grafting  is 
attempted  in  any  potentially  infected  area. 
Ample  antibiotics  and  elimination  of  saliva 
from  the  wound  usually  controls  the  situa- 
tion. In  the  absence  of  infection,  fistula  is 
rare.  Small  fistula  may  appear  as  a result 
of  a stitch  dehiscence.  These  usually  close 
spontaneously  in  from  two  to  three  weeks. 
Stenosis  is  the  most  unpleasant  complication, 
appearing  gradually  over  weeks  or  months 
after  an  apparent  successful  operation.  It 
was  soon  learned  that  the  graft  should  be 
placed  about  a pharyngeal  stint  which  should 
be  left  in  place  for  five  to  six  months  mini- 
mum. Various  materials  have  been  used  as 
stints,  wire  mesh  was  one  of  the  earliest  but 
has  been  discarded  for  flexible  plastic  tubes, 
first  of  nylon  and  then  dacron  and  most  re- 
cently Dr.  Mason  Morfit,  of  Denver,  has 
devised  a successful  stint  from  a plastic 
named  Teflon.  Each  operation  is,  of  course, 
somewhat  different  from  the  previous,  de- 
pending upon  the  exact  location,  size  of  the 
lesion  and  presence  or  absence  of  metastasis. 

This  type  of  operation  is  no  different  from 
any  similar  cancer  operation,  a careful  dis- 
section of  all  tumor  with  its  node  drainage 
areas  is  carried  out.  Then  an  oversized  thick 
split  skin  graft  is  obtained  from  the  abdomen 


or  the  leg.  This  graft  is  approximately 
1/15,000  to  1/20,000  of  an  inch  in  thickness. 

It  is  rolled  into  a tube  approximately  2 cm. 
in  diameter  at  its  esophogeal  attachment  and 
4 cm.  in  diameter  at  its  pharyngeal  attach- 
ment. This  is  carefully  sewed  about  the 
plastic  stint  that  has  been  shaped  to  fit  the 
operative  defect.  One  of  the  most  important 
steps  of  technic  is  careful  end  to  end  anasta- 
mosis  of  the  free  skin  tube  to  the  circumfer- 
ence  of  the  pharynx  and  pharyngeal  and 
esophogeal  mucosa.  Anastamosis  is  carried 
out  with  interrupted  double-0  chromic  cat- 
gut sutures.  The  realignment  between  the 
pharynx  and  the  esophagus  should  accom- 
plish an  effective  elimination  of  saliva  from 
the  neck  wound.  This  elimination  has  the 
advantage  of  preventing  infection  of  the  neck 
wound  caused  by  the  constant  flow  of  saliva 
over  these  areas  which  interferes  with  nour- 
ishment and  support  of  the  free  graft.  It  also 
reduces  the  enzymic  action  on  the  raw  sur- 
face of  the  graft  and  infection  of  the  graft 
from  contaminated  saliva. 

There  is  absolutely  no  handicap  to  the 
subsequent  development  of  pharyngeal  or 
esophogeal  speech.  A patient  with  this  type 
of  operation  can  talk,  whistle,  and  smoke 
again,  can  even  play  a musical  instrument 
if  he  makes  up  his  mind  to. 

Seven  cases  summarized 

Seven  cases  are  reported  here  that  were 
operated  on  with  the  one  stage  radical  re- 
section of  the  cervical  esophagus,  larynx, 
pharynx  and  lateral  neck,  with  immediate 
reconstruction  done  in  1952  and  early  ’53. 

Of  this  seven,  two  had  bilateral  neck  dissec- 
tions done;  one  at  the  time  of  original  sur- 
gery, the  other  eight  months  later  when 
metastatic  nodes  developed  in  the  opposite 
neck.  Two  patients  are  dead,  five  are  alive 
and  free  of  disease  at  the  end  of  five  years. 
The  patient  who  had  the  single  stage  bi- 
lateral neck  dissection  died  of  a bleeding  ' 
gastric  ulcer  two  years  after  surgery.  At  post-  j 
mortem  examination,  no  evidence  of  recur- 
rence of  his  pharyngeal  cancer  or  of  his 
metastasis  could  be  found.  One  patient,  a ! 
woman,  died  of  cerebral  metastasis  11  months  ' 
following  her  surgery.  All  patients,  with  the  ; 
exception  of  the  patient  with  bilateral  one  | 
stage  neck  dissection,  were  sent  home  on  the 
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eleventh  postoperative  day  and  he  remained 
in  the  hospital  for  21  days.  Small  fistulas 
developed  in  three  cases,  all  of  which  closed 
in  a minimum  of  three  weeks  following  sur- 
gery. There  were  no  infections,  no  other 
complications.  All  patients  have  returned  to 
their  work.  One  woman  is  a housewife,  one 
man  a bond  salesman,  one  a bartender,  one  a 
barber,  and  one  a carpenter.  They  have  all 
developed  excellent  pharyngeal  speech  and 
for  all  practical  purposes  should  live  out 
their  normal  life  span. 


Injuries  to  the  funny-bone  ’ may  be 
less  than  amusing  to  the  patient 
and  surgeon  alike  unless  diagnostic 
and  therapeutic  skill  are  fully  exercised. 
Prompt  action  is  essential  and 
non-operative  technics  have  a 
definite  place. 


The  abundance  of  literature  on  injuries 
about  the  elbow,  the  frequency  of  such  in- 
juries appearing  in  the  emergency  rooms, 
and  the  grave  countenance  of  attending  phy- 
sicians indicate  the  importance  of  the  subject. 
Further,  a true  emergency  exists  in  these 
injuries.  Unless  the  practitioner  arrives  be- 
fore the  swelling  does,  his  task  and  risk 
become  steadily  greater.  The  specter  de- 
scribed by  Volkmann  and  the  knowledge  of 
possible  neurologic  or  joint  malfunction  usu- 
ally provides  sufficient  spur  to  early  treat- 
ment. 

It  is  the  purpose  of  this  presentation  to 
demonstrate  typical  elbow  injuries.  The  con- 
trasts and  similarities  of  handling  adult  and 
children’s  fractures  will  be  emphasized.  The 


Summary 

I feel  that  these  patients,  together  with 
those  reported  by  Conley,  Orton,  Morfit,  and 
others,  clearly  show  that  surgical  removal 
of  these  lesions  has  been  perfected  to  a point 
where  a reasonable  morbidity  and  mortality 
can  be  expected.  The  patient’s  outlook  has 
improved  from  almost  certain  rapid  death 
from  his  disease  to  approximately  60  per  cent 
chance  for  at  least  a five-year  survival  free 
of  disease.  • 


i Elbow  fractures 

E.  V.  Bigelow,  M.D.,  Denver 


treatment  of  complications  evolving  from 
elbow  injuries  will  also  be  considered.  As  in 
other  areas  of  fracture  care,  no  single  method 
of  treatment  is  always  successful  for  a given 
type  of  fracture.  The  skill  of  using  some 
technics  varies  among  surgeons.  It  will  be 
more  readily  understood  then  that  while  a 
method  may  be  considered  to  be  indicated, 
others  may  produce  equally  good  results. 

Anatomy 

A brief  review  of  elbow  anatomy  will 
recall  those  components  involved  by  injury. 
In  the  frontal  view  the  distal  end  of  the 
humerus  is  widened  from  side  to  side,  the 
medial  side  being  slightly  longer  than  the 
lateral,  the  oblique  surface  is  irregular;  the 
capitellar  and  trochlear  condyles  are  prom- 
inent. The  lateral  projection  reveals  the  hu- 
merus to  be  flattened  from  before  backward. 
The  prominent  condyles  are  equidistant  and 
tilted  45  degrees  forward  from  the  long  axis 
of  the  humerus.  The  coronoid  and  olecranon 
fossae  separate  the  condyles  on  the  anterior 
and  posterior  aspects.  The  eccentric  lateral 
condyle  thus  accounts  for  the  increasing  el- 
bow valgus  as  the  forearm  is  extended.  The 
trochlea  of  the  humerus  forms  a hinge  joint 
(ginglymus)  with  the  semilunar  notch  of  the 
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Fig.  1.  Anterior,  lateral,  and  cross  section 
views  of  elbow.  (Re-drawn  from  Gray’s 
Anatomy.)  “Pulled  elbow”  showing  displace- 
ment of  radial  head  distally.  (Re-drawn  from 
Calif.  Med.:  McVeagh.) 


ulna.  Adjacent  coronoid  and  olecranon  proc- 
esses are  received  into  the  corresponding 
fossae  of  the  humerus.  The  head  of  the  radius 
forms  a pivot  joint  v/ith  the  proximal  end 
of  the  ulna.  Pronation  and  supination  of  the 
forearm  cause  the  radial  head  to  rotate  on 
all  aspects  of  the  capitellum  of  the  humerus. 
The  essential  ligaments  to  the  joint  are  the 
medial  and  lateral  collateral  ligaments  and 
the  orbicular  (annular)  which  holds  the 
radial  head  in  contact  with  the  radial  notch 
of  the  ulna.  The  capsule  of  the  joint  encloses 
the  radial  head,  semilunar  notch  and  the 
humeral  condyles.  It  is  particularly  volumi- 
nous in  its  anterior  and  posterior  regions 
to  allow  for  great  elbow  flexibility.  The  bi- 
ceps tendon  divides  the  cubital  space  into 
medial  and  lateral  compartments.  With  the 
exception  of  the  radial  nerve  the  neuro- 
vascular elements  approach  the  elbow  from 
the  medial  aspect  of  the  upper  arm.  All  ele- 
ments except  the  ulnar  nerve  pass  into  the 
cubital  area  and  then  downward  into  the 
forearm.  Clinically  the  humeral  condyles  and 
the  olecranon  give  bony  landmarks  in  the 
form  of  an  equilateral  triangle  when  the 
elbow  is  flexed  to  a right  angle.  A straight 
line  is  formed  when  the  elbow  is  extended. 

Strong  emphasis  should  be  placed  on  the 
careful  examination  of  the  recently  injured 
elbow.  The  patient’s  pain  and  apprehension 
is  appreciated  and  gentle  consideration  is 
necessary,  but  a sound  opinion  can  be  based 


Fiti.  2.  Shadow  posterior  :o  distal  end  of  humeru.- 
«rpre.<enls  di.splaced  po.sterioi  fat  pad. 


only  on  a thorough  objective  examination. 
Swelling  and  contour  changes  of  the  elbow 
are  readily  detected,  as  is  the  patient’s  re- 
luctance to  move  the  joint.  Radial  pulsation, 
skin  and  nail  color  changes  give  rapid  esti- 
mates of  peripheral  circulation.  Radial,  me- 
dian, and  ulnar  nerve  functions  are  easily 
tested  by  wrist  dorsiflexion,  thumb  to  fifth 
finger  motion,  and  finger  adduction-abduc- 
tion. Notations  of  all  findings  are  valuable 
record  entries.  X-rays  of  the  injured  and 
normal  elbow  should  be  made  routinely.  The 
time  of  appearance  and  ossification  of  the 
four  distal  humeral  epiphyses  and  the  proxi- 
mal epiphysis  of  the  radius  and  ulna  can 
be  memorized.  However,  comparison  of  iden- 
tical views  of  the  opposite  elbow  give  a more 
reliable  and  accurate  evaluation.  It  must  be 
remembered  in  studying  the  x-rays  of  chil- 
dren that  a significant  but  unseen  amount 
of  the  humerus,  radius  and  ulna  at  the  elbow 
joint  is  cartilagenous.  A displaced  epiphysis 
may,  therefore,  represent  a much  larger  seg- 
ment. 

Distal  humeral  fractures 

Distal  humeral  fractures  in  adults  are 
classified  with  respect  to  whether  or  not  and 
to  what  extent  the  articular  surface  is  in- 
volved. Such  involvement  occurs  in  about 
75  per  cent  of  cases.  Experts  disagree  on  the 
treatment  resulting  in  least  disability.  Gen- 
erally, these  injuries  can  be  treated  by  open 
or  closed  reduction  or  by  traction.  The  ob- 
jects of  open  reduction  are:  (1)  To  establish 
the  essential  relationships  between  the  con- 
dyles and  the  condyle  and  ulna.  (2)  To  keep 
the  olecranon  fossa  of  sufficient  size  to  admit 
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the  olecranon.  (3)  To  re-establish  the  for- 
ward tilt  to  the  condyles.  (4)  To  secure  the 
condyles  to  the  shaft.  (5)  To  secure  external 
fixation.  It  is  conceded  by  most  that  exten- 
sive surgery  is  undesirable  and  may  result  in 
less  motion  and  possibly  in  a myositis  ossifi- 
cans. A compromise  has  been  advocated 
whereby  the  articular  fragments  are  secured 
internally.  The  thus  converted  supracondylar 
fracture  is  then  treated  by  closed  methods. 
More  severely  comminuted  fractures,  par- 
ticularly in  the  elderly,  lend  themselves  to 
closed  reduction.  Skeletal,  skin  or  hanging 
cast  traction  is  also  occasionally  of  value. 
Residual  disability  may  be  the  result  of: 

(1)  Limited  motion  which  may  occur  with  a 
mechanical  block.  An  obliteration  of  the 
olecranon  fossa  or  a periarticular  fibrosis. 

(2)  A real  deformity  which  is  due  to  mal- 
alignment or  a persisting  flexion  contrac- 
ture. (3)  Weakness  due  to  impaired  joint 
mechanics  or  muscle  atrophy. 

Sixty  per  cent  of  children’s  elbow  frac- 
tures are  in  the  supracondylar  region.  De- 
creasing freqiiency  is  noted  as  the  fractures 
occur  more  distally.  Fortunately  many  su- 
pracondylar injuries  are  encountered  with 
minimal  displacement.  Some  escape  detec- 
tion. Norell  has  made  an  interesting  observa- 
tion in  the  diagnosis  of  minimal  intra-articu- 
lar  fractures  of  the  elbow.  He  drew  attention 
to  the  ventral  and  dorsal  fat  pads  near  the 
coronoid  and  olecranon  fossae.  He  pointed 
out  that  the  dorsal  fat  pad  is  never  seen  by 
x-ray  except  when  it  is  displaced  upward. 
A hemarthrosis  will  cause  such  displace- 
ment. Norell  feels  that  when  the  fat  pad  is 
visualized,  continued  search  by  x-ray  will 
often  reveal  an  intra-articular  fracture. 
Among  displaced  supracondylar  fractures 


flexion  or  extension  types  may  be  encoun- 
tered. The  latter  are  usually  seen  but  the 
former  are  seldom  seen  in  children.  Above 
the  age  of  20,  dislocation  often  results  from 
this  injury  mechanism  rather  than  fracture. 
As  in  adults,  the  aim  of  treatment  is  ana- 
tomic reduction.  Results  do  not  justify  open 
procedures.  Most  surgeons  adhere  to  closed 
technics.  It  has  been  said  that  the  first 
manipulation  is  the  one  most  likely  to  suc- 
ceed. Some  feel  that  further  attempts  consti- 
tute manhandling  of  the  injury.  Watson- 
Jones,  however,  advises  repeated  attempts  if 
necessary. 

Reduction  technic 

Steps  taken  for  reduction  are  as  follow: 

(1)  Extend  the  elbow  and  correct  lateral 
or  medial  displacement  by  molding  and  by 
abduction  or  adduction  of  the  forearm. 

(2)  Apply  traction  and  hyperextend  joint 
slightly  to  oppose  the  dorsal  cortices. 

(3)  Flex  the  elbow. 

(4)  Apply  a posterior  plaster  splint. 

The  proper  degree  of  flexion  is  the  least 

amount  which  holds  the  fragments  without 
jeopardizing  the  circulation.  A variation  of 
the  above  method  is  used  by  Shipman  who 
places  his  thigh  over  the  arm  for  counter 
traction  while  traction  is  applied  upward  on 
the  vertical  forearm.  In  some  instances  ma- 
nipulation fails.  Loss  of  a radial  pulse  with 
the  elbow  flexed  may  necessitate  extension 
of  the  elbow.  Displacement  of  the  fragments 
may  then  result.  Marked  swelling  may  pre- 
clude all  consideration  of  fracture  care  and 
concern  may  be  great  for  circulatory  dis- 
tress. Should  any  of  these  situations  occur, 
mechanical  traction  and  elevation  is  the 
treatment  of  choice.  The  surgeon  may  elect 
to  continue  traction  until  the  swelling  sub- 
sides and  then  manipulate  the  fragments  as 
in  an  acute  situation.  On  the  other  hand,  it 
may  be  decided  to  continue  traction  for  sev- 
eral weeks  depending  on  the  traction  alone 
for  reduction. 

Dunlop’s  traction 

Dunlop’s  traction  consists  of: 

(1)  Applying  moleskin  tape  to  the  dorsal 
and  ventral  aspects  of  the  forearm. 

(2)  Place  the  patient’s  body  near  the 
edge  of  the  bed  on  the  injured  side. 

continued  on  next  page 
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Fig.  4.  Dunlop’s  skin  traction.  (Re-drawn  from 
Missouri  Med.:  Blair.)  Skeletal  traction.  (Re- 


...  drawn  from  Surg.  Clin.  N.  Amer.:  Hammond.) 

.. ' Hanging  cast  traction  with  binder  to  maintain 
;•  neutral  rotation  of  distal  humeral  fragment. 

_ (Re-drawn  from  Glasgow  Med.  Jour.:  Wright.) 

L 

(3)  Wrap  the  forearm  and  tape  with 
elastic  bandage. 

(4)  Abduct  the  shoulder  90  degrees  and 
extend  the  elbow  to  135  degrees  and  add  3 
plus  pounds  traction. 

(5)  Place  a saddle  over  the  arm  for  coun- 
ter traction  downward. 

(6)  Raise  the  same  side  of  the  bed  six 
inches. 

(7)  Cast  after  two  to  three  weeks. 

A similar  method  with  additional  advan- 
tages is  that  of  skeletal  traction  with  the 
wire  through  the  proximal  ulna.  These  ad- 
vantages include  easy  inspection  of  the  arm 
and  no  need  for  circular  dressings.  The 
process  of  bone  molding  must  be  considered 
as  a factor  in  treatment.  This  should  not  be 
thought  of  as  a process  of  straightening  the 
bone  since  little  occurs  in  the  elbow  region. 
Further,  rotational  deformities  are  not  af- 
fected by  molding.  Younger  children  show 
the  more  beneficial  effects  of  the  molding 
process. 

Circulation  first 

A severe  circulatory  disturbance  relegates 
fracture  treatment  to  a place  of  secondary 
importance.  The  majority  of  vascular  acci- 
dents have  resulted  from  supracondylar  frac- 
tures and  usually  occur  in  children.  The  com- 
mon denominator  of  all  Volkmann’s  ische- 
mias is  displacement  of  the  bone  fragments. 


The  infrequency  of  neurovascular  complica- 
tions is  due  to  the  medial  placement  of  these 
structures  as  well  as  the  buffer  offered  by 
the  brachialis  muscle.  The  upper  fragment 
passes  to  the  medial  side  of  the  biceps  and 
only  then  encounters  the  neurovascular 
structures.  Early  manual  or  traction  reduc- 
tion usually  relieves  abnormal  signs.  How- 
ever, a persistently  cold,  white,  motionless 
hand,  an  absent  radial  pulse,  and  particularly 
an  absent  nail  capillary  return  and  increas- 
ing pain  is  an  adequate  invitation  for  ex- 
ploration. For  purposes  of  memorizing  danger 
signs  they  are  listed  as  the  four  “P’s”:  pain, 
pallor,  pulselessness  and  paralysis.  Nerve 
dysfunction  alone  is  best  treated  expectantly. 

In  children,  humeral  condylar  fragments 
resulting  from  injuries  are  usually  much 
larger  than  shown  by  x-ray.  Lateral  epi- 
condylar  fractures  are  infrequent.  Subluxa- 
tion of  the  joint  is  thought  to  be  a part  of 
the  injury  mechanism.  Re-dislocating  the 
joint  laterally  and  posteriorly  reduces  the 
fragment.  The  dislocation  may  then  be  re- 
duced and  the  arm  fixed  in  plaster.  If  closed 
reduction  fails,  the  fracture  should  be  opened 
and  fixed  internally. 

Other  humeral  fractures 

Fractures  of  the  medial  epicondyle  are 
more  frequent.  This  epicondyle  is  an  apophy- 
sis and  does  not  contribute  or  interfere  with 
growth.  When  avulsion  occurs  without  dis- 
location of  the  joint,  the  displacement  is 
seldom  marked.  Closed  reduction  is  suffi- 
cient. When  dislocation  of  the  elbow  occurs 
with  the  avulsion,  however,  the  fragment 
may  be  incarcerated  within  the  joint.  The 
sign  of  inclusion  in  the  adult  is  limited  joint 
motion.  Flexion  is  blocked;  extension  causes 
progressive  valgus  deformity  and  re-disloca- 
tion occurs.  Open  reduction  is  required. 

Fractures  of  the  lateral  condyle  are  often 
seen.  There  are  two  types.  (1)  Those  in 
which  the  fracture  line  passes  lateral  to  the 
trochlear  groove  and  in  which  the  ulna  does 
not  dislocate.  (2)  Those  in  which  the  fracture 
line  lies  medial  to  the  trochlear  groove  and 
the  ulna  is  dislocated  laterally.  Early  open 
reduction  is  required  in  the  second  type  and 
may  be  necessary  in  the  first  if  closed  re- 
duction is  unsuccessful.  The  closed  maneuver 
should  consist  of  flexing  the  elbow  slightly. 
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Fig.  5.  Medial  condylar  fracture. 


adducting  the  forearm,  manipulating  the 
fragment  with  the  thumb  and  maintaining 
the  reduction  by  flexion  in  plaster.  Medial 
condyle  fractures  are  the  mirror  image  of 
capitellum  injuries  but  occur  infrequently. 
In  both  it  is  associated  with  tearing  of  the 
overlying  aponeurosis.  Accurate  surgical  re- 
duction of  the  trochlea  is  necessary. 

Radial  head  injury 

Radial  head  injuries  are  the  most  fre- 
quent of  adult  elbow  injuries.  Marginal  frac- 
tures without  a palpable  click  may  be  treated 
with  a sling  or  plaster  for  ten  days  followed 
by  graduated  active  exercises.  More  severe 
injuries  warrant  early  excision  of  the  radial 
head.  Fractures  of  the  radial  head  in  children 
are  less  frequent.  The  mechanism  of  injury 
implies  a cubitus  valgus  strain.  Possible  asso- 
ciated injuries  are  avulsion  of  the  medial 
epicondyle,  rupture  of  the  medial  collateral 
ligament  and  fracture  of  the  proximal  ulna. 
Spontaneous  correction  of  the  radial  head 
occurs  in  children  if  the  tilting  is  20  degrees 
or  less. 

Closed  reduction  with  the  following  steps 
should  be  attempted  before  opening  a child’s 
radial  head  injury; 

(1)  Extend  the  elbow. 

(2)  Adduct  the  forearm. 

(3)  Rotate  the  forearm. 

(4)  Make  digital  pressure  over  the  radial 
head. 

(5)  Use  plaster  for  three  or  four  weeks 
with  the  elbow  at  a right  angle  and  forearm 
in  mid  pronation. 

Open  reduction  is  indicated  when  the 
head  is  markedly  displaced  and  closed  re- 
duction fails.  The  epiphysis  is  never  discard- 
ed in  children. 


Proximal  ulna  fracture 

Fractures  of  the  proximal  ulna  are  the 
second  most  frequent  in  adult  elbow  injuries. 
Displacement  requires  open  reduction.  Occa- 
sionally the  proximal  fragments  may  be  ex- 
cised and  the  triceps  secured  to  the  distal 
fragment.  Coronoid  fractures  often  accom- 
pany ulnar  dislocations,  closed  reduction  is 
adequate.  In  children  closed  reduction  is 
usually  sufficient  for  proximal  ulnar  injuries. 

Combined  radio-ulnar  injuries,  wherein 
the  head  of  the  radius  is  dislocated  and  the 
proximal  ulna  fractured,  are  referred  to  as 
Monteggia  fractures.  Reference  is  made  to 
anterior,  posterior  and  lateral  varieties  de- 
pending on  the  direction  of  the  radial  dis- 
location. The  orbicular  (annular)  ligament 
is  ruptured  in  all  instances.  Its  repair  is  con- 
sidered ill-advised.  In  children  maintained 
reduction  of  the  radial  head  usually  insures 
a good  result.  Such  a reduction  is  accom- 
plished by  extending  the  elbow,  supinating 
the  forearm  and  making  digital  pressure  over 
the  radial  head.  A closed  reduction  in  adults 
is  unlikely  and  reductive  without  destruc- 
tive procedures  are  satisfactory  only  in  early 
stages.  The  ulna  requires  early  open  fixation. 
If  the  adult  radial  head  is  fractured,  it  should 
be  excised  early.  The  posterior  variety  should 
be  immobilized  in  extension  after  reduction. 
The  consequences  of  inadequate  early  treat- 
ment of  Monteggia  fractures  include  ulnar 
nonunion,  radio-humeral  ankylosis,  radio- 
ulnar cross  union  and  permanent  or  recur- 
rent radial  dislocation. 

Elbow  dislocations  are  seen  more  fre- 
quently in  adults  and  older  children.  Poste- 
rior displacement  of  the  radius  and  ulna  is 
the  most  usual;  however,  medial  and  lateral 
dislocation  may  occur.  Complications  are  fre- 
quent. They  include  fracture  and  incarcera- 
tion of  the  medial  epicondyle,  fracture  of 
the  coronoid  process,  fracture  of  the  radial 
head  and  rupture  of  a collateral  ligament. 
Reduction  is  accomplished  much  in  the  same 
manner  as  for  children’s  supracondylar  frac- 
tures; that  is,  by  traction  with  the  elbow  in 
extension  and  gradual  flexion  of  the  joint. 
Recurrence  of  dislocation  is  common.  While 
anesthesia  is  used  in  the  reduction  of  most 
dislocations,  it  may  be  omitted.  Gentle,  grad- 
ual traction  which  is  sustained  will  bring 

about  a reduction.  continued  on  next  page 
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The  ‘^pulled  elbow” 

Reference  is  often  made  to  the  “pulled 
elbow”  of  very  young  children.  This  is  a type 
of  radial  head  dislocation  first  described  by 
du  Vernay  in  1751.  It  is  also  referred  to  as 
Malgaigne’s  luxation,  dislocation  of  the  ra- 
dius by  elongation  and  the  painful  pronation 
of  children.  Those  affected  are  usually  under 
three  years  of  age.  Extreme  pain  and  some- 
times an  audible  snap  follows  the  sudden 
lifting  of  the  child  by  the  hand.  The  arm  ap- 
pears flail  but  with  the  elbow  slightly  flexed 
and  the  forearm  in  pronation.  The  shoulder, 
wrist  or  forearm  is  often  thought  to  be  the 
site  of  pain.  The  pain  is  produced  by  the 
pulling  of  the  radial  head  below  the  annular 
ligament.  As  in  other  pronation  injuries,  re- 
nating  the  forearm  with  digital  pressure  be- 
hind the  radial  head.  Anesthesia  is  not  usual- 
ly required. 

The  period  of  treatment  following  the 


removal  of  casts  or  splints  is  often  distress- 
ing to  both  the  doctor  and  the  patient.  In  a 
great  many  instances  the  recovery  of  func- 
tion is  all  too  slow.  There  is  an  almost  irre- 
sistible desire  to  compel  the  elbow  to  move 
— by  whatever  force  is  available.  It  cannot  be 
emphasized  too  strongly  that  the  injured 
arm  alone  should  be  the  only  moving  force. 
No  massage,  manipulation  or  passive  motion 
should  be  permitted.  Instructions  and  en- 
couragement are  the  sole  weapons  of  the 
surgeon  at  this  time. 

Conclusions 

In  conclusion  it  is  again  urged  that  elbow 
injuries  be  examined  and  treated  promptly. 
Children’s  injuries  are  treated  by  closed 
methods  with  but  a few  exceptions.  While 
tions  in  adult  injuries,  the  limiting  factor  of 
there  are  more  indications  for  open  reduc- 
restricted  motion  following  extensive  sur- 
gery should  be  remembered.  • 
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Translumbar  aortography' 


Robert  V.  Elliott.  M.D.,  Denver 


An  analysis  of  complications 
and  use  of  the  procedure 
in  internal  medicine. 


In  recent  years,  and  especially  within  the 
past  year,  there  have  been  increasing  reports 
on  the  hazards  and  complications  of  aortog- 
raphy. The  procedure  has  even  gained  na- 
tionwide publicity  from  the  medico-legal 
point  of  view  because  of  a spectacular  law- 
suit arising  from  a translumbar  aortogram 
with  subsequent  paraplegia^ 

Case  reports  of  bowel  infarction,  renal 
infarction,  oliguria,  dissecting  aneurysms, 

‘Presented  before  the  88th  Annual  Session  of  the  Colorado 
State  Medical  Society  at  Colorado  Springs,  September  24-27, 
1953. 


paraplegia^’’'*’®’®’"  and  the  like  have  tended 
to  put  this  into  the  category  of  a hazardous 
and  unnecessary  procedure  by  many  indi- 
viduals and  several  institutions.  This  is  un- 
fortunate because  of  the  value  of  this  pro- 
cedure when  properly  performed.  The  re- 
ports of  continued  use  and  the  benefits  from 
aortography  are  published  in  greater  num- 
bers than  those  condemning  the  procedure, 
but,  as  is  the  case  with  most  things  in  print, 
the  failures  and  untoward  reactions  assume 
a spectacular  role  and  the  benefits  are  put 
in  the  role  of  matter  of  fact  information. 

Actually,  serious  complications  have  been 
few  as  reported  in  the  literature.  With  one  of 
the  first  described  technics  there  have  been  j 
over  2,000  cases  done  by  one  group  of  indi- 
viduals without  any  serious  complications 
and  no  deaths.  Within  the  past  eight  years 


72 


Rocky  Mountain  Medical  Journal 


I would  estimate  that  at  least  500  to  800  such 
examinations  have  been  done  in  Colorado 
and  there  have  been  no  serious  complications 
reported. 

Preferred  procedure 

Aortography  done  by  the  translumbar 
route  is  basically  a simple  procedure.  As  a 
matter  of  fact,  it  is  so  simple  that  it  has  been 
done  without  regard  to  its  potential  hazards 
and  has  been  done  indiscriminately.  The 
technic  as  described  by  Smith,  Rush  and 
Evans®  is  still  preferred  in  spite  of  many 
modifications  that  have  been  described.  In 
reviewing  the  reports  of  serious  complica- 
tions and  deaths  following  translumbar  aor- 
tography, it  is  not  uncommon  to  find  this 
technic  was  not  used.  In  an  attempt  to  get 
better  visualization  of  the  terminal  aorta,  the 
popular  technic  has  been  to  attempt  injection 
below  the  renal  arteries*’®.  This  reduces  the 
dilution  of  the  contrast  medium  by  avoiding 
the  visceral  circulation  but  exposes  the  pa- 
tient to  the  risk  of  injection  of  the  wrong 
vessel  plus  the  usually  ignored  risk  of  high 
concentrations  of  contrast  medium  in  the 
nutrient  vessels  of  the  nervous  system.  Many 
times,  in  the  attempt  to  get  a good  x-ray, 
large  amounts  of  dye  have  been  used  which 
present  the  hazard  of  reaction  to  the  con- 
trast media  itself.  Sensitivity  to  contrast 
media  has  been  discussed  at  great  length  and 
there  has  been  only  one  definite  anaphy- 
lactoid death*®  attributable  to  any  contrast 
media  with  the  exception  of  sodium  iodide 
solutions  which  are  no  longer  in  use. 

The  safest  place  to  insert  the  needle  is  no 
lower  than  the  level  of  the  twelfth  thoracic 
vertebrae,  which  gives  one  a wide  margin  of 
safety  in  avoiding  the  celiac  axis,  the  supe- 
rior mesenteric  artery  and  the  renal  arteries. 
Occasionally  one  is  unable  to  enter  the  aorta 
with  ease  at  this  level  and  the  tendency  is 
to  attempt  another  puncture  at  a lower  level 
which  is  usually  successful  but  also  danger- 
ous in  that  vessels  other  than  the  aorta  are 
entered.  By  injecting  above  the  celiac  axis 
one  is  able  to  take  advantage  of  the  dilution 
of  the  contrast  material  throughout  the  vis- 
cera which  reduces  the  risk  of  vasospasm  or 
local  idiosyncrasy  to  the  dye.  If  the  x-ray 
and  injection  technic  are  coordinated  prop- 
erly, good  visualization  of  the  entire  vascula- 


ture that  can  be  seen  on  a 17-inch  film  can 
be  accomplished  with  as  little  as  10  cc.  of 
any  of  the  standard  contrast  media.  As  a 
safety  factor  for  errors  in  timing,  it  is  com- 
mon to  use  up  to  20  cc.,  but  it  is  seldom  nec- 
essary to  use  more.  I make  it  a hard  and 
fast  rule  to  abandon  the  procedure  if  I am 
unable  to  enter  the  aorta  with  three  “passes,” 
and  on  repeating  the  procedure  the  following 
day  in  only  one  instance  have  I been  unable 
to  enter  the  aorta.  It  is  a grave  mistake  to 
probe  blindly  with  a seven-inch,  18-gauge 
needle  in  hopes  of  striking  the  aorta.  Many 
fears  have  been  expressed  about  the  bleed- 
ing that  would  follow  puncture  of  the  aorta, 
especially  puncturing  an  arteriosclerotic  aor- 
ta that  is  liable  not  to  seal  off  as  well  as 
an  aorta  with  normal  elasticity.  However, 
this  is  not  a serious  problem  and  for  practical 
purposes  can  be  ignored  if  the  procedure  is 
carried  out  with  a single  needle  puncture  in- 
stead of  multiple  puncture  sites. 

Selection  of  cases 

The  selection  of  cases  obviously  enters 
into  the  morbidity  and  mortality  statistics 
and  poor  risk  cases  have  accounted  for  many 
of  the  reported  complications  in  aortography 
and  it  is  essential  that  intelligent  screening 
of  patients  be  done.  It  is  obviously  unwise 
unless  it  is  felt  information  can  be  gained 
which  will  help  in  the  management  of  the 
person’s  illness. 

It  is  reasonable  to  state  that  translumbar 
aortography  is  a relatively  safe  procedure 
and  carries  no  undue  risk  when  proper  tech- 
nics are  used.  Morbidity  and  mortality  rates 
will  increase,  however,  with  injudicious  use 
and  with  failure  to  observe  the  standards 
and  technics  that  have  been  free  from  serious 
complications. 

Aortography  has  been  used  as  an  aid  in 
diagnosing  a variety  of  diseases  within  the 
abdomen,  but  its  main  value  is  in  diagnosing 
abnormalities  in  the  major  blood  vessels 
within  the  abdomen.  The  question  arises: 
Where  does  this  surgical  procedure  fit  into 
internal  medicine  since  most  of  the  problems 
are  of  a surgical  nature?  The  answer  to  this 
is  that  the  surgeon  usually  sees  these  cases 
only  when  the  problem  is  far  advanced  or 
upon  the  referral  of  another  doctor.  It  then 
behooves  the  internist  to  be  aware  of  the 
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clinical  signs  and  symptoms  of  diseases  of 
the  abdominal  aorta  and  its  branches  and 
also  to  be  aware  of  diagnostic  tests  to  aid  in 
the  definitive  diagnosis. 

New  outlook  on  aneurysms 

Only  within  recent  years  has  the  true  in- 
cidence of  aneurysm  and  occlusion  of  the 
aorta  been  fully  appreciated  and  this  has 
been  stimulated  by  the  ability  to  repair  many 
of  these  defects  and  the  ability  to  recognize 
them  before  they  have  progressed  to  a point 
where  it  is  impossible  to  render  definitive 
help  to  the  patient.  Obliterative  disease  of  the 
abdominal  aorta  has  been  recognized  for 
many,  many  years  but  only  in  recent  years 
have  we  realized  fully  that  the  symptoms 
are  in  no  way  as  dramatic  as  would  be  ex- 
pected. It  is  possible  to  have  a complete 
occlusion  of  the  terminal  aorta  and  yet  have 
few  symptoms,  often  less  than  one  might 
have  with  peripheral  vascular  disease.  Most 
obliterative  disease  is  related  to  atheroscle- 
rosis but  this  can  be  seen  as  early  as  30  years 
of  age.  Significant  symptomatology  is  often 
shrugged  off  by  the  clinician  as  “a  little 
arthritis”  of  the  hip,  old  age,  muscle  cramps 
and  the  like,  and  many  times  palpation  of 
the  distal  pulsations  of  the  feet  are  sought 
for  diligently,  but  palpation  of  the  femoral 
vessels  is  completely  overlooked.  Likewise, 
much  interest  has  been  generated  in  the  field 
of  aortic  aneurysms  since  many  are  amenable 
to  surgical  repair. 

The  fact  that  certain  heretofore  vague 
abdominal  pains  can  be  related  to  the  pres- 
ence of  an  aneurysm  is  now  recognized  and 
it  is  important  to  be  aware  of  the  presence 
of  expansile  pulsations  when  examining  the 
abdomen.  Such  findings  have  been  classical 
teachings  in  physical  diagnosis,  but  it  is 
amazing  how  the  former  futility  of  these 
conditions  has  lent  itself  to  slipshod  diag- 
noses, and  once  again  the  almost  lost  art  of 
palpation  of  the  abdomen  has  been  revived. 
The  distinction  between  a pulsating  mass  and 
a mass  with  transmitted  pulsations  may  be  a 
difficult  task  but  it  is  in  this  area  that  aor- 
tography is  indispensable.  Aneurysmal  dila- 
tations of  other  major  vessels  in  the  abdomen 
can  be  palpated  but  it  is  impossible  as  a rule 
to  determine  which  vessel  the  aneurysm  in- 
volves. 
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Diagnostic  surgery  not  required 

The  clinician  must  be  aware  of  the  many 
clinical  pictures  associated  with  these  condi- 
tions as  well  as  the  varied  clinical  signs  that 
he  may  encounter  during  a routine  examina- 
tion. Upon  suspicion  of  any  of  these  condi- 
tions aortography  becomes  many  times  indis- 
pensable. It  is  often  said  that  because  of  the 
so-called  dangers  of  aortography  that  this 
procedure  is  unnecessary  when  obliterative 
disease  or  aneurysm  is  diagnosed  clinically 
because  a surgical  procedure  is  necessary  for 
repair  and  definitive  diagnosis  can  be  made 
only  at  surgery.  This  view  is  not  shared  by 
a number  of  medical  centers”’ in 
spite  of  good  results  in  the  hands  of  some 
individuals.  It  is  generally  conceded  that 
aortography  is  helpful  and  often  necessary 
in  the  planning  of  operative  procedures.  It 
is  especially  helpful  in  detecting  the  point  of 
occlusion  and  oftentimes  delineating  the 
length  of  occlusion,  since  many  times  the 
outflow  tract  can  be  observed  by  the  filling 
of  the  collateral  circulation  around  the  oc- 
clusion. Collateral  circulation  is  visualized 
which  may  be  an  important  feature  to  the 
surgeon  in  his  approach  to  the  problem.  An 
important  aspect  in  occlusive  disease  is  to 
know’  the  superior  limits  of  the  occlusion 
since  involvement  of  the  renal  arteries  is 
not  uncommon  and  may  even  be  so  exten- 
sive as  to  preclude  the  routine  surgical  ap- 
proach. Bilateral  visualization  of  the  kidney 
by  intravenous  pyelography  is  not  adequate 
evidence  that  there  is  no  involvement  of  the 
renal  arteries.  A thrombus  may  extend  to  a 
level  just  below  the  renal  arteries  preventing 
clamping  of  the  aorta  and  it  is  obvious  that 
this  is  not  a satisfactory  procedure  without 
satisfactory  special  technics  such  as  hypo- 
thermia, by-pass  circulation,  and  the  like. 

Positive  and  negative  diagnoses 

In  a recent  series  of  50  translumbar  aorto- 
grams  done  at  Emory  University®  they  found 
that  in  27  they  were  able  to  make  positive 
diagnoses  by  aortography  and  only  eight  of 
these  were  confirmations  of  clinical  diag- 
nosis. Of  the  remaining  23  cases,  they  felt 
that  the  procedure  was  significant  in  that 
they  gained  information  invaluable  to  the 
management  of  the  patient  by  exclusion  of 
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any  disease  process  in  the  terminal  aorta  or 
its  branches.  These  are  extremely  significant 
figures  since  aortography  actually  gave  ac- 
curate and  useful  information  for  definitive 
management  of  each  case. 

It  is  beyond  the  scope  of  this  paper  to 
cover  all  the  ramifications  of  aneurysm  of 
the  aorta  or  its  branches  since  the  clinical 
picture  in  many  cases  of  aneurysm  of  the 
abdominal  aorta  actually  precludes  the  ne- 
cessity for  aortography.  However,  it  is  ob- 
vious that  much  information  can  be  obtained 
in  selected  cases,  especially  in  the  realm  of 
the  degree  of  thrombus  in  the  aneurysm,  the 
type  and  extent  of  the  aneurysm,  and  the 
location  of  the  aneurysm.  Many  times  aor- 
tography demonstrates  multiple  aneurysms 
whereas  clinically  attention  was  given  only 
to  the  possibility  that  only  one  aneurysm 
was  present.  Aortography  should  not  be  con- 
sidered when  an  aneurysm  is  suspected  in 
the  upper  abdominal  aorta  because  the  aneu- 
rysm alters  the  wall  of  the  aorta  and  may 
bleed  seriously  if  punctured  with  a needle. 
This  is  an  uncommon  finding,  however,  since 
most  aneurysms  of  the  abdominal  aorta  occur 
below  the  renal  arteries. 

Hypertension  and  renal  disease 

There  has  been  great  interest  once  again 
in  the  role  of  the  kidney  in  hypertension. 
The  so-called  Goldblatt  phenomenon  is  being 
recognized  more  and  more  and  newer  meth- 
ods of  screening  hypertensive  patients  have 
allowed  us  to  point  the  finger  of  suspicion 
to  unilateral  kidney  disease  as  the  etiologic 
agent  in  many  cases.  It  is  to  be  emphasized 
that  aortography  is  not  a procedure  to  be 
used  in  screening  hypertensive  patients,  but 
it  is  becoming  recognized  more  and  more 
that  the  visualization  of  a kidney  as  seen 
by  intravenous  pyelography  is  not  necessarily 
indicative  of  normal  blood  flow  through  that 
kidney.  Aortography  may  be  indicated  in  a 
number  of  hypertensive  patients  regardless 
of  the  age  group.  It  is  felt  that  the  pulsatile 
flow  through  the  kidney  is  of  more  impor- 
tance than  the  minute  volume,  and  mechan- 
isms that  could  alter  this  can  often  be  dem- 
onstrated by  aortography  as  abnormalities 
of  the  renal  arteries.  Arteriosclerosis  of  the 
renal  arteries  is  not  necessary  to  cause  nar- 
rowing of  the  lumen  or  alteration  of  the 


blood  flow  since  we  are  recognizing  that 
intimal  fibrosis  or  aneurysms  of  the  renal 
arteries  may  often  be  associated  with  hyper- 
tension that  is  reversible  following  removal 
of  the  kidney  distal  to  these  abnormalities. 
These  structural  defects  in  the  renal  arteries 
often  defy  demonstration  by  any  other 
means.  Some  authors®  have  raised  objection 
to  puncturing  the  aorta  in  a hypertensive 
patient,  stating  that  this  may  cause  unceas- 
ing blood  flow  at  the  puncture  site.  This  is 
not  a generally  accepted  feeling  and  many 
observers  feel  that  this  is  no  contraindication 
to  translumbar  aortography.  If  it  is  felt  un- 
desirable to  do  translumbar  aortography,  it 
is  always  possible  to  obtain  an  aortogram  by 
retrograde  catheter,  the  so-called  percuta- 
neous method. 

Occasionally  other  conditions  arise  in 
which  aortography  may  be  useful.  Often- 
times calcifications  detected  on  x-ray  need 
evaluation  by  aortography  and  may  point  to 
an  aneurysm  or  occlusion  of  one  of  the  major 
branches  of  the  aorta  which  can  be  easily 
demonstrated.  There  are  other  less  common 
indications  that  may  necessitate  aortography 
in  patients  seen  in  internal  medicine  but 
these  do  not  necessitate  elaboration  at  this 
time. 

Summary 

If  the  internist  is  aware  of  the  availability 
of  this  valuable  diagnostic  procedure,  it  is 
certain  that  he  will  be  able  to  detect  many 
of  these  diseases  in  their  early  forms  and 
thereby  institute  proper  corrective  measures 
before  the  process  has  done  irreversible  dam- 
age or  is  beyond  repair.  • 
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Trichlorethylene  analgesia 
w— — in  minor  surgery* 

Richard  S.  Bolten,  M.D.,  Denver 


A plea  for  more  extensive  use 
of  a safe  {if  properly  used) 
and  simple  inhalation  anesthetic. 


Trichlorethylene  is  a valuable  analgesic 
agent  in  many  minor  surgical  procedures. 
Used  with  Cyprane  or  Duke  University  In- 
halers, it  produces  potent  analgesia,  with  or 
without  loss  of  consciousness.  It  is  safe  even 
when  administered  by  an  untrained  assistant 
or  by  the  patient  himself.  It  affords  a rapid 
recovery  with  few  side  effects  or  complica- 
tions. There  is  a minimum  of  psychic  trauma, 
even  in  small  children. 

History 

The  drug  was  discovered  in  1864  by  a 
German  chemist  and  was  later  used  as  a 
solvent  and  dry-cleaner  in  industry.  During 
its  widespread  use  by  German  factory  work- 
ers in  World  War  I,  trichlorethylene  poison- 
ing was  noted  and  its  symptoms  first  de- 
scribed by  PlessneU;  vertigo,  nausea  and 
vomiting,  papilledema  and  analgesia  of  the 
area  supplied  by  the  trigeminal  nerve.  An- 
other German,  Oppenheim^,  suggested  its  use 
in  the  treatment  of  trigeminal  neuralgia  and 
many  papers  were  published  in  that  country 
during  the  1920’s  reporting  on  its  effective- 
ness. The  narcotic  action  was  noted  by  va- 
rious authors  but  it  remained  for  an  Ameri- 
can, Jackson,-  in  1934,  to  describe  the  use 
of  trichlorethylene  for  general  analgesia  and 
anesthesia.  The  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Associa- 
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tion  issued  a preliminary  report  in  1936^  in 
which  it  refused  to  accept  trichlorethylene 
as  a general  anesthetic  agent,  dooming  its 
further  use  in  the  United  States. 

Interest  in  the  drug  was  revived  in  Eng- 
land during  World  War  II.  An  anesthetic  was 
required  that  could  be  used  on  the  battle- 
field, one  that  could  be  easily  transported, 
administered  with  simple  apparatus,  non- 
flammable, potent,  available  in  ample  supply, 
and  safe  in  the  hands  of  untrained  personnel. 
In  1942,  Hewer^  reported  the  successful  use 
of  trichlorethylene  in  minor  and  major  sur- 
gery in  England,  and  by  1948  it  had  been 
administered  in  more  than  a million  cases. 
Although  it  may  be  used  in  major  surgery 
when  supplemented  with  nitrous  oxide-oxy- 
gen mixtures  plus  relaxants,  experience  has 
shown  that  it  is  safest  and  most  valuable 
only  when  given  as  an  analgesic  for  minor 
surgery. 

Physical  properties 

Trichlorethylene  has  the  chemical  formula 
C2HCI3  and  is  a heavy  volatile  liquid  with  a 
boiling  point  of  86  to  88°  C.  It  is  produced 
in  quantity  by  the  controlled  chlorination 
of  acetylene.  Its  vapor  has  a fairly  strong 
sweet  smell  resembling  chloroform  and  is 
not  unpleasant  to  most  individuals.  It  is  sup- 
plied as  “Trilene”  by  Ayerst  Laboratories 
and  as  “Trimar”  by  Ohio  Chemical  and  Sur- 
gical Equipment  Company.  These  are  highly 
purified  trichlorethylenes  to  which  a stabil- 
izing agent,  0.01  per  cent  thymol,  has  been 
added  to  prevent  decomposition  into  phos- 
gene and  hydrochloric  acid,  and  a dye,  waxo- 
line  blue,  added  to  distinguish  it  from  chloro- 
form. With  its  high  boiling  point  it  is  the 
least  volatile  of  all  the  inhalation  anesthetics; 
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administration  by  the  open  drop  method  is 
difficult  but  possible.  Trichlorethylene  is  de- 
composed by  heat  or  strong  light  with  the 
formation  of  phosgene  and  hydrochloric  acid 
and,  in  the  presence  of  an  alkali  and  heat, 
dichloracetylene  is  produced.  For  this  reason, 
it  should  not  ordinarily  be  used  in  closed 
circuit  anesthesia  with  soda  lime.  The  vapor 
of  trichlorethylene  in  air  will  not  ignite 
under  normal  temperature  conditions  and 
the  vapor  in  oxygen  only  in  concentrations 
above  10  per  cent,  far  in  excess  of  the  usual 
analgesic  concentrations  of  under  1.5  per 
cent. 

Pharmacology 

Trichlorethylene  is  related  to  both  ethy- 
lene and  chloroform  chemically  and  shares 
some  of  the  features  of  both.  The  margin  of 
safety  (the  difference  between  the  concen- 
tration that  will  cause  analgesia  and  that 
which  will  cause  death)  of  trichlorethylene 
is  3 per  cent,  far  more  than  chloroform’s  0.65 
per  cent  but  far  less  than  ether’s  8 per  cent. 
It  stimulates  the  respiratory  center,  does  not 
affect  the  vasomotor  center,  and  depresses 
the  vomiting  center.  Because  of  its  similarity 
to  chloroform,  it  was  feared  that  trichlor- 
ethylene would  adversely  affect  the  liver. 
However,  the  results  of  animal  experiments, 
laboratory  tests,  and  clinical  practice  have 
shown  that  its  toxic  effects  on  the  liver  are 
negligible. 

The  effect  of  trichlorethylene  upon  the 
cardiovascular  system  is  an  important  con- 
sideration in  its  use.  All  of  the  present  com- 
monly used  inhalation  anesthetics  can  pro- 
duce cardiac  arrhythmias  which  may  be  di- 
vided into  two  groups.  Group  I consists  of 
sinus  bradycardia,  nodal  rhythm,  and  partial 
heart  block,  all  probably  due  to  increased 
vagal  tone.  These  are  harmless.  Group  II 
consists  of  multifocal  ventricular  extrasys- 
toles and  ventricular  tachycardia  (both  pre- 
cursors of  ventricular  fibrillation  in  chloro- 
form anesthesia).  These  are  considered  dan- 
gerous. 

With  trichlorethylene,  group  II  arryth- 
mias  occur  in  lower  first  and  second  plane 
anesthesia.  Therefore,  we  recommend  tri- 
chlorethylene for  analgesia  only  in  minor 
surgery.  In  anesthetic  concentration,  the 
drug  frequently  produces  tachypnea  which 


is,  as  a rule,  temporary,  and  usually  relieved 
by  reducing  the  strength  of  the  vapor.  It  is 
believed  due  to  increased  vagal  activity  stim- 
ulating the  Hering  Breuer  reflex.  Not  only 
is  the  rate  greatly  increased  but  the  depth 
of  inspiration  decreased,  leading  to  hypoxia 
and  hypercapnia.  Trichlorethylene  differs 
from  the  usual  inhalation  anesthetic  agents 
in  that  a portion  of  the  drug  is  oxidized  and 
excreted  in  the  urine  as  harmless  trichlor- 
acetic acid. 

Possible  side  effects 

Norris  and  Stuart®  reported  seven  cases 
of  death  from  primary  cardiac  failure  in 
which  trichlorethylene  was  administered 
with  nitrous  oxide  and  oxygen  in  all  but  one. 
They  recommended  the  employment  of  al- 
ternative agents  whenever  possible.  How- 
ever, the  British  Committee  upon  Deaths 
Associated  with  Anesthesia  has  reported  that 
primary  cardiac  failure  accounts  for  only  1.5 
per  cent  of  the  cases  where  the  anesthetic 
is  considered  to  be  responsible  for  the  fa- 
tality®. Certainly  with  the  widespread  use 
of  trichlorethylene  in  Great  Britain,  it  must 
be  considered  a safe  agent. 

Trigeminal  nerve  palsy  was  the  most 
striking  sign  of  Plessner’s  original  descrip- 
tion of  trichlorethylene  poisoning  in  1915. 
Since  then,  other  cranial  nerve  palsies  have 
been  seen,  involving  at  times  all  but  the  first, 
second,  ninth  and  eleventh  nervesh  If  there 
is  nerve  recovery,  it  begins  in  five  or  ten 
days  and  may  be  almost  complete  in  two 
weeks.  Otherwise  the  prognosis  is  bad — some 
patients  may  show  no  improvement  after  six 
months.  Ostlere^  stated  that  of  22  cases  of 
nerve  palsy  seen  in  Britain  in  1943,  13  or 
more  had  one  feature  in  common:  each  pa- 
tient had  been  anesthetized  with  closed  cir- 
cuit technic.  Trichlorethylene  is  decomposed 
by  soda  lime  in  the  presence  of  heat  to  form 
hydrochloric  acid  (absorbed  by  the  sodium 
hydroxide)  and  dichloracetylene,  the  cause 
of  the  cranial  nerve  palsies. 

Two  practical  points  brought  out  by  Ost- 
lere  and  also  by  Fabian  and  Stephen':  first, 
short  exposure  to  the  decomposition  products 
of  trichlorethylene  is  sufficient  to  produce 
trigeminal  paralysis — five  minutes  in  one  pa- 
tient; and  second,  it  is  not  necessary  for  tri- 
chlorethylene to  be  the  anesthetic  given.  The 
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drug  may  be  used  first  in  the  closed  circuit 
and  later  patients  anesthetized  with  other 
agents  can  be  affected  by  the  decomposition 
products  remaining  in  the  anesthetic  ma- 
chine. Patients  who  have  been  receiving  tri- 
chlorethylene  analgesia  with  the  inhaler  can 
safely  be  anesthetized  with  other  agents 
in  closed  circuit  anesthesia  provided  they 
breathe  room  air  for  15  minutes  in  between. 
At  the  end  of  such  an  anesthetic,  the  soda 
lime  should  be  discarded  to  protect  later 
patients. 

Technic  of  administration 

Trichlorethylene  may  be  self-administered 
by  the  adult  and  cooperative  child  or  may 
be  administered  by  the  anesthetist,  the  physi- 
cian, or  his  assistants.  In  either  method,  a 
few  minutes  spent  in  instructing  the  patient 
on  the  apparatus,  the  procedure,  and  what 
to  expect  from  the  analgesia  will  relieve 
anxiety,  improve  cooperation,  and  insure  the 
best  result.  We  use  the  Duke  University  In- 
haler developed  by  Stephen®.  This  is  a small 
nonrebreathing  inhaler  in  which  air  is  drawn 
through  a metal-enclosed  wick  saturated  with 
15  cubic  centimeters  of  trichlorethylene,  the 
vapor  passing  through  a face  mask  to  the 
patient.  The  concentration  of  the  drug’s  vapor 
can  be  adjusted  between  0.1  and  1.3  volumes 
per  cent. 

For  self-administration  the  scale  is  usu- 
ally locked  at  reading  of  3 to  6 which  permit 
concentrations  of  about  0.5  to  1 volumes  per 
cent.  The  patient  is  instructed  to  take  a few 
shallow  inhalations  to  accustom  himself  to 
the  odor  of  trichlorethylene,  then  to  breathe 
more  deeply.  Should  consciousness  be  lost, 
the  inhaler  falls  from  the  patient’s  face  for  a 
few  moments.  A wrist  strap  is  provided  to 
prevent  the  apparatus  from  falling  to  the 
floor.  As  soon  as  consciousness  returns  the 
patient  will  again  use  the  inhaler.  When  ad- 
ministering trichlorethylene  to  a patient,  it 
is  better  to  start  at  the  minimum  scale  set- 
ting and  gradually  raise  the  concentration 
to  the  amount  indicated  clinically.  The  in- 
haler should  be  removed  momentarily  if  the 
patient  loses  consciousness.  With  this  safety 
factor,  the  patient  will  receive  only  analgesic 
concentrations  of  the  drug.  Tachypnea  and 
cardiac  irregularities  are  indications  to  tem- 
porarily discontinue  administration;  if  they 


should  return  with  lesser  concentrations,  tri- 
chlorethylene should  be  stopped  and  anal- 
gesia continued  with  another  agent  such  as 
nitrous  oxide  and  oxygen. 

Indications 

The  following  is  a list  of  some  of  the 
minor  surgical  procedures  that  have  been 
performed  under  trichlorethylene  analgesia 
with  the  Duke  University  Inhaler — cystos- 
copy and  similar  endoscopic  examinations 
and  procedures,  change  of  painful  dressings, 
myringotomy,  suture  of  small  lacerations, 
closed  reductions  of  minor  fractures  and  dis- 
locations, replacement  of  orbital  prostheses, 
venapuncture  in  children,  removal  of  im- 
bedded sutures,  incision  and  drainage  of  ab- 
scesses, superficial  biopsies,  as  a supplement 
to  local  and  spinal  anesthesia  provided  epi- 
nephrine has  not  been  used  but  safe  with 
Vasoxyl  and  Neosynephrine,  and  similar  pro- 
cedures. It  is  especially  valuable  in  office 
practice  and  in  emergencies  outside  the  of- 
fice. 

Trichlorethylene  analgesia  is  usually  not 
adequate  for  extensive  early  burn  dressings 
and  debridements  and  provides  no  relaxation 
for  closed  reductions  of  long  bone  fractures. 
Overdosage  may  result  in  prolonged  periods 
of  unconsciousness  and  it  may  be  a dangerous 
agent  in  the  presence  of  a cardiac  arrhythmia 
or  other  signs  of  heart  disease. 

Conclusions 

Trichlorethylene  is  an  analgesic  agent 
that  has  proven  itself  of  great  value  in  an 
office,  emergency  and  home  practice.  Neither 
it  nor  its  inhaler  are  expensive,  it  is  portable, 
analgesia  is  rapid,  smooth  and  profound,  it  is 
nonflammable,  premedication  may  be  used 
but  is  not  necessary,  there  is  no  change  in 
blood  pressure,  recovery  is  rapid,  and  it  may 
be  administered  by  the  patient  or  any  assist- 
ant. • 
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Unilateral  renal  disease 
in  hypertension* 

S.  H.  Bassow,  M.D.,  Denver 


Three  cases  are  presented  to 
illustrate  the  occasional  dramatic 
benefits  derived  from  surgery. 
Physiology,  pathology,  and 
diagnosis  are  reviewed. 


Op  common  interest  to  the  internist  and 
urologist  is  the  compelling  problem  of  hyper- 
tension in  its  relation  to  unilateral  renal  dis- 
ease. Clinical  observation  supports  the  con- 
tention that  a small  and  select  group  of 
hypertensives  will  dramatically  revert  to 
normotension  following  the  surgical  removal 
of  the  unilaterally  diseased  kidney.  The 
mechanism  involved  in  the  production  of 
hypertension  by  a diseased  kidney  is  not  too 
clearly  understood.  However,  the  concerted 
effort  of  a number  of  investigators  has  con- 
tributed generously  to  the  clarification  of 
this  complex  phenomenon. 

Physiology  and  pathology 

The  physiology  and  pathology  of  renal 
hypertension  has  comprehensively  been  cov- 
ered by  J.  P.  Simonds.  R.  W.  Scott  makes 
these  observations:  “Arterial' and  arteriolar 
sclerosis  of  the  kidney  vessels  excite  a renal 
humoral  mechanism  which  produces  an  in- 
creased muscular  tone  in  the  peripheral  ar- 
terioles causing  elevation  of  systemic  blood 
pressure.”  They  further  state  that  diseased 
kidneys  exercise  a direct  control  over  the 
tonicity  of  the  peripheral  arterioles  which, 


*Presented  before  the  88th  Annual  Session  of  the  Colorado 
State  Medical  Society  at  Colorado  Springs,  September  25, 
1953. 
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in  turn,  regulates  the  systemic  blood  pres- 
sure. W.  E.  Kittridge  and  H.  G.  Brown  stress 
the  Goldblatt  phenomenon  as  the  important 
factor  in  the  production  of  hypertension. 
They  further  observe  that  hypertension  is 
humoral  in  origin  and  that  renal  ischemia 
is  prominently  noted  as  a factor  in  renal 
hypertension.  Other  investigators  concurred 
in  the  observation  that  the  physio-chemical 
changes  productive  of  renal  hypertension  are 
invariably  present  and  may  be  summarized 
in  the  following  formula:  Renin  (a  protein 
enzyme  and  endocrine  product  of  the  kidney) 
plus  hypertensinogen  (a  protein  elaborated 
by  liver)  combine  to  produce  angiotonin  (hy- 
pertensin) , a pressor  substance  which  in- 
vokes vasospasm.  It  is  also  observed  that 
normal  kidney  tissue  is  capable  of  producing 
an  antipressor  substance  known  as  inhibin 
which  is  intimately  concerned  with  neutral- 
ization of  the  chemical  by-products  of  renin 
and ' hypertensinogen.  Imbalance  between 
these  two  factors,  renin  and  inhibin,  leads 
to  persistent  hypertension.  To  initiate  and  to 
sustain  this  pathologic  process,  in  a physio- 
logically normal  kidney,  the  Goldblatt  phe- 
nomenon (i.e.,  chronic  progressively  increas- 
ing ischemia  of  the  organ)  must  be  present. 
However,  the  medullary  portion  of  the  kid- 
ney must  remain  physiologically  competent 
to  transport  the  by-products  of  renal  ische- 
mia into  the  systemic  circulation.  This,  in 
brief,  summarizes  the  role  that  the  kidney 
plays  in  the  pathologic  entity  of  renal  hyper- 
tension. 

There  are,  however,  clinicians  and  in- 
vestigators who  do  not  implicity  subscribe  to 
the  humoral  concept  of  renal  hypertension. 
Among  these  may  be  mentioned  H.  W.  Smith 
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and  associates,  who  maintain  that  the  theory 
of  primary  renal  origin  of  hypertension  is 
unproved.  “The  kidney  is  the  victim  and  not 
the  culprit.”  S.  J.  Okutria  and  V.  I.  Marshall 
are  skeptical  about  the  direct  association  of 
hypertension  with  unilateral  renal  disease. 
They  do,  however,  concede  that  a small  num- 
ber of  hypertensives  may  be  helped  by  renal 
surgery. 

Incidence 

Accumulated  clinical  data  over  a period 
of  years  points  to  the  conclusion  that  of  the 
large  number  of  hypertensives,  few  can  be 
associated  with  renal  disease  and  still  fewer 
with  unilateral  renal  pathology.  Edgar  Burns 
states  that,  “of  the  adult  population,  25  per 
cent  have  hypertension  and  of  300  nephrecto- 
mized  cases,  only  20  per  cent  can  be  regarded 
as  cured.” 

J.  E.  Thompson  and  R.  N.  Smithwick  re- 
port that,  out  of  2,600  hypertensives,  only 
two  cases  were  associated  with  unilateral 
renal  disease  which  were  benefited  by  ne- 
phrectomy. And  furthermore,  out  of  299 
cases  nephrectomized  for  hypertension,  only 
24.4  per  cent  were  cured.  G.  E.  Wakerlin  ob- 
serves that  hypertension  of  known  etiology 
constitutes  only  5 per  cent  of  all  cases  of 
essential  hypertension.  H.  W.  Smith  strikes 
a more  pessimistic  note.  Of  242  cases  on 
whom  unilateral  nephrectomy  was  done  for 
hypertension,  only  7 per  cent  reverted  to 
normotension.  G.  J.  Thompson  relates  that 
of  3,000  nephrectomies  performed  at  the 
Mayo  Clinic,  only  11  per  cent  were  associated 
with  hypertension.  He  does,  however,  favor 
surgery  in  all  cases  where  the  kidney  may 
be  implicated  as  a factor  in  hypertension. 
It  must  be  emphasized  that,  regardless  of 
the  merit  of  the  statistical  evidence  reviewed, 
all  cases  of  hypertension  of  unknown  etiology 
are  entitled  to  a urologic  investigation  of 
their  renal  status.  It  is  only  through  such 
effort  by  the  medical  profession  that  a few 
unfortunates  can  be  saved  from  this  invari- 
ably fatal  disease. 

Diagnosis 

The  diagnosis  of  hypertension  is  ele- 
mentary. However,  the  association  of  this 
prevalent  disease  with  a definite  etiologic 
factor  may  become  a complex  medical  proj- 


ect. A careful  history  is  pertinent.  Evalua- 
tion of  the  anatomic  and  physiologic  status 
of  the  urinary  tract  is  fundamental.  This  is 
accomplished  by  cystoscopy,  radiography  and 
differential  renal  function  determinations.  If 
the  kidney  is  suspected,  aortography,  renal 
deliniation  by  means  of  presacral  air  injec- 
tion and  differential  urea  clearance  are  most 
helpful.  To  rule  out  the  presence  of  adrenal 
tumor  disease  is  of  paramount  importance. 

T.  B.  Wayman  and  E.  B.  Ferris,  in  discussing 
hypertension  of  known  etiology,  mention  the 
phenomenon  of  adreno-cortical  tumors,  uni- 
lateral renal  disease,  polycystic  renal  de- 
generation and  any  condition  that  may  pro- 
gressively impair  renal  circulation. 

Adjuncts  to  the  diagnostic  armamenta- 
rium have  recently  been  reported  by  Brust  | 
and  Ferris  and  Winter.  The  former  two  rec- 
ommend the  use  of  a ganglionic  blocking 
agent,  such  as  tetraethylammonium  chloride, 
to  eliminate  the  possibility  of  a neurogenic  \ 
factor  in  renal  hypertension  in  which  case  | 
nephrectomy  may  not  be  beneficial.  The  lat- 
ter, C.  C.  Winter,  suggests  the  use  of  radio- 
active diodrast  to  determine  more  accurately  f 
the  differential  renal  status  pertaining  to  i 
circulation  and  function. 

Indications  for  surgery 

The  indications  for  surgery  with  reason- 
able expectation  of  reversal  of  the  hyper- 
tensive state  may  be  summed  up  as  follows: 

1.  A unilateral  diseased  or/ and  atrophic 
kidney  with  a contralateral  normal  partner 
which  had  undergone  compensatory  hyper- 
trophy. 

2.  Hypertension  of  relatively  short  dura- 
tion, probably  no  longer  than  two  years. 

3.  Demonstrable  decrease  in  the  caliber 
of  the  renal  artery,  be  it  due  to  intrinsic  or 
extrinsic  factors,  which  results  in  the  pro- 
duction of  progressively  increasing  renal  is- 
chemia— a true  Goldblatt  kidney. 

4.  Surgery,  if  contemplated,  should  be  in- 
stituted early,  before  irreversible  pathologic 
changes  occur  in  the  contralateral  normal 
kidney. 

Obviously,  all  the  criteria  for  surgery 
may  not  be  established  in  each  case;  but,  if 
reasonable  suspicion  can  be  directed  to  the 
kidney  as  a culprit  in  hypertensive  disease, 
surgical  intervention  is  justifiable. 


80 


Rocky  Mountain  Medical  Journal 


CASE  1 

B.  M.,  a 9-year-old  female  child,  was  admitted 
to  Denver  General  Hospital  in  July,  1951,  because 
of  persistent  hypertension,  intense  headache,  eye 
pains  with  visual  disturbances,  insomnia,  anox- 
exia  and  progressive  weight  loss. 

Past  history  revealed  a hospital  admission  in 
April,  1947,  with  a diagnosis  of  acute  rheumatic 
fever  following  an  episode  of  upper  respiratory 
infection  in  March,  1947.  Pertinent  examination 
and  laboratory  findings  at  that  time  were; 

1.  Apical  systolic  murmur. 

2.  Sedimentation  rate  of  92  mm.  per  hour. 

3.  WBC,  8,000-17,000. 

4.  Urine,  Sp.  Gr.  1.104-1.035.  Albumin,  4 plus. 

5.  Blood  pressure,  80/30-88/44. 

6.  E.K.G.:  Left  axis  deviation  and  sinus  tachy- 
cardia. 

A second  admission  in  February,  1948,  was 
occasioned  by  severe  headaches  and  blood  pres- 
sures of  150/110-170/140.  Examination  and  labora- 
tory findings  at  that  time  were; 

1.  Fundi  indicative  of  hypertension. 

2.  Urine;  trace  of  albumin. 

3.  N.  P.  N.  20-47  mgm.  per  cent. 

4.  Sed.  rate,  3-20  mm./hour. 

5.  BMR  21. 

6.  Blood  pressures  from  130/80  to  200/140. 

7.  Retrograde  and  excretory  urography  indi- 
cated no  gross  pathology  except  for  a smaller 
right  kidney  and  moderate  blunting  of  middle 
calices. 

During  this  episode,  both  kidneys  were  ex- 
plored with  no  significant  findings  relative  to 
hypertension.  Adrenals  were  normal  bilaterally. 

Final  admission  in  July,  1951,  was  prompted 
by  progressively  advancing  hypertension  and  asso- 
ciated devastating  signs  and  symptoms  that  are 
inescapable  in  this  dreadful  disease.  The  chief  of 
pediatrics  insisted  that  the  hypertension  in  this 
child  was  renal  in  origin  and,  upon  his  request, 
another  complete  urologic  investigation  of  the 
case  was  instituted.  The  pertinent  findings  at  that 
time  were  as  follows; 

1.  Excretory  and  retrograde  urograms  demon- 
strated a smaller  right  kidney  with  filling  defect 
between  the  upper  and  lower  poles  (Case  1, 
Fig.  1). 

2.  Urine  essentially  negative  except  for  occa- 
sional granular  casts,  some  rbc  and  wbc. 

3.  E.K.G.  normal. 

4.  Sed.  rate  11  mm./hour. 

5.  Blood  chemistry  normal. 

6.  Phenolsulfonphthalein  excretion  in  20  min- 
utes was  15  per  cent  from  the  right  kidney  and 
30  per  cent  from  the  left. 

7.  Urea  clearance  during  the  first  30  minutes 
was  8.1  from  the  right  kidney  and  14.2  from  the 
left. 

8.  An  aortogram  showed  a definite  discrepancy 
in  the  caliber  of  the  right  and  left  renal  arteries. 
Because  of  these  findings  and  the  otherwise  hope- 


less prognosis,  a right  nephrectomy  was  performed 
in  September,  1951.  A small  kidney  was  found 
enclosed  within  a mass  of  fibrotic  tissue.  The 
renal  artery  gave  one  the  feeling  of  a fibrous 
band.  A mass  of  scar  tissue  was  found  separating 
the  upper  and  lower  poles  of  the  kidney  involving 
the  cortex  and  medulla  of  the  midsection  and 
extending  well  into  the  hilum  trapping  the  renal 
artery  as  it  entered  the  kidney.  Pathologic  diagno- 
ses were; 

1.  Congenitally  hypoplastic  right  kidney. 

2.  Severe  arteriosclerosis  of  the  renal  artery. 

3.  Old  infarct  involving  the  midsection  of  the 
kidney  (Case  1,  Figs.  2A  and  B). 

Postoperative  course  was  smooth  and  unevent- 
ful. Symptomatic  relief  was  immediate  and  dra- 
matic. During  the  convalescing  period,  blood  pres- 
sure ranged  from  100  to  115  systolic  and  50  to  80 
diastolic.  Headaches  and  visual  disturbances  en- 
tirely disappeared.  The  child  behaved  like  any 
normal  child  of  her  age.  She  was  discharged  from 
the  hospital  on  the  12th  postoperative  day,  no 
longer  sullen  and  dejected,  but  rather  cheerful 
and  hopeful.  ' 

The  case  was  followed  in  the  clinic  for  over 
five  years.  The  blood  pressure  remained  normal 
during  this  entire  period.  The  child  gained  weight 
and  attended  school  without  any  interruption. 
Throughout  the  period  of  observation  she  en- 
joyed a perfectly  normal  existence. 

continued  on  next  page 


. Fig.  ‘ K: ; . rograms  indicati 
ril  mg  de  e-:-!  ;)f  l itii  kidr.ry  pi  Ivis. 


jor  October,  1959 


81 


Cas!  1.  Fif4.  2A.  St-c-tion  Through  ini'art-t  of  i id- 
-i-y.  Noto  marked  fibrosis  of  iL-nal  pari'nch;.  ■ 
T'ascular  sy^:^:‘lVL,  and  ine.  rsiilial  tissui-. 


( as!  1.  T'iK.  2B.  Ci'Os'  oi  i-  na. 

HiU:  ■ r:  d ; ;d  U/;:  ^ ;:  'rl  ; riil:;- 

I cl  wad. 


CASE  2 

A.  J.  B.,  a white  male  60  years  of  age,  was  ' 
referred  by  his  physician  for  renal  evaluation 
because  of  hypertension  which  appeared  suddenly 
in  July,  1952,  and  persisted  until  after  surgery.  • 
The  blood  pressure  during  this  interval  of  four 
months  ranged  from  152/95-190/120.  This  man 
presented  himself  with  a history  of  spasmodic 
recurrent  attacks  of  general  “numbness”  and 
“weakness.”  Headache,  at  times,  was  severe.  His 
employment  was  frequently  interrupted  because 
of  the  incapacity  occasioned  by  the  presenting  i 
symptoms.  Past  history  was  non-contributory.  His 
blood  pressure  in  1946  was  136/94;  in  1949  120/82. 
Apparently  it  remained  within  this  range  until 
July,  1952. 

The  significant  findings  during  the  urological 
survey  of  the  case  were  as  follows; 

1.  Urine  of  low  specific  gravity  (1.008).  Pro- 
teinuria 3 plus.  Sugar  test  negative.  Sediment 
revealed  many  rbc,  wbc,  and  granular  casts. 

2.  BUN  29  mgm  per  cent. 

3.  Left  kidney  urine  showed  a proteinuria  of 

2 plus  and  hyaline  casts.  The  amount  of  urine 
collected  from  the  left  kidney  in  20  minutes  was  i 

about  25  per  cent  of  that  from  the  right  and  of  a ' 

lower  specific  gravity.  1 

4.  P.  S.  P.,  given  intravenously,  appeared  with-  : 
in  normal  time  and  adequate  concentration  from 
the  right  kidney.  From  the  left  kidney,  only  a i 
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CASE  3 


O.  M.  M.,  a 22-year-old  sophomore  medical  stu- 
dent, presented  himself  to  the  urologic  service  on 

continued  on  page  86 


faint  trace  of  dye  was  seen  within  20  minutes. 

5.  On  subsequent  studies  P.  S.  P.  appeared  in 
bladder  urine  in  7 minutes.  During  the  first 
and  second  half  hours,  the  amount  of  urine  ex- 
creted was  125  cc.  with  38  per  cent  of  dye  and 
230  cc.  with  15  per  cent  of  dye,  respectively. 

6.  Retrograde  radiologic  evaluation  indicated  a 
normal  right  kidney,  perhaps  moderately  hyper- 
trophic, and  a hypoplastic  left  kidney  (Case  2, 
Fig.  1). 

With  the  history  of  paroxysmal  hypertension, 
the  possibility  of  adrenal  tumor  was  seriously 
considered  and,  after  careful  investigation,  the 
presence  of  adrenocortical  tumor  was  ruled  out. 

Careful  scrutiny  of  the  radiologic  and  labora- 
tory evidence  accumulated  in  this  case  proved 
strongly  suggestive  that  the  hypoplastic  kidney 
was  a factor  in  the  hypertension.  A left  nephrec- 
tomy was  successfully  accomplished  in  October, 
1952.  Postoperative  period  in  the  hospital  was 
uneventful  with  conspicuous  absence  of  paroxys- 
mal episodes  of  weakness  and  hypertension. 

The  kidney  weighed  30  gms.  and  measured 
6 X 4 X 2.5  cm.  The  renal  artery  and  its  branches 
were  small  with  a maximum  cross  section  di- 
ameter of  1 mm.  Patchy  fibrosis  was  encountered 
within  the  medullary  portion  close  to  the  pelvis. 
Histologic  and  anatomic  diagnosis,  as  stated  by 
the  pathologist,  was  “congenital  hypoplasia  of 
the  left  kidney  and  artery;  vascular  nephroscle- 
rosis; degeneration  of  renal  parenchyma;  and 
chronic  interstitial  nephritis”  (Case  2,  Figs.  2 A, 
B,  and  C). 


for  October,  1959 


83 


USEFULNESS 


new... highly  effective  tranquilize 


i 

I 


Comparison  of  TENTONE  usefulness 


MILO  ATARACT  CS 


Rocky  Mountain  Medical  JournalT. 


MiNtMAl 


. for  extended  office  practice  use 


^EW  PHENOTHIAZINE  COMPOUND  FOR  THE  LOWER  AND  MIDDLE  RANGE  OF  DISORDERS 


• Positive,  rapid  calming  eftect  in  mild  and  moderate  cases. 

Striking  freedom  from  organic  toxicity,  intolerance,  or  sen- 
sitivity reaction— particularly  at  low  dosage.  Greater  freedom 

from  induced  depression  or  drug  habituation.  May  be  use- 

ful, as  with  other  tranquilizers,  to  potentiate  action  of  analgesics, 
sedatives,  narcotics.  Facilitates  management  of  surgical, 

obstetric,  and  other  hospitalized  patients.  Indicated  when 

more  than  a mild  sedative  effect  is  desired . . . and  less  than  psy- 
chosis is  involved.  Dosage  range:  In  mild  to  moderate  cases: 

from  30  to  100  mg.  daily.  In  moderate  to  severe  cases:  from  75  to 
500  mg.  daily. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Peari  River,  New  York 


, ’ ~ Supplied 


10  mg.  tablets 

5“^  if Iff  I 


25  mg.  tablets 

f.  W 

'"'I,  50  mg.  tablets 


for  October,  1959 


85 


U nilateral  cont.  from  page  83 


January  19,  1957,  because  of  severe  pain  in  the 
left  flank  radiating  to  the  left  testis. 

Since  age  of  5,  he  remembered  having  had 
episodes  of  intermittent  renal  colic  associated 
with  headache,  nausea,  and  vomiting.  Following 
these  attacks,  he  would  pass  “Coca-Cola”  colored 
urine  for  a few  days.  At  age  16,  while  playing 
football,  trauma  to  the  left  flank  was  followed 
by  gross  hematuria  for  two  days.  There  was  no 
history  of  dysuria  or  febrile  episodes  at  that  time. 
During  respective  hospital  admissions  in  1954, 
1955  and  1956,  no  significant  positive  physical 
findings  were  noted.  However,  his  blood  pressure 
during  the  interval  of  1954  through  1957  ranged 
between  118/55  and  170/70. 

Laboratory  findings  on  admission  were  not 
remarkable  except  that  the  white  blood  count  was 
10,000  and  urine  showed  four  plus  albumin,  500 
to  700  rbc  and  30-40  wbc  per  low  power  field. 
Urologic  investigation  revealed  a hydronephrotic, 
non-functioning  left  kidney  with  appreciable  com- 
pensatory hypertrophy  of  a normal  right  organ 
(Case  3,  Figs.  lA  and  B).  On  the  basis  of  these 
findings  and  past  history,  a left  nephrectomy  was 
accomplished  on  January  23,  1957.  Convalescence 
was  normal  and  the  patient  was  discharged  on 
February  2,  1957. 

The  pertinent  points  in  the  pathologist’s  report 
were  the  80  gram  weight  of  the  specimen  and  the 
small  caliber  of  the  renal  artery  and  vein.  Fol- 
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lowing  histologic  evaluation  of  the  sections,  a 
diagnosis  of  “congenital  hypoplasia,  chronic  pyelo- 
nephritis, hydronephrosis  and  vascular  arterio- 
sclerosis” was  given  (Case  3,  Figs.  2A  and  B). 
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Case  3.  Fiji.  2B.  Cross  section  through  large  artery 
Note  small  lumen  and  thickened  fibrotic  wall. 


Immediately  following  surgery,  the  blood  pres- 
sure remained  at  150/90  and  130/80.  During  the 
six  months  interval  postoperatively,  the  boy  re- 
ported pressures  ranging  from  125/70  to  120/75. 
He  is  now  completing  his  senior  year  in  medicine 
and  is  enjoying  good  health  and  persistent  normo- 
tension. 

Discussion 

Isolated  cases  of  hypertension,  which  were 
reduced  to  normotension  by  removal  of  the 
offending  kidney,  have  been  reported  by  a 
number  of  clinicians  interested  in  this  field 
of  medical  endeavor.  C.  H.  Snyder  and  asso- 
ciates have  successfully  operated  on  a 9- 
months-old  child  with  marked  hypertension 
brought  on  by  an  aneurysm  of  the  renal 
artery.  J.  A.  Haller,  Jr.,  and  associates  cited 
a case  of  embolic  renal  infarction  of  the 
lower  pole  of  the  kidney  with  resultant  hy- 
pertension which  was  relieved  by  nephrec- 
tomy. A rather  unique  case  was  recently 
reported  by  P.  T.  De  Camp  and  associates. 
A 10-year-old  girl,  with  a solitary  left  kidney 
and  marked  hypertension,  was  found  to  have 
coarctation  of  the  juxta-aortic  portion  of  the 
renal  artery.  Anastomosis  of  the  splenic  and 
the  competent  segment  of  the  renal  artery 


resulted  in  immediate  remission  to  normo- 
tension. 

There  are,  of  course,  many  cases  that  have 
been  relieved  of  hypertension  by  unilateral 
nephrectomy.  It  is  uniformly  agreed  by  most 
investigators  that  hypertension  in  the  young 
with  unilateral  renal  disease  responds  more 
favorably  to  surgery  than  in  adults  with 
similar  pathologic  findings. 

Three  cases  of  hypertension  with  unilat- 
eral renal  disease  have  been  added  to  the 
literature.  Surgical  extirpation  of  the  offend- 
ing organ  resulted  in  a reversal  to  normo- 
tension which  remained  constant  for  a period 
of  two  to  seven  years.  Criteria  of  cure  sug- 
gested by  H.  W.  Smith  have  been  fully  com- 
plied with.  Preoperative  hypertension  has 
been  definitely  established  and  the  postoper- 
ative pressure  remained  constant  in  each 
case  at  or  below  140/90. 

It  is  of  interest  to  note  that  these  three 
patients  embrace  three  distinct  and  different 
categories  of  renal  disease  and  involve  ages 
from  9 to  60.  Case  1 presents  an  embolic 
renal  infarct  which,  because  of  the  progres- 
sively advancing  extension  and  contraction 
of  the  fibrous  tissue,  compromised  the  renal 
circulation,  resulting  in  renal  ischemia  such 
as  described  by  Goldblatt. 

Case  2 is  that  of  congenital  unilateral 
renal  hypoplasia  which,  for  reasons  not  clear- 
ly understood,  became  a cause  of  systemic 
hypertension  at  the  age  of  60.  What  anatomic 
and/or  physiologic  changes  have  taken  place 
in  the  maldeveloped  organ  to  bring  it  within 
the  category  of  the  Goldblatt  phenomenon 
is  rather  difficult  to  say.  However,  the  pro- 
gressively advancing  arteriosclerotic  changes 
in  the  renal  blood  vessels,  large  and  small, 
resulted  in  renal  ischemia  with  concomitant 
liberation  of  pressor  substances  into  the  sys- 
temic circulation  which  rendered  the  patient 
a victim  of  paroxysmal  hypertension. 

Case  3 is  one  of  renal  hypoplasia  compli- 
cated by  hydronephrosis  and  intercurrent 
periodic  pyelonephritis.  The  uretero-pyelo- 
graphic  studies  and  the  past  history  of  this 
22-year-old  boy  would  justifiably  lead  one 
to  speculate  that  the  maldevelopment  of  the 
kidney  was  not  altogether  due  to  congenital 
factors,  but  rather  to  progressively  advanc- 
ing atrophy.  Stenosis  at  the  uretero-pelvic 
junction  and  associated  dilatations  of  the 
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renal  pelvis  may  have  been  important  factors 
in  compression  of  the  renal  artery,  with 
gradual  reduction  in  the  blood  supply  to  the 
organ  resulting  in  chronic  renal  ischemia. 
This  characterizes  it  as  a Goldblatt  kidney 
and  definite  cause  for  periodic  attacks  of 
hypertension. 

In  retrospect,  it  is  speculated  that  had 
the  kidney  been  carefully  investigated  when 
symptoms  first  appeared  at  the  age  of  4 or 
5,  and  the  uretero-pelvic  anatomical  defect 
corrected  at  that  time,  the  kidney  could 
have  been  saved.  An  ounce  of  prevention  is 
worth  a pound  of  cure.  This  is  a plea  in 
behalf  of  exhaustive  and  timely  investigation 
of  all  obscure  and  complex  symptoms  that 
a patient  may  present. 

It  may  be  true  that  the  direct  relation- 
ship of  unilateral  renal  disease  to  hyperten- 
sion may  only  occasionally  be  established. 
Yet,  our  total  clinical  experience  demands 


that  our  efforts  be  relentlessly  applied  to- 
ward this  end.  A case  that  is  so  diagnosed 
and  the  offending  organ  surgically  removed 
before  irreversible  changes  occur  in  the  con- 
tralateral kidney  will,  in  most  instances, 
prove  rewarding  in  that  the  hypertensive 
will  permanently  revert  to  a normotensive 
happy  life. 

Summary 

Hypertension  may,  in  a few  instances, 
be  caused  by  unilateral  renal  disease. 

2.  Surgical  extirpation  of  the  diseased 
kidney  does,  on  occasion,  result  in  reversion 
to  normotension. 

3.  The  Goldblatt  phenomenon  is  stressed 
as  an  etiologic  factor  in  each  case. 

4.  Three  such  cases  are  reported.*  • 

‘The  assistance  and  cooperation  of  Drs.  Harry  Gordon,  Albert 
Guggenheim,  Dale  Atkins,  Clement  Knobbe,  Karl  Neuberger, 
and  Mr.  Glen  Mills  are.  gratefully  acknowledged.  References 
have  not  been  included  because  of  space  limitations. 


Genitourinary  tuberculosisj 

Anthony  A.  Borski,  M.D.,  Denver  : 


Hi^h  index  of  suspirinn  is 
‘■ssentini  for  artiirate  diagnosis, 
'^treplutnvcin.  F 4S.  FS  H . and 
fivridoxine  are  used  in  therapy. 


The  problem  of  controlling  and  treating 
tuberculosis  in  the  Armed  Forces  is  of  con- 
siderable importance  to  the  nation.  It  has 
been  estimated  that  each  case  of  tuberculosis 
costs  the  government  about  $60,000.00  which 
includes  training,  hospitalization  and  disabil- 
ity benefits.  It  is  the  aim  of  the  Armed  Forces 
Medical  Service  to  detect  these  cases  early 


‘Chief  Urology  Service,  Fitzsimons  Army  Hospital.  The 
author  is  a Major,  M.C.,  U.  S.  Army.  The  views  and  opinions 
expressed  herein  do  not  necessarily  represent  those  of  the 
Surgeon  General,  Department  of  the  Army  or  Department  of 
Defense. 


in  order  to  treat  them  properly  and  thereby 
prevent  some  of  the  disabilities  resulting 
from  the  disease. 

The  genitourinary  tract,  in  addition  to 
the  lungs,  is  one  of  the  most  frequent  sites 
of  clinically  recognizable  tuberculosis.  Just 
how  much  of  a problem  is  GU  tract  tubercu- 
losis? The  over-all  incidence  of  GU  tuber- 
culosis in  a series  of  15,000  documented  cases; 
of  tuberculosis  of  all  types  was  4 per  cent. 

A five-year  breakdown  obtained  from 
Fitzsimons  Army  Hospital  will  give  us  an-, 
other  aspect  of  the  problem. 

Pulmonary  tuberculosis  has  dropped  ap- 
proximately 50  per  cent  at  FAH  during  the 
past  five  years,  which  is  attributed  to  several; 
factors.  There  has  been  a reduction  in  the) 
number  of  military  personnel  since  the  Ko-i 
rean  War  and  for  the  past  two  years,  pul-J 
monary  tuberculosis  has  been  treated  in  AirJ 
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TABLE  1 


1953 

1954 

1955 

1956 

1957 

Pulmonary  TBC  . 

...946 

847 

790 

646 

454 

GU  TBC  

...  26 

39 

16 

25 

32 

Pulmonary  and 
GU  TBC  

...  13 

21 

8 

4 

7 

Force  Hospitals.  However,  GU  tuberculosis 
has  not  declined  appreciably.  We  attribute 
this  to  a greater  awareness  of  and  a more 
intensive  search  for  GU  tract  tuberculosis 
which  has  resulted  in  essentially  the  same 
number  of  cases  for  the  past  five  years. 

Pathogenesis  and  pathology 

The  evidence  indicates  that  infection  in 
the  GU  tract  is  secondary  to  a focus  else- 
where in  the  body.  Renal  tuberculosis  occurs 
as  a result  of  infection  in  an  extrarenal  site. 
The  site  is  usually  in  the  lungs;  however 
osseous  and  intestinal  foci  have  been  de- 
scribed. Bacillemia  is  produced  by  erosion  of 
the  blood  vessel  at  a site  of  the  extrarenal 
focus.  Initial  renal  lesions  are  bilateral  in  the 
cortex  and  in  the  proximity  of  the  glomeruli. 
They  may  heal  by  scar  formation  or  become 
encysted.  Ulceration  into  a renal  tubule  may 
give  rise  to  a bacilluria.  Pyuria  need  not  be 
present  and  urography  may  be  normal.  The 
caseocavitary  type  of  lesions  are  more  clini- 
cally important.  They  occur  in  the  renal 
papillae  as  a result  of  spread  from  cortical 
lesions.  Caseation  occurs  in  the  papillary 
ducts  causing  sloughing  into  a minor  calyx 
producing  bacilluria,  pyuria  and  hematuria. 
Lymphatic  and  direct  spread  is  also  possible. 
Periodic  positive  urine  findings  occur  as  a 
result  of  intermittent  opening  of  the  neck 
of  the  calyx.  Spread  to  the  lower  urinary 
tract  takes  months  or  even  years. 

Contraction  and  ulceration  are  the  chief 
features  of  ureteral  disease.  Autonephrec- 
tomy is  a common  result  of  stricturing  of  the 
ureter.  Involvement  of  the  bladder  occurs 
secondary  to  renal  tuberculosis.  The  types 
vary  from  patchy  red  areas  and  yellowish 
tubercles  to  the  localized  granulomatous, 
fungating  lesions. 

Genital  tuberculosis  is  almost  always  sec- 
ondary to  urinary  tuberculosis.  The  prostate 
is  involved  in  95  per  cent  of  patients  with 


genital  tuberculosis.  The  seminal  vesicles 
and  vas  usually  are  infected  from  spread  of 
organisms  via  the  ejaculatory  ducts.  The  tail 
of  the  epididymis  is  the  most  frequent  site 
of  involvement.  External  extension  to  the 
scrotum  with  fistulous  formation  is  common. 
Female  genital  tuberculosis  is  usually  the 
result  of  hematogenous  dissemination  or  sec- 
ondary to  peritoneal  or  pelvic  tuberculosis. 
Urinary  tuberculosis  in  the  female  seldom 
involves  the  genital  tract.  Cases  of  direct 
spread  during  coitus  have  been  described. 
This  is  the  result  of  a mate  having  infection 
in  the  prostate  or  seminal  vesicles. 


TABLE  2 
GU  tuberculosis 


1953 

1954 

1955 

1956 

1957 

Kidney  (only)  

Kidney  and  other 

..  14 

9 

10 

5 

8 

GU  organs  

..  9 

25 

4 

16 

18 

Other  (only)*  

..  3 

5 

2 

4 

6 

TOTAL  

..  26 

39 

16 

25 

32 

*Tbc.  epididymitis,  salpingitis, 

prostatitis. 

seminal 

vesi- 

culitis,  etc. 


The  signs  and  symptoms  will  vary  with 
the  site  and  extent  of  the  disease.  Pain  of 
varying  intensity  can  occur  at  any  affected 
site.  Many  cases  of  tuberculous  epididymitis 
are  found  only  when  there  is  rupture  of  a 
caseous  area  through  the  scrotal  skin. 

Diagnostic  procedures 

Routine  urinalysis  may  reveal  pyuria,  al- 
buminuria, and  hematuria.  Smears  of  the 
sediment  are  helpful  but  culture  and  guinea 
pig  inoculation  are  necessary.  Intravenous 
urography  and  retrograde  pyelography  are 
very  important  procedures.  We  use  the  for- 
mer as  a screening  and  functional  index. 
Retrograde  pyelography  completes  the  stud- 
ies and  supplies  differential  culture  speci- 
mens. Urethroscopy  and  cystoscopy  is  done 
in  all  cases  of  GU  tuberculosis.  Some  authors 
advocate  prostatic  massage  to  collect  samples 
but  others  believe  that  this  is  unwise  because 
of  the  possibility  of  dissemination  of  the 
disease.  We  use  this  method  only  when  there 
is  a reluctance  on  the  patient’s  part  to  pro- 
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duce  semen  for  cultures.  Three  24-hour 
urines  for  A.F.B.  are  a routine  in  all  cases. 
Cultures  of  any  local  lesion  are  easy  to  ob- 
tain. 

Therapy 

With  the  advent  of  chemotherapy,  the 
outlook  for  GU  tuberculosis  has  been  mark- 
edly affected.  Prior  to  drugs,  renal  tuber- 
culosis had  a 50  per  cent  five-year  mortality 
even  with  nephrectomy  for  unilateral  dis- 
ease. We  use  a regimen  of  drugs  consisting 
of  1 gram  of  streptomycin  every  third  day, 
600  mgm.  of  isoniazid  (INH)  daily,  12  grams 
of  paraaminosalicylic  acid  (PAS)  daily,  and 
100  mgms.  of  pyridoxine  daily.  Pyridoxine 
hydrochloride  is  employed  to  prevent  periph- 
eral neuritis  which  occasionally  was  seen 
with  the  use  of  INH.  INH  levels  are  obtained 
at  intervals  and  in  some  cases  it  is  necessary 
to  use  900  mgms.  daily  for  suitable  levels. 
The  ideal  INH  blood  level  is  .6  microgram. 

Surgery  is  not  performed  until  the  patient 
has  been  on  drug  therapy  for  at  least  three 
months  in  order  to  prevent  any  dissemina- 
tion of  the  disease.  Three  days  prior  and  one 
week  postoperative,  streptomycin  is  admin- 
istered daily.  Large  fibrous  and  necrotic 
renal  lesions  appear  to  respond  to  neither 
streptomycin,  PAS,  or  INH.  We  feel  that  the 
best  treatment  for  unilateral  fibrocaseous 
renal  tuberculosis  is  nephrectomy.  Partial 
nephrectomy  may  be  feasible  where  the  dis- 
ease is  limited  to  a small  segment  of  a kidney. 
The  ureter  is  divided  with  electro-cautery  or 
treated  with  phenol  and  alcohol  after  divi- 
sion. If  there  is  obvious  ureteral  involvement, 
we  make  an  abdominal  incision  and  remove 
the  ureter  near  the  vesical  juncture.  There 
have  been  no  cases  of  draining  sinuses  from 
the  distal  ureteral  stumps. 

Bladder  lesions  have  responded  well  to 
instillations  of  a mixture  of  the  anti-tubercu- 
losis drugs  three  times  daily  for  periods  of 
one  to  two  weeks.  Scrotal  lesions  are  excised 
locally  at  time  of  epididymectomy.  The  vas 
is  not  exteriorized.  No  cases  of  draining 
sinuses  occurred  postoperatively.  Most  of  the 
cases  are  converted  to  negative  urines  in  two 
to  three  months  unless  the  lesions  are  far 
advanced.  Drug  resistance  is  rare  with  the 
triple  use  of  drugs.  Stricturing  of  ureters 
due  to  scar  formation  has  been  a problem 


in  some  cases.  Dilation  with  multiple  cathe- 
ters has  produced  poor  results.  The  contract- 
ed bladders  that  we  have  seen  were  the 
result  of  pre-drug  treatment.  These  unfor- 
tunate patients  had  minimal  capacity;  how- 
ever, they  preferred  to  void  frequently  rather 
than  submit  to  surgical  procedures  designed 
to  create  the  substitute  type  of  bladders.  Re- 
gardless of  the  site  of  infection  or  the  amount 
of  local  therapy,  the  triple  antituberculous 
drugs  are  continued  in  all  cases  for  a mini- 
mum of  one  year  and  in  some  cases  18  to  24 
months. 


TABLE  3 

Surgical  treatment  of  GU  tuhercuolsis 


1953 

1954 

1955 

1956 

1957 

Nephrectomy  4 

3 

4 

4 

5 

Hemi  nephrectomy..  0 

4 

4 

2 

1 

Other*  2 

9 

4 

3 

6 

TOTAL  6 

16 

12 

9 

12 

•Includes  epididymectomies,  TUR,  salpingectomy,  ure- 
teroplasty,  ureteral  meatotomy,  etc. 


CASE  REPORTS 

Case  1:  A 27-year-old  male  was  first  seen  in 
March,  1957,  at  a station  hospital  where  he  was 
hospitalized  for  swelling  of  the  right  scrotum. 
This  was  diagnosed  as  an  abscess.  An  incision  and 
drainage  of  abscess  was  done  and  he  was  then 
discharged  with  a diagnosis  of  abscess,  cause  un- 
determined. Cultures  were  negative  for  routine 
organisms.  There  was  a small  amount  of  drainage 
from  the  scrotum  for  four  months.  In  August, 
1957,  cultures  were  positive  for  A.F.B.  He  was 
then  transferred  to  Fitzsimons  Army  Hospital  and 
was  placed  on  antituberculous  therapy  for  one 
year.  This  case  illustrates  a lack  of  awareness  of 
tuberculosis  as  a cause  of  genital  pathology.  A 
period  of  four  months  had  elapsed  before  the 
diagnosis  was  made. 

Case  2:  A 24-year-old  soldier  was  first  seen 
in  September,  1954,  when  he  noted  gross  hema- 
turia, dysuria  and  frequency.  He  was  treated 
intermittently  for  10  months  for  these  symptoms 
without  any  specific  diagnosis.  In  August,  1955, 
he  was  transferred  to  a general  hospital  for 
further  studies.  An  intravenous  urogram  showed 
calcification  and  destruction  of  the  kidney.  Urine 
cultures  were  positive  for  A.F.B.  No  semen  cul- 
tures for  A.F.B.  were  done.  He  was  placed  on  ' 
triple  antituberculous  drug  therapy  for  three 
weeks,  and  then  a left  nephrectomy  was  per-  \ 
formed.  He  was  transferred  to  Fitzsimons  Army  ■ 
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Hospital  where  he  was  maintained  on  triple  anti- 
tuberculous drug  therapy  for  18  months.  A cystos- 
copy in  September,  1957,  showed  some  granula- 
tions in  the  prostatic  urethra  and  the  prostatic 
ducts  were  patulous.  These  were  typical  prostatic 
tuberculous  sequelae.  Semen  and  urine  cultures 
were  negative  at  this  time.  He  was  discharged 
in  October,  1957.  He  was  seen  again  at  Fitzsimons 
Army  Hospital  in  June,  1958,  for  re-evaluation. 
He  was  asymptomatic.  Urine  cultures  were  nega- 
tive; however,  the  semen  cultures  were  positive 
for  A.F.B.  Patient  was  readmitted  for  treatment. 

This  case  illustrates  several  important  points. 
The  delay  in  diagnosis  was  due  to  a lack  of  aware- 
ness of  possible  tuberculous  infection.  A semen 
culture  for  A.F.B.  was  not  done  at  the  time  of 
initial  work-up.  Despite  18  months  of  therapy,  a 
relapse  occurred  in  the  prostate  and  seminal 
vesicles.  This  emphasizes  the  need  for  follow-up 
care. 

Case  3:  A 57-year-old  soldier  was  treated  inter- 
mittently for  two  years  for  chronic  prostatitis  by 
a competent  urologist.  At  the  initial  work-up,  the 
patient  had  a complete  GU  evaluation  and  the 
intravenous  urogram  at  that  time  showed  caliec- 
tasis  of  the  left  superior  calyx  which  was  inter- 
preted as  due  to  chronic  pylonephritis.  This  pa- 
tient was  seen  at  intervals  during  the  next  two 
years  whenever  his  prostatitis  flared  up.  At  the 
end  of  two  years,  the  doctor  decided  to  repeat  the 
urogram.  This  showed  a nonfunctioning  left  kid- 
ney. A retrograde  urogram  was  performed  which 


showed  a hydronephrosis  and  purulent  drainage 
was  obtained  from  the  left  renal  pelvis.  Cultures 
were  positive  for  acid  fast  bacilli.  Patient  was 
transferred  to  Fitzsimons  Army  Hospital  where 
he  was  treated  for  three  months  with  antitubercu- 
lous drug  therapy.  In  July,  1957,  he  was  taken  to 
surgery  for  a left  nephrectomy;  however,  at  the 
time  of  the  skin  incision  the  patient  had  cardiac 
arrest.  A thoracotomy  was  performed  and  cardiac 
massage  was  successful.  He  was  continued  on 
antituberculous  therapy  for  an  addition  six  months 
and  then  a left  nephrectomy  was  performed. 

This  case  illustrates  several  important  points:  A 
competent  urologist  can  treat  a patient  for  two 
years  without  an  awareness  of  GU  tuberculosis 
being  present.  At  the  same  time,  the  patient  can 
silently  autonephrectomize  himself  without  any 
apparent  renal  symptoms.  Had  the  index  of  sus- 
picion been  higher,  cultures  could  have  been  taken 
two  years  earlier  and  possibly  saved  the  kidney.  It 
is  noteworthy  that  since  this  one  particular  case, 
this  urologist  has  found  four  additional  cases  of 
early  GU  tract  tuberculosis  because  he  is  searching 
for  A.F.B. 

Summary 

The  problem  of  GU  tuberculosis  at  F.A.H. 
has  been  presented.  Pathogenesis  and  ther- 
apy have  been  discussed.  A plea  is  made  for 
a greater  awareness  of  GU  tuberculosis  as 
the  cause  of  urogenital  disease.  • 


Surgical-medical  induction  of  labor 

Lawrence  T.  Brown,  M.D.,  Denver 


A comparison  of  amniotomy  and 
pituitary  preparations  used 
in  various  combinations. 


A REVIEW  OF  INDUCTIONS  OF  LABOR  at  Presby- 
terian Hospital,  Denver,  for  the  five  years 
1954-1958,  shows  870  attempts  at  induction, 
13  different  methods  of  induction,  on  684 
pregnancies.  The  latent  period  (the  time  in- 
terval between  the  start  of  induction  and  the 
start  of  labor)  was  determined  for  each  at- 


tempt. The  average  latent  period  for  each 
method  of  induction  was  used  as  an  index 
of  the  effectiveness  of  that  method.  This  pa- 
per presents  the  data  from  only  those  cases 
in  which,  on  the  same  patient,  both  amniot- 
omy (A)  and  pituitary  preparation  (PP) 
were  used  for  induction. 

Order  of  medication 

In  65  cases,  PP  was  used  first  and,  after 
an  average  time  lapse  of  7.6  hours,  A was 
done.  In  45  cases,  A was  done  first  and,  after 
an  average  time  lapse  of  7.8  hours,  PP  was 
used.  Those  might  be  called  the  “double-try” 
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method  since  it  would  seem  obvious  that 
doctors  did  not  originally  intend  to  apply 
both  methods  of  induction.  In  nine  cases,  the 
hospital  records  stated  that  PP  and  A were 
used  at  the  same  time.  This  might  be  called 
the  “simultaneous  method.” 

In  18  cases,  PP  was  used  first  and,  within 
less  than  one  hour,  A was  done.  In  29  cases, 
A was  done  first  and,  within  less  than  one 
hour,  PP  was  used.  Those  might  be  called 
the  “combined  method”  since  it  would  seem 
obvious  that  doctors  intended  to  have  what- 
ever advantage  might  result  from  combining 
both  methods  on  one  case. 

These  data,  with  the  average  latent  pe- 
riods for  each  technic,  are  shown  graphically 
in  Fig.  1. 

Latent  periods  in  hours 


H.35  ,4J 


(NOTE;  A refers  to  amniotomy,  PP  refers  to  use  of 
pituitary  preparation.) 

Fig.  1 


Ccmment 

Some  of  the  cases  in  this  report  received 
PP  intravenously  and  some  intramuscularly. 
These  are  not  differentiated  in  this  analysis 
for,  in  all  of  the  cases  over  the  five  years,  the 
latent  periods  for  each  technic,  IV  or  IM, 
were  of  so  nearly  the  same  length.  The  fact 
that  870  attempts  at  induction  w’ere  made 
on  only  684  pregnancies  and  the  fact  that,  in 
110  cases  of  this  report,  a second  method  was 
used  so  long  after  the  first  had  been  insti- 
tuted, would  mean  that,  in  inductions  of 
labor,  doctors  are  groping. 
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The  double-try  method,  wherein  doctors 
used  one  method,  gave  up  on  it  and  tried 
another  method  some  hours  later,  was  used 
twice  as  often  as  combined  methods.  The  rel- 
atively longer  latent  periods  of  the  double- 
try  methods  would  indicate  that  the  delay 
between  tries  results  in  the  one  technic  hav- 
ing no  helpful  effect  upon  the  response  to 
the  other  technic  in  the  induction  of  labor. 

Fitzgerald^  reports  that,  at  Chicago’s  Cook 
County  Hospital,  intravenous  pitocin  is  used 
before  amniotomy  for  induction  of  labor. 
HukilP,  reporting  over  5,000  inductions,  states 
that  if  pitocin  had  not  started  labor  in  one 
hour  amniotomy  was  done.  Neither  Fitz- 
gerald nor  Hfikill  report  the  length  of  latent 
periods,  but  their  technic,  as  shown  by  our 
data,  would  produce  a latent  period  of  me- 
dium length.  Such  cases  would  have  an  in- 
duction which  was  not  too  fast,  yet  not  too 
slow. 

The  most  prompt  response  comes  from 
doing  A first  closely  followed  by  the  use  of 
PP  (selecting  individual  method  of  admin- 
istration and  dosage).  Kimbrough  and  Bish- 
op"' confirm  this  but  give  no  data  to  support 
their  statement.  Moir^  reports  that  pitocin 
is  often  without  oxytocic  effect  unless  the 
pregnant  uterus  is  aborting  its  contents. 
Goldfarb’^  tested  isolated  strips  of  pregnant 
uterine  muscle  obtained  at  cesarian  sections 
and  concluded  that  pitocin  needs  vasopressor 
action  to  promote  oxytocic  response. 

When  A is  done  first,  it  could  be  that  the  : 
resultant  lessening  in  size  of  the  uterine  con- 
tents produces  a transient,  mechanical  vaso- 
pressor action  in  the  uterine  muscle.  This 
would  explain,  in  the  light  of  the  work  of 
Moir  and  of  Goldfarb,  the  short  latent  period 
when  A closely  followed  by  PP  is  used  in 
the  induction  of  labor. 

Conclusion 

When  there  is  need  for  urgency  in  the 
induction  of  labor,  amniotomy  closely  fol- 
lowed by  a pituitary  preparation  will,  as 
shown  by  its  short  latent  period,  give  the  { 
most  prompt  response.  • } 
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Congenital  mitral  stenosis  with 
coarctation  of  the  aorta* 

Calvin  R.  Openshaw,  M.D.,  Hutchinson,  Kansas,  and  Hans  H.  Hecht,  M.D.,  Salt  Lake  City,  Utah 


Multiple  anomalies  should  always 
be  sought  for  as  this  unusual 
case  shows.  Absence  of  a 
diastolic  murmur  proved  misleading. 


Mitral  stenosis  of  the  congenital  type  has 
usually  been  regarded  as  an  extremely  rare 
lesion.  The  recent  review  of  Ferencz  and  co- 
workers^  has  served  to  remove  it  from  the 
category  of  medical  curiosities  and  has  em- 
phasized the  frequency  of  associated  anom- 
alies, particularly  those  involving  the  great 
vessels. 

In  general,  congenital  mitral  stenosis  it- 
self has  been  incompatible  with  long  life, 
sudden  cardiac  failure  and  death  during  some 
physiologic  stress  being  the  rule.  Also,  it  has 
been  recognized  that  the  clinical  findings 
may  be  bizarre  and  may  not  at  all  resemble 
those  of  the  acquired  variety.  For  these  rea- 
sons it  behooves  the  surgeon  contemplating 
attack  on  an  anomaly  of  the  great  vessels  to 
make  every  reasonable  investigation  to  de- 
tect and  properly  categorize  any  associated 
intracardiac  anomalies. 

CASE  REPORT 

Z.  D.,  white  male,  was  admitted  to  the  Salt 
Lake  County  General  Hospital  at  the  age  of  21 
months.  At  birth,  the  delivery  had  been  unevent- 
ful. Birth  weight  was  8 pounds  2 ounces,  and 
early  development  was  satisfactory  until  the  age 
of  6 months,  at  which  time  a precordial  murmur 
was  noted  by  his  physician.  The  parents  had  noted 
circumoral  cyanosis  with  crying  and  the  child  had 
frequent  respiratory  infections.  At  the  age  of  13 
months,  he  visited  the  out-patient  department  and 

•From  the  University  of  Utah  College  of  Medicine. 


an  ECG  was  obtained,  which  was  read  as  showing 
right  bundle  branch  block  and  an  indeterminate 
auricular  abnormality.  His  weight  at  that  time 
was  22  pounds  and  height,  291/2  inches,  and  he 
had  developed  fairly  well.  Following  the  outpa- 
tient visit,  however,  he  did  poorly.  He  began  to 
lose  weight  and  had  a poor  appetite.  Tachypnea, 
with  grunting  respirations  and  more  severe  cir- 
cumoral cyanosis  were  observed.  There  was  inter- 
mittent cough  and  occasional  vomiting. 

Physical  findings:  Physical  examination  on  ad- 
mission showed  his  weight  to  be  201/2  pounds, 
height  30  inches,  pulse  100,  respiration  50,  blood 
pressure  in  the  right  arm  90/40  mm.  Hg,  and  in 
the  left  arm  70/?  mm.  Hg.  The  child  was  frail, 
undernourished,  and  showed  circumoral  cyanosis 
at  rest.  There  were  a few  palpable  cervical  nodes. 
The  costal  arches  were  flared  and  some  precordial 
prominence  was  present.  A systolic  thrill  was 
palpable  from  the  third  to  the  fifth  left  intercostal 
spaces.  A loud,  long,  grade  4 systolic  murmur  was 
heard  throughout  the  precordium,  maximal  along 
the  left  parasternal  border  at  the  third  and  fourth 
interspaces.  The  pulmonic  second  sound  was 
slightly  louder  than  the  aortic  second  sound. 
Peripheral  pulses  were  detectable,  but  slightly 
weaker  in  the  left  arm.  Liver  was  palpable  2.5 
cm.  below  the  costal  margin.  Spleen  could  not  be 
felt.  Lungs  were  clear  to  auscultation  and  percus- 
sion. Extremities  appeared  normal,  there  being 
no  clubbing,  cyanosis  or  edema.  Neurologic  exam- 
ination showed  no  significant  abnormalities. 

An  admission  ECG  was  interpreted  as  showing 
similar  findings  to  those  of  the  previous  one  and, 
in  addition,  right  ventricular  hypertrophy,  “pul- 
monale” type  P waves,  and  ST-T  changes  which 
had  not  been  present  before. 

Cardiac  catheterization  was  attempted  via  the 
femoral  vein,  but  only  the  inferior  vena  cava, 
right  atrium,  and  superior  vena  cava  could  be 
entered.  All  attempts  to  enter  the  right  ventricle 
failed,  and  because  of  runs  of  tachycardia  and 
temperature  elevation,  the  procedure  was  discon- 
tinued. Following  this,  the  patient  developed  acute 
myocardial  failure,  and  was  treated  with  digitalis 
and  mercurial  diuretics.  Under  this  regime,  the 
pulse  rate  fell  to  102  and  the  liver  diminished  in 

siZ6.  continued  on  next  page 
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Laboratory  data:  X-ray  studies  showed  left 
ventricular  enlargement  with  poor  visualization  of 
the  aorta,  which  was  presumed  to  be  due  to 
hypoplasia.  The  vascular  pattern  of  the  lung  fields 
was  felt  to  be  consistent  with  passive  congestion, 
showing  a diffuse  haze  radiating  from  both  hilar 
regions  without  evidence  of  enlargement  of  the 
vascular  trunks  themselves.  Therefore,  the  possi- 
bility of  a patent  ductus  arteriosus  was  discounted. 
There  was  evidence  of  rib  notching  bilaterally, 
characteristic  of  that  usually  seen  only  in  adults 
with  coarctation  of  the  aorta.  Fluoroscopy  demon- 
strated moderate  left  atrial  enlargement  with  pos- 
terior esophageal  displacement.  The  urinalysis 
showed  a trace  of  sugar,  but  was  otherwise  not 
remarkable.  The  hematocrit  was  39  per  cent,  white 
blood  count  10,750  with  a differential  within 
normal  limits.  The  bleeding  and  clotting  mechan- 
isms were  satisfactory. 

On  the  basis  of  this  workup,  the  clinical  im- 
pression was:  (1)  coarctation  of  the  aorta,  and 
(2)  probable  interventricular  septal  defect. 

Clinical  course:  Because  the  patient  had  done 
so  poorly  and  despite  the  fact  that  no  proof  of 
diagnosis  of  the  intracardiac  lesion  was  to  be  had, 
it  was  felt  advisable  to  attack  the  coarctation  sur- 
gically. Accordingly,  an  exploratory  thoracotomy 
was  carried  out.  The  heart  exhibited  a systolic 
thrill  throughout,  maximal  in  the  upper  left  ven- 
tricle area.  The  aorta  showed  a classical  adult-type 
coarctation,  located  well  below  the  subclavian 
artery  root.  A routine  resection  of  the  coarctate 
segment  was  carried  out,  and  primary  anastomosis 
achieved  without  incident.  As  the  suture  line  was 
being  completed,  the  cardiac  action  suddenly  be- 
came less  forceful,  but  was  quickly  restored  by  a 
Vasoxyl  drip  begun  by  the  anesthesiologist.  The 
chest  was  quickly  closed,  but  as  the  patient  was 
being  turned,  respiration  suddenly  became  labored. 
The  chest  was  quickly  reopened  and  the  heart 
found  to  be  beating  very  slowly  and  feebly.  Car- 
diac massage  and  intracardiac  calcium  gluconate 
and  epinephrine  were  employed  with  a satisfac- 
tory response.  After  protracted  observation,  dur- 
ing which  the  heart  action  was  entirely  satisfac- 
tory, the  chest  was  again  closed.  The  patient  was 
taken  to  the  recovery  room  and  did  well  for  about 
two  hours,  at  which  time  a further  sudden  cardiac 
arrest  ensued  which  failed  to  respond  to  resuscita- 
tive  measures. 

At  autopsy,  the  surgical  anastomosis  of  the 
aorta  was  intact.  A severe  congenital  stenosis  of 
the  mitral  valve  was  found,  the  orifice  of  which 
measured  2 mm.  in  diameter.  The  valve  cusps, 
chordae  tendineae,  and  papillary  muscles  were 
conglutinated  and  fibrosed  to  the  extent  that  the 
individual  structures  could  not  be  identified.  The 
endocardium  throughout  the  heart  was  thickened 
and  the  aortic  valve  showed  anomalous  develop- 
ment without  stenosis  of  the  aortic  ring.  The  re- 
mainder of  the  autopsy  was  not  remarkable. 
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Comment 

Antemortem  diagnosis  of  congenital  mi- 
tral stenosis  has  been  quite  unusual.  It  was 
frustrated  in  this  case  by  technical  difficul-  j 
ties  incident  to  cardiac  catheterization,  dur- 
ing which  entry  into  the  right  ventricle  was 
not  achieved.  The  purely  systolic  character 
of  the  murmur  and  thrill  was  further  mis- 
leading, although  this  has  previously  been 
described  in  several  instances Attention 
was  further  focused  on  the  coarctation  of 
the  aorta  by  the  observation  of  rib  notching 
on  the  x-ray  films,  a finding  which  is  unusual 
before  the  age  of  9 or  10  years. 

The  difficulties  associated  with  diagnosis 
of  congenital  mitral  stenosis,  plus  the  nu- 
merous and  diverse  anomalies  which  may  be 
associated  there withh  plus  the  fact  that  many 
patients  do  reasonably  well  until  their  sud- 
den precipitate  dive  into  congestive  failure, 
have  been  factors  preventing  direct  surgical 
attack  on  the  mitral  stenosis.  Of  such  cases 
that  have  been  attempted,  only  one',  to  our 
knowledge,  met  with  any  degree  of  success. 

It  is  most  unlikely  that  mitral  valvulotomy 
could  have  been  carried  out  effectively  in 
this  instance  because  of  the  tiny  orifice  and 
the  advanced  involvement  of  subvalvular 
structures. 

The  presence  of  congenital  mitral  stenosis, 
be  it  so  diagnosed,  should  undoubtedly  be 
regarded  as  an  absolute  contraindication  to 
resection  of  an  aortic  coarctation,  at  least 
until  the  mitral  stenosis  has  been  relieved. 
Patients  with  this  combination  of  anomalies 
probably  only  survive  because  the  coarcta- 
tion forces  the  major  part  of  the  small  ven- 
tricular output  into  cerebral  and  coronary 
channels.  Surgical  disruption  of  this  compen- 
satory mechanism  probably  accounted  for  the 
mortality  in  the  case  reported  here. 

Ferencz'  collected  and  observed  seven 
cases  of  congenital  mitral  stenosis  associated 
with  coarctation  of  the  aorta,  in  three  of 
which  surgical  ablation  of  the  coarctation 
was  attempted  with  ensuing  death  of  the 
patient.  After  the  experience  cited  in  the 
case  report  above,  we  should  like  to  add  our  | 
emphasis  to  the  words  of  Swan  and  co- 
workers'^,  who  stressed  the  importance  of  ac-  i 
curate  intracardiac  diagnosis  in  surgical  can-  |1 
didates  with  anomalies  of  the  great  vessels.  Ij 
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Summary 

1.  A case  is  presented  exhibiting  congeni- 
tal mitral  stenosis  associated  with  coarcta- 
tion of  the  aorta,  in  which  death  followed 
surgical  attack  on  the  coarctation,  made  in 
ignorance  of  the  presence  of  the  mitral  steno- 
sis. 

2.  The  frequency  of  multiple  anomalies, 
particularly  of  the  great  vessels,  associated 
with  congenital  mitral  stenosis,  is  reaffirmed. 

3.  Other  interesting  facets  of  the  case, 
namely:  presence  of  rib  notching  at  the  age 
of  21  months,  and  the  absence  of  any  dias- 
tolic component  to  the  murmur  and  thrill, 
are  discussed. 

4.  The  importance  of  accurate  diagnosis 


of  intracardiac  lesions  prior  to  surgical  at- 
tack on  great  vessel  anomalies  is  empha- 
sized. • 
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Correction 

Dr.  John  Bouslog’s  article  entitled  “Care  of 
the  Cancer  Patient,”  as  carried  in  the  September, 
1959,  issue  of  the  Rocky  Mountain  Medical  Journal, 
contained  two  publication  errors.  These  errors 
occur  on  pages  49  and  50.  The  x-rays  on  page  49, 
shown  for  case  number  3,  should  be  shown  on 
page  50  for  case  number  4.  .Likewise,  the  x-rays 
on  page  50,  shown  for  case  number  4,  should  be 
shown  on  page  49  for  case  number  3. 

The  following  footnote  was  also  omitted  from 
the  article:  Presented  before  the  88th  annual  ses- 
sion of  the  Colorado  State  Medical  Society  at 
Colorado  Springs,  September  24-27,  1958. 

All  reprints  of  this  article  will  be  printed  in 
corrected  form. 
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RADIOLOGIC  REFLECTIONS 


Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“Roentgenologic  examination  of  the  chest  is 
one  of  the  most  important  diagnostic  procedures 
developed  in  the  last  half  century.  The  results  of 
its  use  are  highly  reliable  so  long  as  they  are  inte- 
grated with  all  other  clinical  findings,  the  history, 
the  symptoms  and  the  laboratory  data.”  (Garland, 
italics  ours) . 

Clinical  data 

A 50-year-old  mining  engineer  complained 
that  general  malaise,  low  grade  fever  and  progres- 
sive weight  loss  had  persisted  for  three  months. 
He  had  worked  in  various  coal,  quartz  and  copper 
mines  for  many  years.  An  enlarged  right  tonsil  and 
several  prominent  lymph  nodes  were  noted  in  the 
right  side  of  the  neck.  A biopsy  was  refused.  The 
patient  was  treated  with  antibiotics  with  some 
decrease  in  the  size  of  the  lymph  nodes. 

X-ray  studies 

An  x-ray  of  the  chest  showed  numerous  stringy 
densities  at  the  right  base.  A right  parahilar  den- 
sity extended  laterally  and  was  interpreted  as  a 
peribronchial  infiltration.  Enlarged  hilar  shadows 
were  also  present.  Similar,  though  less  marked 
changes  were  situated  at  the  left  hilum.  A diag- 
nosis of  silicosis  was  suggested  on  the  basis  of 
the  pulmonary  emphysema,  basal  fibrosis  of  the 
right  lung,  pleural  adhesions  and  enlarged  hilar 
nodes.  Associated  pulmonary  tuberculosis  was  con- 
sidered. 

Clinical  course 

The  symptoms  worsened,  further  loss  of  weight 
occurred  and  the  spleen  enlarged.  Finally  a biopsy 
of  a cervical  node  disclosed  lymphosarcoma.  Axil- 
lary and  inguinal  nodes  became  palpable  and  the 
pulmonary  infiltrations  increased.  Despite  tempo- 


rary mild  alleviation  of  signs  and  subjective  relief 
with  radiation  and  nitrogen  mustards,  the  disease 
ultimately  progressed  and  the  patient  succumbed 
in  about  one  year.  An  autopsy  disclosed  a very 
widely  disseminated  lymphoma. 

Epicrisis 

The  diagnostic  radiologist,  to  be  effective,  must,- 
when  his  data  permit,  state  conclusions.  Such  in- 
terpretations may  ( 1 ) merely  restate  what  the 
clinician  already  knows,  (2)  mislead  him,  or  (3) 
contribute  constructively  to  the  clinical  picture. 
In  this  case,  the  x-ray  interpretation  proved  misr 
leading — it  was  molded  from  insufficient  clinical 
information. 
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CONTROL 

Vertigo,  dizziness... 


with  Dramamine-D'' 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 

“Disturbances  of  balance  resulting  from  vestibular  disorders  have  long  been  known  to  lead 
to  severe  anxiety.”* 

Vertigo— whether  of  organic  or  functional  origin— tends  to  leave  depression  in  its  wake. 
Dramamine-D  is  a therapeutic  combination  designed  for  treatment  of  the  entire  vertigo- 
reaction  syndrome.  Each  tablet  contains  dimenhydrinate  (50  mg.)  to  control  dizziness, 
and  dextro-amphetamine  sulfate  (5  mg.)  to  elevate  the  mood. 

♦Pratt,  R.  T.  C.,  and  McKenzie,  W.:  Anxiety  States  Following  Vestibular  Disorders,  Lancet  2:347  (Aug.  16)  1958. 


Dramamine® 


available  as  tablets,  ampuls,  liquid,  suppositories 


Research  in  the  Service  of  Medicine 


SEARLE 
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what  lurks  beyond  the  broad  spectrum? 


“Broad  spectrum”  has  evolved  into  an  especially  apt  term  to  describe  a growing  number  of  “specialized”  antibiotics. 
These  provide  the  best  means  of  destroying  pathogenic  bacteria  which  ranjge  all  the  way  from  large  protozoa  through 
gram-negative  and  gram-positive  bacteria  to  certain  viruses  at  the  far  end  of  the  spectrum. 

But  beyond  the  spectrum  lurk  pathogenic  fungi.  Aggressive  infections  often  require  intensive  broad  spectnim  antibiotic 
attack.  It  becomes  more  apparent  every  day  that  fungal  superihfections  may  occur  during  or  following  a course  of  such 
therapy Long  term  debilitating  disease,  diabetes,  pregnancy,  corticosteroid  therapy,  and  other  causes  may  predispose 
to  such  fungal  infections*'^*  as  iatrogenic  moniliasis.  These  facts  complicate  the  administration  of  antibiotics. 
Mysteclin-V  controls  both  — infection  and  superinfection.  Mysteclin-V  makes  a telling  assault  on  bacterial  infections 
and,  in  addition,  prevents  the  potentially  dangerous  monilial  overgrowth.^'®'®  Mysteclin-V  is  a combination  of  the 
phosphate  complex  of  tetracycline  ~ for  reliable  control  of  most  infections  encountered  in  daily  practice  — and 
Mycostatin,  the  first  safe  antifungal  antibiotic. 

Case  history  after  case  history  marked  “recovered”  provides  clinical  evidence  of  the  special  merit  of  this  advance  in 
specially  designed  antibiotics.  When  you  prescribe  Mysteclin-V,  you  provide  “broad  therapy”  with  extra  protection  that 
extends  beyond  the  spectrum  of  ordinary  antibiotics.  MvsTecL.N'®,  .»»  ■mycosi.t,.'®  .«e  ssu.bb 


Supplied: 

Tetracycline  Phosphate 
Complex  equiv. 
Tetracycline  HCI  (mg.) 

Mycostatin 

units 

Mysteclin-V  Capsules  (per  capsule) 

250 

250,000 

Mysteclin-V  Half-Strength  Capsules  (per  capsule) 

125 

125,000 

Mysteclin-V  Suspension  (per  5 cc.) 

125 

125,000 

Mysteclin-V  Pediatric  Drops  (per  cc. 

— 20  drops) 

100 

100,000 

References:  1.  Dowling,  H.  F.:  Postgrad.  Med.  23:594 
(June)  1956.  2.  Glmble,  A.  I.;  Shea,  J.  G.,  and  Katz,  S.: 
Antibiotics  Annual  1955-1956.  New  York,  Medical  Ency- 
clopedia Inc.,  1956,  p.  676.  3.  Long,  P.  H..  in  Kneeland. 
Y..  Jr.,  and  WorUs,  S.  B.:  Bull.  New  York  Acad.  Med. 
33:552  (Aug.)  1957.  4.  Hein.  C.  R.;  Lewis.  L.  A.,  and  Dick, 
L.  A.:  Antibiotic  Med.  & Clin.  Ther.  4:771  (Dec.)  1957. 
5.  Stone.  M.  L..  and  Mershelmer,  W.  L.:  Antibiotics  Annual 
1955-1956,  New  York,  Medical  Encyclopedia  Inc..  1956. 
p.  862.  6.  Campbell,  E.  A.;  Prlgot,  A.,  and  Dorsey.  G.  M.: 
Antibiotic  Med.  It  CUn.  Ther.  4:817  (Dec.)  1957.  7. 
Chamberlain,  C.;  Burros,  R.  M.,  and  Borromeo.  V.:  Anti- 
biotic Med.  & Clin.  Ther.  5:521  (Aug.)  1958.  8.  From,  P.. 
and  AIU.  J.  H.:  Antibiotic  Med.  It  CUn.  ^er.  5:639  (Nov.) 
1958. 


Hftysteclin  - 1^  A 

souiBB  TETRACYCLINE  PHOSPHATE  COMPLEX  (suMYCiN)  AND  NYSTATIN  (MYCOSTATIN)  the  Priceless  Ingredient 
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Wot  the  first  time 


CONVENIENCE  and  ECONOMY 


for  that  all-important  first  dose 
of  broad-spectimm  antibiotic  therapy 
New 

TERRAMYCIN* 

brand  ot  oxytetlaeyeline 


INTRAMUSCULAR 

SOLUTION 


Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready-to-inject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 

, . . and  for  continued^  compatible, 
coordinated  therapy 

COSA-TERRAMYCIN 

^xvtetraeycline,  ittith  fflunmntitine 

CAPSULES 

Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  g-uide  to  successful  antibiotic  therapy. 

Supply  : 

Terramycin  Intramuscular  Solution* 

100  mg‘./2  ce.  ampules 
250  mg./2  cc.  ampules 

Cosa~Terramycin  Capsules 
125  mg.  and  250  mg. 

Cosa-Terramycin  is  also  available  a$: 

Cosa^Terramyein  Oral  Suspension  — peach  flavored, 

125  mg./5  cc.,  2 oz.  bottle 

Cosa-Terramycin  Pediatric  Drops  — peach  flavored, 

5 mg./drop  (100  mg./cc.),  10  ec.  bottle 
with  plastic  calibrated  dropper 


Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pfizer  Representative  or  the 
Medical  Department,  Pfizer  Laboratories. 


Science  for  the  wwl4*$ 


* Contains  2%  Xyiocaine®  (lidocaine),  trademark 
of  Astra  Pharmaceutical  Products,  Inc. 

pniZER  laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 


and  one  to  grow  on 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  ~ 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  crystalline  vitamin  B12,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  ^ 
in  iOO  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA. 


o 
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MELLARIL  is  virtually  free 

of  such  toiic  affects  as 
• jaundice 
• Parkinsonisnn 
• blood  dyscrasia 

‘■Thioritfiiine  I MELLARIL J is  is  iffecive 
as  Ih#  best  aviifabte  phsnothiaiine.  byt. 
wi#!  spproeiabiy  less  texic  effects  'than 
iboss  demoostfalid  with  othef  phtnoibii* 
lints,. . ,'ThJS  drag  appeare  tO'  ftprestni. 
a ma|ef  addition  to  toe  stfe  and  efftciv# 
■i  treatment,  of  i wide  m.nf  e of  psychO'- 
iogicti  dtstyir'btn;c«  ssen  diily  in  'th®' 
'eiifiics  or  by  th©  ginesrtl  prictiionsf. 


SANDOZ 
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remarkable  lack  of  side  effects 

In  more  than  3,000  carefuily-followed  patients,  Mellaril  has  been 
almost  completely  free  of  such  major  side  effects  as  jaundice, 
extrapyramidal  symptoms.  Parkinsonism,  blood  dyscrasia,  dermatitis- 
even  when  given  in  quantities  far  in  excess  of  the  usual  dosage. 


"POVERTY”  OF  SIDE  EFFECTS 

“The  most  striking  aspect  of  thioridazine  [Mellaril] 

therapy  is  the  poverty  of  side  effects In  its  lack  of 

side  effects  and  low  toxicity,  it  is  superior  to  all  other 
tranquilizing  drugs  tested.  For  this  reason  also  it  is  well 
tolerated  by  patients,  particularly  those  who  are  not 
hospitalized  and  who  frequently  discontinue  their  medi- 
cation because  of  dizziness,  sleepiness,  increased  tension 
or  parkinsonism  with  other  drugs.”  ^ 

NEGLIGIBLE  SIDE  EFFECTS 

“Side  effects  were  negligible  at  all  dosage  levels:  no 
incidence  of  parkinsonism  or  other  extrapyramidal 
symptoms.  Minimal  sedation,  on  the  whole  lower  than 
with  other  tranquilizing  agents.  No  alteration  in  liver 
function,  urine  or  blood.  No  photosensitivity.  Patient 
acceptability  was  exceptional:  lack  of  drowsiness,  leth- 
argy or  ‘washed  out’  feeling,  permitted  patients  to  carry 
on  normal  everyday  activities.  Orthostatic  hypotension 
was  absent.  The  initial  ‘keyed  up’  tense  feeling  common 
to  other  drugs  of  this  type  was  absent. . . . Patients  forced 
to  interrupt  treatment  with  other  phenothiazine  deriva- 
tives because  of  parkinsonism  or  other  extrapyramidal 
symptoms  were  able  to  continue  therapy  with  thiorida- 
zine without  appearance  of  parkinsonism.”® 

SINGULARLY  FREE  OF  SIDE  EFFECTS 

“The  extrapyramidal  syndrome  was  not  encountered  in 


any  of  its  forms.  Dizziness  and  sleepiness  responded  to  a 
reduction  in  dosage.  Other  side  effects  did  not  occur. . . . 
It  is  singularly  free  from  the  side  effects  ordinarily  seen 
with  these  [phenothiazine]  compounds.”^ 

ABSENCE  OF  SIGNIFICANT  SIDE  EFFECTS 

“None  of  the  following  toxic  effects,  so  common  after 
administration  of  the  phenothiazines,was  present  during 
the  period  of  Thioridazine  administration:  Parkinson- 
ism or  Parkinson-like  symptoms,  photosensitivity,  ortho- 
static hypotension,  bone-marrow  depression.”^ 

MINIMAL  SIDE  EFFECTS 

“Side  effects  such  as  extrapyramidal  activity,  jaundice 
and  photosensitivity  have  not  been  observed  in  patients 
treated  with  Thioridazine  [Mellaril].  Extrapyramidal 
side  effects  produced  by  other  phenothiazines  have 
disappeared  promptly  with  no  deterioration  in  the  be- 
havioral response  when  these  patients  have  been  shifted 
to  Thioridazine.”® 

NO  JAUNDICE 

“No  allergic  reactions  were  observed  such  as  skin  erup- 
tions, jaundice  or  agranulocytosis.  Central  nervous 
system  toxicity,  as  manifested  by  extrapyramidal  effects, 
seizures,  and  excitement  did  not  occur  despite  the  use 
of  high  doses  (up  to  2000  mg.)  of  the  drug.”® 


excellent  clinical  response 

In  office  practice  and  in  hospitalized  patients,  Mellaril  has  proved 
highly  useful  for  a wide  variety  of  major  and  minor  emotional 
disorders  (such  as  anxiety,  tension,  apprehension,  alcoholism, 
agitated  psychoneurosis,  agitated  psychotic  states,  etc.). 


EXTREMELY  SATISFACTORY  . . produced  extremely  satisfactory  results 
in  llie  broad  therapeutic  range  represented  in  this  series.”® 

POTENT  AGENT  . . appears  to  be  a potent  agent  in  the  symptomatic 
management  of  a variety  of  psychiatric  states.”^ 

MAJOR  ADDITION  TO  THERAPEUTICS  “This  drug  appears  to  represent  a 
major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological 
disturbances  seen  daily  in  the  clinics  or  by  the  general  practitioner.”’ 

AN  ACTIVE  AGENT  “Thioridazine  is  an  active  therapeutic  agent.  . . . 

It  is  effective  in  a variety  of  psychiatric  disorders,  including  schizophrenic 
reactions. . . . The  drug  is  particularly  advantageous  for  a group  of  schizophrenic 
patients  who  are  sometimes  made  worse  by  other  phenothiazine 
derivatives  or  Rauwolha  alkaloids.  It  should  also  be  suitable  for  treating  patients 
with  psychoneuroses  and  chronic  brain  syndrome.”” 

EVEN  IN  VERY  SEVERE  CASES  “Of  the  152  patients  treated  25  have  been 
released  and  they  have  not  suffered  a relapse.  This  proportion  is  significant 
if  we  stop  to  consider  that  we  are  dealing  only  with  acute  cases  which  had  been 
considered  hopeless  and  obviously  destined  to  finish  their  days  in  an  asylum.”^ 

EXCELLENT  THERAPEUTIC  RESPONSE  “Patients  with  emotional 
tensions  resulting  from  the  stress  and  strain  of  life  . . . were  treated  with 
Mellaril  at  the  dosage  level  of  10  mg.  three  limes  daily. 

In  94  such  patients,  83  obtained  an  excellent  therapeutic  response.”® 


extremely  satisfactory  results . . . ' 
in  a clinical  spectrum  ranging  from 
minor  nervous  disorders  to 
severe  psychotic  disturbances' 


RESULTS  WITH  MELLARIL  Ih 

194  PATIENTS’ 

ACUTE  PSYCHOTICS 

1 

CHRONIC  PSYCHOTICS 

1 

NEUROTICS 

1 

1 

83%  satisfactory  effect 

1 

1 

68%  satisfactory  effect 

1 

1 

67%  iiatisfactory  effect 

1 

1 

Some  cases  had  complete  re- 
mission of  symptoms.  Most 
were  able  to  return  home  to 

useful  occupations 

1 

Relief  of  symptoms  in  cases 
permitted  easier  management 
and  a return  to  a more  or  less 
useful  life 

1 

Some  cases,  complete  relief  of 
symptoms  Other  cases,  partial 
relief  of  symptoms. 

RESULTS  WITH  MELLARIL  IN  PATIENTS  PREVIOUSLY  TREATED  WITH  OTHER  TRANQUILIZERS' 


DIAGNOSTIC  CATEGORY 


SATISFACTORY 


SATISFACTCR' 


UNSATISFACTORY 


SCHIZOPHRENIA 

Acute 

Chronic  paranoid 
Chronic,  other 
Residual 

CHRONIC  BRAIN  SYNDROME 
CHRONIC  PSYCHONEUROSIS 


84.2 
73  9 


66.6 
62  5 


31.6 

21.7 


33.3 

12.5 


52.6 
52.2 

47.6 


15.8 
26.1 

42.9 

33.3 

37.5 


a new  advance  in  tranquilization: 

greater  specificity  of  tranquilizing  action  plus  fewer  side  effects 


Of  lOV  phenothujzinex  synthesized  by  Sandoz,  Mellaril  was 
selected  as  the  most  promising  on  the  basis  of  extensive  evalu- 
ation. The  presence  of  a thiomethyl  radical  (S-CHj)  in  the 
position  conventionally  occupied  by  a halogen  in  other  pheno- 
thiazines  is  unique  and  could  be  responsible  for  the  relative 
absence  of  side  effects  and  greater  specificity  of  psychothera- 
peutic action.  This  is  shown  clinically  by: 


MELLARIL 


A specificity  of  action  on  certain  brain  sites  in  contrast  to  the 
more  generalized  or  “diffuse”  action  of  other  phenothiazines.  This 
is  evidenced  by  a lack  of  appreciable  anti-emetic  effect. 


2 


3 

4 


other 

phenothiazine*type 

tranquilizers 


5 


Less  “spill-over”  action  to  other  brain  areas  — hence, 
absence  of  undue  sedation,  drowsiness  or  autonomic 
nervous  system  disturbances. 

A notable  absence  of  extrapyramidal  stimulation. 

Lack  of  impairment  of  patient's  normal  drive  and  energy, 
while  achieving  psychomotor  control  in 
mental  and  emotional  disorders. 

Virtual  freedom  from  toxic  effects  — jaundice, 
photosensitivity,  skin  eruptions,  disturbed  body 
temperature  regulation,  blood  forming  disorders  have  been 
absent  in  reports  currently  available. 


These  properties  add  up  to  a greater  margin  of  safety  in  general  office  practice, 
in  ambulatory  psychiatric  out-patient  clinics,  and  in  hospitalized  patients. 


a guide  to  administration  and  dosage 


Dosage  ranges  from  10  mg.  three  or  four  times  a day  in 
milder  situations  to  25  mg.  three  or  four  times  a day 
for  more  disturbed  patients.  In  ambulatory  psychiatric 
out-patients,  dosages  of  50  to  100  mg.  three  or  four 
times  a day  have  been  found  adequate.  For  severely  dis- 


turbed hospitalized  psychotics,  dosages  of  200  to  300 
mg.  three  limes  a day  may  be  administered. 

Dosage  must  be  individualized  according  to  the  condi. 
tion  and  degree  of  response.  In  all  cases,  the  smallest' 
effective  dosage  should  be  determined  for  each  patient 


INDICATION 

USUAL  STARTING  DOSE 

TOTAL  DAILY  DOSAGE  RANGE 

ADULTS  ^ 

Mental  and  Emotional  Disturbances: 

MILD  — where  anxiety,  apprehension 
and  tension  are  present 

10  mg.  t.i.d. 

20-60  mg. 

MODERATE— where  agitation  exists 
in  psychoneurosis,  alcoholism, 
intractable  pain,  senility,  etc. 

26  mg.  t.i.d. 

60-200  mg. 

SEVERE— in  agitated  psychotic 
states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.: 
Ambulatory 

Hospitalized 

100  mg.  t.i.d. 

100  mg.  ti.d. 

200-400  mg, 

200-800  mg. 

CHILDREN 

BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  t.i.d. 

20-40  mg. 

PRECAUTIONS:  Although  possessing  a unique  structure 
and  a selectivity  of  action  which  broadens  its  therapeutic 
ratio,  the  physician  should  be  alert  to  the  possibility  of 
untoward  reactions  in  certain  susceptible  individuals.  In 


particular,  he  should  watch  for  potential  hemopoid 
depression,  jaundice  or  orthostatic  hypotension.  As  wi 
other  phenothiazines,  Mellaril  is  contraindicated 
severely  depressed  or  comatose  stales  from  any  cause. 


SUPPLIED:  MELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg.  Bottles  of  100. 
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Meeting,  American  Medical  Association,  Minneapolis,  Dec.  4,  1956.  3.  Kinrosa-Wright,  V.  J.:  ScientiSc  Exhibit.  Clinical  Meeting,  American  Medical  An 
ation,  Minneapolis.  Dec.  2.5.  1956.  4.  Cohen.  S.:  TP-21,  a new  phenoihiazine.  Am.  J.  Psychiat.  HS:iSS.  Oct.  1958.  5.  Claeck,  B.:  Scieniific  Exhibit,  Aineri 
Psychiatric  Association,  Philadelphia,  April  27-May  1,  1959.  6.  Hollister.  L.  E..  and  Macdonald.  B.  F.:  Presented  at  Colifomia  Medical  Associilion:  Section 
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in  Psychiatric  Patients.  Hollister,  L.  E.,  and  Macdonald.  B.  F.,  presented  at  Calilomia  Medical  Association : Section  on  Psychiatry,  Sail  Francisco,  Feb.  25, 11 


controls  neurotic  and  psychotic  patients  with  anxiety,  apprehension,  nervous  tension 
virtual  absence  of  jaundice,  parkinsonism,  photosensitivity,  dermatitis 
minimal  sedation  and  drowsiness 

does  not  mask  organic  conditions  such  as  brain  tumors,  intestinal  obstruction,  etc., 
because  of  lack  of  anti-emetic  action 

increased  specificity  of  action  results  in  greater  safety  at  all  dosage  levels 


dependable 
analgesia 
at  your  fingertips 
in  the  snap-open  ampul 


no  filing  • no  scoring  • no  sawing 


Novocain 

PIONEER  BRAND  OF  PROCAINE  HYDROCHLORIDE 


the  local  anesthetic 

with  universal  acceptance 


Novocain  1%,  2%,  10%,  20%  Solutions  with  or  without  vasoconstrictors. 

Also  available:  Multiple  Dose  Vials  with  dual  purpose  caps  for  withdrawal  by  needle  or  pouring. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM. A. 

Congress  this  year  failed  to  take  final  action 
on  any  legislation  of  major  interest  to  the  medical 
profession  except  for  the  annual  appropriation  for 
medical  research. 

However,  work  was  started  on  three  measures 
of  particular  concern  to  physicians — the  Forand, 
Keogh-Simpson  and  international  health  research 
bills.  Showdown  votes  on  them  are  probable  next 
year.  If  there  are  not  votes  next  year,  they  will 
die  and  must  be  reintroduced  in  1961  if  they  are 
to  be  considered  further  by  Congress. 

The  House  Ways  and  Meansi  iCommittee  held 
hearings  on  the  Forand  bill,  but  deferred  show- 
down voting  on  it  until  next  year.  The  legislation 
— which  is  vigorously  opposed  by  the  medical  pro- 
fession, other  groups  on  the  health  team  and  the 
Eisenhower  Administration — would  provide  hos- 
pital, surgical  and  nursing  home  care  for  federal 
Social  Security  beneficiaries.  Social  Security  taxes 
would  be  raised  to  help  finance  the  expensive  pro- 
gram. 


The  Keogh-Simpson  bill,  after  being  approved 
by  the  House,  was  left  hanging  in  the  Senate 
Finance  Committee.  The  Senate  committee  held 
two  sets  of  hearings.  It  could  vote  early  next  year 
on  the  legislation  which  would  grant  income  tax 
deferrals  to  physicians  and  other  self-employed 
persons  as  an  incentive  to  invest  in  private  pen- 
sion plans. 

Chairman  Oren  Harris  (D.,  Ark.)  postponed 
until  next  session  a vote  by  the  House  Commerce 
Committee  on  the  Senate-approved  international 
medical  research  bill  because  of  a backlog  of  more 
urgent  measures  requiring  committee  action  this 
year.  He  said  that  “a  diligent  effort”  would  be 
made  during  the  recess  to  clarify  a number  of 
points  at  issue  revealed  in  testimony  before  his 
committee. 

The  bill  calls  for  an  annual  $50  million  author- 
ization to  finance  a new  national  institute  of 
health  to  foster  international  medical  research 
programs  and  cooperation.  The  Administration 
opposes  some  of  its  provisions. 

President  Eisenhower  and  Arthur  S.  Flemming, 
Secretary  of  Health,  Education  and  Welfare,  made 
clear  that  they  didn’t  feel  bound  to  spend  the 
additional  $106  million  which  Congress  voted  for 
m.edical  research.  Congress  raised  the  $294  million 
requested  by  the  President  to  $400  million. 

Mr.  Eisenhower  expressed  concern  that  Con- 
gress is  going  too  fast  in  providing  medical  re- 
search funds  which  are  administered  by  the  Na- 


/^onditton 

^PERFECT! 

. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 


108 


Rocky  Mountain  Medical  Journal 


tional  Institutes  of  Health.  He  warned  of  a danger 
that  the  quality  of  research  projects  might  be 
lowered  and  that  manpower  and  other  resources 
might  be  diverted  from  “equally  vital  teaching 
and  medical  practice.” 

He  directed  that  every  project  approved  must 
be  “of  such  great  promise  that  its  deferment  would 
be  likely  to  progress  in  medical  discovery.” 

Secretary  jFlemming  said  that  the  President’s 
criteria  would  be  followed  conscientiously.  But 
the  Secretary  gave  assurance  that  the  restrictions 
would  not  be  so  rigid  as  to  hamper  research  by 
denying  funds  tor  Worthwhile  projects. 

One  of  the  most  important  and  surprising  de- 
velopments during  this  session  of  Congress  was 
the  political  power  shown  by  Mr.  Eisenhower,  a 
lame-duck  Republican  President,  in  generally  call- 
ing the  shots  on  legislation  although  Democrats 
controlled  the  House  and  Senate  with  substantial 
majorities. 

In  his  fight  against  “big  spending”  measures 
sponsored  by  Democrats,  the  President  effectively 
used  his  veto  power  to  get  the  bills  more  to  his 
liking.  The  Democrats  were  unable  to  muster  the 
votes  to  override  vetoes  of  two  housing  bills. 

A third  compromise  housing  bill  retained  three 
provisions  of  interest  to  the  medical  profession. 
One  would  provide  Federal  Housing  Administra- 
tion loan  guarantees  for  building  proprietary  nurs- 
ing homes.  A second  would  provide  FHA  loan 
guarantees  and  direct  loans  for  housing  for  elderly 


persons.  The  third  would  authorize  loans  for  con- 
struction of  housing  for  interns  and  nurses. 

Live  polio  virus  vaccine  may  be  licensed  for 
public  use  within  a year  or  two.  Dr.  Leroy  E. 
Burney,  Surgeon  General  of  the  Public  Health 
Service,  said: 

“If  energetic  efforts  are  continued  to  find  an- 
swers to  the  remaining  technical  questions  con- 
cerning safety,  effectiveness  and  manufacturing 
procedures,  one  or  more  of  the  three  vaccines  now 
being  proposed  may  be  under  production  within 
one  to  two  years.” 

Primary  responsibility  for  radiation  health 
safety  has  been  transferred  from  the  Atomic  En- 
ergy Commission  to  the  Department  of  Health, 
Education  and  Welfare. 

Such  a shift  in  responsibility  was  called  for  in 
legislation  pending  in  Congress  but  President 
Eisenhower  ordered  the  transfer  without  Congres- 
sional action. 

The  President  directed  HEW  to  “intensify  its 
radiological  health  efforts  and  have  primary  re- 
sponsibility . . . for  the  collation,  analysis  and 
interpretation  of  data  on  environmental  radiation 
levels  such  as  natural  background,  radiography, 
medical  and  industrial  uses  of  isotopes  and  x-rays 
and  fall-out.” 

HEW  Secretary  Flemming  also  was  named 
chairman  of  a cabinet-level  Federal  Radiation 
Council. 


If  she  needs  nutritional  support ...  she  deserves 


Vitamin-Mineral  Supplement  Lederle 
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ORGAN  I Z ATI  O N 


Interim  House  of  Delegates  Meeting 

The  Interim  House  of  Delegates  Meeting  of 
the  New  Mexico  Medical  Society  will  be  held  on 
November  5 and  6,  in  Roswell,  New  Mexico,  during 
the  Southwestern  Medical  Association  Meeting. 

The  first  session  of  the  House  will  convene  in 
the  auditorium  of  the  Roswell  High  School,  at  2:00 
p.m.,  November  5,  and  it  is  anticipated  that 
this  session  will  recess  at  approximately  3:30  p.m. 
The  three  reference  committees  will  begin  their 
hearings  immediately  after  recess  has  been  de- 
clared. 

The  second  session  of  the  House  will  convene 
in  the  High  School  at  2:00  p.m.,  November  6,  and 
will  remain  in  session  until  all  business  has  been 
transacted. 

Southwestern  Medical  Association’s  clinical 
program  will  begin  at  8:45  a.m.,  November  5,  and 
the  final  clinical  program  will  end  at  noon,  Sat- 
urday, November  7.  No  afternoon  programs  will 
be  held.  The  Association  will  have  a smoker  on 
Thursday  evening,  November  5,  and  a dinner- 
dance  on  November  6. 

Council  of  the  New  Mexico  Medical  Society 
will  meet  in  Roswell  the  afternoon  and  evening 
of  November  4. 

Write  George  Richardson,  M.D.,  307  N.  Penn., 
Roswell,  for  room  reservations. 


Refresher  course  in  anesthesiology 

The  Divisions  of  Postgraduate  Medical  Educa- 
tion and  Anesthesiology  are  conducting  a post- 
graduate refresher  course  for  physicians  interested 
in  anesthesiology  from  February  8 through  Febru- 
ary 11,  1960.  The  course  will  be  limited  to  30 
applicants.  The  time  will  be  divided  between  lec- 
tures and  demonstrations  and  practical  application 
in  the  operating  room.  For  further  information, 
inquire  at  University  of  Utah  College  of  Medicine, 

no 


Division  of  Graduate  and  Postgraduate  Medical 
Education,  116  Medical  Building,  Salt  Lake  City. 

Pathologist  warns  of  air  pollution 

In  a talk  to  the  Utah  Tuberculosis  and  Health 
Association,  Dr.  Richard  A.  Call,  pathologist,  as- 
serted that  the  growth  of  population  and  industry 
in  parts  of  Utah  may  create  a serious  air  pollution 
problem  unless  the  state  adopts  and  enforces  good 
protective  laws.  Dr.  Call  said  that  irritant  gases, 
such  as  sulfur  dioxide  and  ozone,  have  an  ad- 
verse effect  on  breathing  ability. 

It  was  reported  that  the  State  Health  Depart- 
ment is  ready  to  begin  an  air  pollution  study 
in  cooperation  with  U.  S.  Public  Health  Service 
as  soon  as  the  federal  agency  gives  the  go-ahead 
signal. 


Student  Health  Center  opens 

Monday  morning,  September  21,  the  doors  were 
opened  on  the  new  Wardenburg  Student  Health 
Center,  offering  the  University  of  Colorado  Boul- 
der campus  its  first  hospital  service  in  33  years. 

The  million-dollar  sandstone  infirmary  has  the 
latest  hospital  and  clinical  equipment  and  has 
a staff  of  52 — physicians,  nurses,  technicians  and 
specialists.  It  is  equipped  to  handle  cases  ranging 
from  runny  noses  to  broken  legs.  During  Summer 
Session  the  center  offered  clinical  services. 

A gift  from  alumni  Mr.  and  Mrs.  F.  A.  Warden- 
burg,  Wilmington,  Del.,  it  fills  a gap  in  medical 
care  that  the  university  has  felt  since  the  medical 
school  moved  to  Denver  in  1925. 

Dr.  Anderson  new  President-elect 

Cyrus  W.  Anderson,  M.D.,  of  Denver,  was 
unanimously  chosen  as  President-elect  of  the  Colo- 
rado State  Medical  Society  on  September  9,  by 
the  Society’s  House  of  Delegates.  He  will  succeed 
Dr.  John  L.  McDonald  as  President  of  the  Society 
at  the  1960  annual  meeting,  September  14-17  at 
Estes  Park. 

Dr.  Anderson  is  a native  Denverite,  born  in 
1897.  He  attended  Denver  public  schools.  East 
Denver  High  School  and  Denver  University.  In 
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CHOICE  THERAPY 
FOR  THE  "OLDER" 
PATIENT  WITH  MILD 
TO  MODERATE 
HYPERTENSION 


fjVeratrite* 


More  than  13,000,000  prescriptions  attest  that 
Veratrite  continues  to  be  the  antihypertensive  of 
choiceforthe  older  hypertensive  patient.  Veratrite 
can  be  prescribed  safely  and  routinely  for  those 
who  usually  cannot  tolerate  more  potent  drugs. 

Veratrite  now  contains  cryptenamine  which 
acts  centrally  to  produce  a gradual  fall  in  blood 
pressure,  yet  improves  circulation  to  vital  organs, 
relieves  dizziness  and  headache,  and  imparts  a 
distinct  sense  of  well-being.  Furthermore, 
Veratrite  achieves  its  effects  with  unusual  safety 
and  without  annoying  side  effects. 

Each  Veratrite  tabule  contains:  Cryptenamine  (tan- 
nates),  40  C.S.R.*  Units;  Sodium  nitrite,  1 gr.;  Pheno- 
barbital,  % gr.  Dosage:  1—2  tabules  t.i.d.,  preferably 
2 hours  after  meals. 
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CASE  HISTORY  OE  AH  ARTHRITIC 

X 

Age:  55  Sex:  Male  Race:  White 


Diagnosis:  Rheumatoid  arthritis. 

Previous  Therapy: 

40  mg.  triamcinalone  per  day. 

Complicating  States: 

Duodenal  ulcer,  steroid  intoxication. 

Current  Therapy:  ARTHROPAH  Liquid. 

Results:  The  patient  improved  on 
ARTHROPAH  and  ^ . is  now  on  Choline 
Salicylate  [ARTHR|)PAH]  alone  and 
has  returned  to  work.”' 


SUPPLIED:  8 and  16  oz.  Lotties. 

Each  ml.  of  ARTHROPAE  Liquid  contains 
174  mg.  of  Choline  Salicylate. 

Each  teaspoonful  (5  ml.)  contains  870  mg. 

of  Choline  Salicylate. 

1.  Clark,  G.M. : Personal  Communication,  1958. 


ARTH  ROPAN 


dedicated  to  physician  and  patient  since  ie»a 
new  york  14,  n.y.  I Toronto  i.  Ontario 
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1920,  he  received  his  M.D.  de|rp^  from  the  Uni- 
versity of  Colorado,  where  he  was  a member  of 
Beta  Theta  Pi  fraternity.  He  is  also  a member  of 
Phi  Rho  Sigma  medical  fraternity. 

Since  completing  internship  at  Mercy  Hospital 
in  Denver,  Dr.  Anderson  has  engaged  in  the  pri- 
vate practice  of  medicine  in  Denver.  In  1921  he 
married  Juaneta  Fruth.  They  have  four  daughters 
and  eight  grandchildren. 

From  1930  to  1942  he  held  a commission  as 
Captain  in  the  Medical  Reserve,  receiving  a medi- 
cal discharge  in  1942. 

Before  being  chosen  President-elect  of  the 
Colorado  State  Medical  Society,  Dr.  Anderson 
served  as  Trustee,  Chairman  of  the  Board,  Chair- 
man of  the  Legislative  Committee  and  Chairman 
of  the  Publicity  Committee  of  the  Society. 

He  has  served  as  Vice  President,  President- 
elect, President  and  is  currently  a member  of 
the  Board  of  Trustees  of  the  Denver  Medical 
Society. 

Among  his  many  other  activities  Dr.  Anderson 
is  a Founder  Member  of  the  Southwestern  Surgical 
Congress,  past  President  of  Denver  General  Hos- 
pital staff.  He  has  also  served  as  Secretary,  Vice 
President  and  President  of  Mercy  Hospital  staff. 
He  is  past  President  of  the  Colorado  Chapter, 
American  Academy  of  General  Practice,  and  also 


served  as  National  Director  and  member  of  the 
Executive  Committee  of  the  AAGP.  He  is  a past 
National  President  of  the  Association  of  American 
Physicians  & Surgeons,  Inc.,  and  is  currently  a 
National  Director  of  that  association.  He  is  also 
currently  a Trustee  of  Colorado  Medical  Service, 
Inc. 

Dr.  Anderson  was  President  of  the  President’s 
Round  Table  of  Denver  in  1956.  He  is  a Rotarian 
and  past  President  of  the  Denver  Rotary  Club; 
a 32nd  Degree  Mason  and  Past  Master,  Emulation 
Lodge  No.  154;  and  a life  member  of  Denver 
Athletic  Club.  His  hobbies  are  photography,  fish- 
ing and  bowling. 

Dr.  and  Mrs.  Anderson  reside  at  1101  Humboldt 
Street,  Denver. 

■ 'y 

New  Sodi^ty  officers 

Dr.  John  L.  McDonald  of  Colorado  Springs 
was  installed  as  President  of  the  Colorado  State 
Medical  Society  at  the  Society’s  89th  Annual 
Session  in  Denver,  September  8-11.  Dr.  McDonald, 
a specialist  in  cardiovascular  diseases,  succeeds 
Dr.  John  I.  Zarit  of  Denver. 

New  President-elect  of  the  Society,  chosen  at 
the  House  of  Delegates  meeting  on  September  9, 
is  Dr.  Cyrus  W.  Anderson  of  Denver. 

Other  officers  elected  or  re-elected  at  the 
Annual  Session  are:  Drs.  J.  Alan  Shand  of  La 
Junta,  Vice  President;  W.  C.  Service  of  Colorado 
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This  is  Panalba 


performance 


pneumonia 


. . . into  a mixed  culture  of 
the  three  organisms 
commonly  involved  in 
pneumonia  ...  AT.  pneu- 
moniae, Diplococcus 
pneumoniae,  and 
Staphylococcus  aureus 
(in  this  case  a resistant 
strain) ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five 
leading  antibiotics  has 
stopped  all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  pneumonia 
patient ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription : 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 

Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 

Panalba' 

(Panmycin*  Phosphate  plus  Albamycin*) 

The  broad-spectrum 
antibiotic  of 
first  ^ resort 


l^johii 


The  Upjohn  Company 
Kalamazoo,  Michigan 


• TRAOEMARK.  RCa.  U.  C.  RAT.  QFf. 
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Springs,  Treasurer  for  a three-year  term;  and 
Carl  H.  McLauthlin  of  Denver,  Trustee  for  a 
three-year  term. 

Three  Councilors  were  elected,  each  for  a 
three-year  term.  They  are:  Drs.  John  Simon  of 
Englewood,  Councilor,  District  No.  2;  Herman  W. 
Roth  of  Monte  Vista,  Councilor,  District  No.  8; 
and  Scott  Gale  of  Pueblo,  Councilor,  District  No.  9. 

Elected  to  the  Grievance  Committee  for  two- 
year  terms  were:  Drs.  Harper  Kerr  of  Pueblo, 
John  W.  McDonald  of  Sterling,  Joel  Husted  of 
Boulder,  Jam*es  Orr  of  Fruita,  Paul  Tramp  of 
Loveland  and  Theodore  Gleichman  of  Denver. 
Dr.  R.  L.  Speck  of  Cortez  was  elected  to  the  Griev- 
ance Committee  for  a one-year  term  to  fill  a 
vacancy. 

Drs.  E.  H.  Munro  of  Grand  Junction  and  I.  E. 
Hendryson  of  Denver  were  re-elected  as  Delegates 
to  the  A.M.A.  for  two-year  terms.  Re-elected  Alter- 
nate Delegates  to  the  A.M.A.  are:  Drs.  Harlan  E. 
McClure  of  Lamar  and  Clare  C.  Wiley  of  Long- 
mont for  two-year  terms. 

New  Speaker  of  the  House  of  Delegates  is 
Dr.  William  Covode  of  Denver  and  the  newly 
elected  Vice  Speaker  of  the  House  is  Dr.  Heman 
R.  Bull  of  Grand  Junction. 

Dr.  W.  W.  King  of  Denver  was  re-elected  as 
Foundation  Advocate. 


The  House  of  Delegates  of  the  Colorado  State 
Medical  Society  considered  many  important  ques- 
tions during  the  Society’s  1959  Annual  Session, 
September  8 to  11.  Among  the  actions  taken  by 
the  Society  were: 

Blue  Shield  Fee  Schedule 

The  House  accepted  final  concrete  proposals  of 
Blue  Shield  Fee  Schedule  Advisory  Committee 
for  implementation  of  the  new  “Standard  A”  and 
“Preferred  A”  plans,  whereby  theke  and  the  exist- 
ing “Preferred”  plan  will  be  offered'  to  the  people 
of  Colorado  from  now  on.  The  existing  “Standard 
Plan”  may  be  retained  by  individuals  and  groups 
already  holding  it,  but  it  will  not  be  offered  to 
new  subscribers. 

The  reference  committee  referred  to  this  ex- 
pansion as  a significant  advance  in  Blue  Shield 
coverage  to  more  people,  and  a much  more  realis- 
tic remuneration  to  the  medical  profession.  The 
new  plans  had  been  approved  “in  principle”  at 
last  February’s  Clinical  Session,  but  final  approval 
was  deferred  until  September  when  the  Advisory 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Committee  could  develop  and  present  complete 
fee  schedules. 

In  the  same  action  the  House  outlined  a definite 
method  whereby  conferences  will  be  held  in  the 
very  near  future  to  solve  existing  misunderstand- 
ings between  certain  specialty  groups  and  the  Blue 
Shield  plan  in  recognition  of  inadequate  Blue 
Shield  fees  for  those  specialty  groups  and  the 
public  need  and  desire  for  more  comprehensive 
coverage. 

Committee  reorganization  postponed 

Plans  to  reorganize  the  Society’s  committees 
into  a “Council  System”  similar  to  that  of  the 
A.M.A.  and  several  other  state  medical  societies 
was  postponed  by  the  House  for  at  least  one  year. 
The  streamlining  plan  had  been  proposed  by  an 
Ad  Hoc  Committee  on  By-Law  Revision. 

The  House  asked  the  Board  of  Trustees  to 
make  a special  interim  report  in  February  on 
this  subject  and  bring  the  matter  up  for  second 
consideration  at  the  Society’s  next  annual  meeting 
in  September,  1960. 

Adams  County-Aurora  Medical 
Society  chartered 

A new  component  of  the  Colorado  State  Medi- 
cal Society,  the  Adams  County-Aurora  Medical 
Society,  was  ordered  chartered  by  the  House  of 
Delegates  following  study  and  approval  by  both 
the  Board  of  Councilors  and  the  Credentials  Com- 


mittee of  the  State  Society. 

The  new  society  includes  all  of  Adams  County 
(formerly  under  jurisdiction  of  the  Denver  Medi- 
cal Society)  and  all  of  the  city  of  Aurora  including 
that  part  of  the  city  which  is  in  Arapahoe  County. 
Petitions  for  the  new  society  had  the  advance 
blessing  of  Arapahoe  County  and  Denver  Medical 
Societies.  At  present  20  members  comprise  the 
new  group,  most  of  them  former  members  of  the 
Arapahoe  County  Medical  Society. 

The  new  society  has  already  offered  waiver  of 
jurisdiction  over  its  western  section  so  that  those 
doctors  in  the  Westminster  area  may,  if  desired, 
continue  to  belong  to  the  Clear  Creek  Medical 
Society.  continued  on  page  122 


Newton  Optical 
Company 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Potronoge 

Phone  KEystone  4-8714 
309  1 6th  Street,  Denver 


If  he  needs  nutritional  support . . . 


he  deserves 

GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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low. ..A  FASTER,  wide-SPeOtRUIVI  DIGESTANT  ...  starts  digestive  processes  for  all  3 — 


starch,  b.  fat,  c.  protein  ^ — in  the  stomach!  Aid  before  discomfort!  Digestive  processes  for  all  three 
pods,  starch,  proteins  and  fats,  begins  immedtately  in  the  stomach  with  new  DIGOLASE . . . not  in  the 
ntestlnes,  as  with  other  digestants.  More  rapid,  more  effective  relief  from  discomfort  and  "bloating"  is 
Provided  since  the  source  of  such  dyspepsia  symptoms  is  in  the  stomach.  Teralase*,  the  new  combina- 
'on  enzyme, with  Polysorbate  80,  is  the  key  to  this  unique  feature.  Enzymatic  action  continues  through 
ne  entire  g.  i.  tract,  digesting  protein,  fats  and  carbohydrates.  DIGOLASE  multiple  enzymes  provides 
jssurance  of  thorough  digestion,  prompter  relief  from  nervous  or  functional  dyspepsia.  Indications: 
\atulence,  belching  and  nausea  due  to  dyspepsia,  degenerative  enzyme  deficiencies,  dietary  indiscretions. 
Itosage,-  2 capsules  with  each  meal,  adjustable  to  individual  need.  Each  DIGOLASE  capsule  contains: 
^jancreatin  N.F.  300  mg.,  Teralase*  10.5  mg.,  Dehydrocholic  Acid  USP  25  mg.,  Polysorbate  80  USP  10  mg. 


Teralase:  Boyle  brand  name  for  combination  —Amylase,  7.5  mg.:  Proteinase  (Carica  Papaya)  3 mg. 


!; 

i' 


& Company,  Pharmaceuticais,  Beii  Gardens,  California. 


I 


Can  antacid  therapy 
be  made  more  effecth 
and  more pleasa\ 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTK 
OF  ALUMINUM  HYDROXIDE  IN  1929 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  shon 
mer  dried  aluminum  hydroxide  gel,  (stabilized  with  hexitol),  with  75  mg.  magnesium  hy 

1,  Neutralizes  acid  faster  (quicker  relief) 

2,  Neutralizes  more  acid  (greater  relief) 

3,  Neutralizes  acid  longer  (more  lasting  relief) 

4,  No  constipation  • No  acid  rebound 

5,  More  pleasant  to  take 


HEXITOL 


lew  high  in  effectiveness 
palatability 


REAMALIN  NEUTRALIZES  MORE  ACID  FASTER 

Quicker  Relief  • Greater  Relief 


ere  powdered  and  suspended  in  distilled  water  in  a constant  temperature 
■ (37“e)  equipped  with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
added  as  needed  to  maintain  pH  at  3.5.  Volume  of  acid  required  was 
I at  frequent  intervals  for  one  hour. 


HO 
I H 
Al-O- 
I 

HO 


/ OH  \ OH 
I H 

►Al-O-->Al-O-C-0X 


OH 


OH 


In 

o is  at  least  1 and  averaees  less  than  6.  X is  a cation* 


GREAMALIN  NEUTRALIZES  M0/f£  ACID  LONGER 

More  Lasting  Relief 


Duration  of  action  at  pH  from  3 to  5* 
(per  gram  of  active  ir^gredients) 


MtNUTES 

0 10  20  30  40 


SO  60 


new 
GREAMALIN 
tablets 


9 

widely 

prescribed 

antacid 

tablets 


•Hinkel,  E.  T.,  Jr.,  Fisher,  and  Tainter,  M.  L.:  A new  highly  reactive  aluminum  hydroxida 
complex  for  gastric  hyperacidity.  To  be  published. 

••pH  stayed  below  3. 


Do  antacids  have  to  taste 
like  chalk? 


No  chalky  taste.  New  Cream alin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

* NO  ACID  REBOUND  * NO  CONSTIPATION 
* NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity:  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORIES  • NEW  YORK  18,  NEW  YORK 
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Grievance  Committee  instructed 

The  State  Society’s  House  of  Delegates  in- 
structed its  Grievance  Committee  to  call  attention 
of  the  Board  of  Medical  Examiners  immediately 
to  any  complaints  against  physicians  who  are  not 
members  of  the  Society  when  the  complaints  allege 
unprofessional  conduct. 

The  House  also  directed  that  there  be  closer 
liaison  than  in  the  past  between  the  Society’s 
Grievance  Committee  and  the  Colorado  State 
Board  of  Medical  Examiners. 

By-laws  amended 

The  Society’s  by-laws  were  amended  in  only 
one  small  section  during  the  Annual  Session.  The 
amendment  was  made  to  clarify  the  eligibility  of 
young  physicians  for  Junior  Active  Membership 
which  some  component  societies  felt  has  not  been 
clear  in  the  by-laws. 

Honorarium  established  for 
Society  Presidents 

In  his  final  speech  to  the  House  of  Delegates, 
outgoing  President,  John  I.  Zarit,  emphasized  the 
financial  sacrifice  which  every  President  of  the 
Colorado  State  Medical  Society  has  had  to  make 
and  recommended  that  an  honorarium  be  provided 
for  future  Society  Presidents. 


Upon  study  of  Dr.  Zarit’s  recommendations, 
and  in  view  of  the  Society’s  excellent  financial 
condition,  the  House,  through  a reference  com- 
mittee, directed  that  hereafter  the  President  of 
the  Society  shall  be  accorded  not  only  his  travel- 
ing expenses  as  in  the  past,  but  also  a monthly 
honorarium  and  an  additional  per  diem  while 
traveling  on  the  Society’s  business  outside  of 
Colorado. 


Obituaries 


Leading  U.  S,  Pathologist  passes  away  ! 

James  B.  McNaught,  M.D.,  died  at  Albuquerque 
on  August  7,  1959.  Dr.  McNaught  was  born  in  ‘..i 
Girard,  Kansas,  on  July  11,  1894,  and  received  his 
B.A.  and  M.A.  degrees  from  the  University  of 
Kansas  and  an  M.D.  degree  from  Stanford  Uni- 
versity in  1931. 

He  taught  at  Stanford  from  1931  to  1945  when 
he  became  a full  professor  and  head  of  the  > 
pathology  department  at  the  C.U.  Medical  School. 

He  was  licensed  in  Colorado  in  1945.  Dr.  McNaught 
was  considered  to  be  one  of  America’s  leading 
pathologists.  He  was  the  only  individual  to  ever 
serve  as  president  of  all  four  associations  of  pa- 
thologists; the  four  being  The  American  Board 
of  Pathology,  American  Association  of  Patholo-  ll 
gists.  International  Academy  of  Pathology  and  * ' 
the  American  Society  of  Clinical  Pathologists.  In 
1957  he  was  awarded  the  Certificate  of  Highest  i 

continued  on  page  134 


ANNUAL  CLINICAL 
CONFERENCE 

Chicago  Medical  Society 

March  1,  2,  3 and  4,  1960 

PALMER  HOUSE,  CHICAGO 

Lectures  Teaching  Demonstrations 
Medical  Color  Telecasts 
Instruction  Courses 

The  CHICAGO  MEDICAL  SOCIETY 
ANNUAL  CLINICAL  CONFERENCE 
should  me  a MUST  on  the  calendar  of 
every  physician.  Plan  now  to  attend  and 
make  your  reservation  at  the  Palmer 
House. 
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Lederle  introduces  a masterpiec«)f  antibiotic  design 


Strikingly  enhances 
the  traditional  advantage 
of  broad-spectrum 
antibiotics . . . 

for  greater  patient-physician  benefit 

DECLOMYCIN  is  a unique  fermentation  product  of  a strain 
of  Streptomyces  aureofaciens—Xht  parent  organism  of 
AUREOMYCIN®*  and  ACHROMYCIN  ®+ 

DECLOMYCIN  singularly  achieves: 

• far  greater  antibiotic  activity  with  far  less  drug 

• greater  stability  in  body  media 

• unrelenting  peak  activity  throughout  therapy 

• “extra-day”  protection  through  sustained  activity 

DECLOMYCIN  retains: 

• unsurpassed  broad-spectrum  range  of  activity 

• rapid  activity 

• excellent  toleration 

• effectiveness  against  infection  in  nearly  all  organs  or  sys- 
tems—rapid  diffusion  in  body  tissues  and  fluids 

*Chlortetracycline  Lederle  t Tetracycline  Lederle 


Far  greater 
antibiotie  activity 
with  far  less 
antibiotic 


Milligram  for  Milligram,  DECLOMYCIN  exhibits  2 to  4 
times  the  clinical  potency  (inhibitory  action)  of  tetracycline 
against  susceptible  organisms.  Thus,  DECLOMYCIN 
has  the  advantage  of  providing  significantly  higher  serum 
activity  levels  with  significantly  reduced  drug  intake.* 

Actually,  DECLOMYCIN  demonstrates  the  highest  ratio 
of  prolonged  activity  level  to  daily  milligram  intake  of  any 
known  broad-spectrum  antibiotic.  Reduction  of  milligram  in- 
take of  drug  reduces  hazards  of  related  physical  effect  on  in- 
testinal mucosa  or  interaction  with  gastrointestinal  contents. 

*Activity  level  is  a far  more  meaningful  basis  of  compari- 
son than  quantitative  blood  levels,  as  Hirsch  and  Finland 
note.  Action  upon  pathogens  is  the  ultimate  value.  l 


MYCIN 

n. 


Unrelenting 

peak  antimicrobial  attacl 
throughout  therapy 


The  high  level  of  DECLOMYCIN  activity  is  uniquely 
sustained.  It  is  not  just  an  initial  phenomenon  but  is 
constant  — maintained  on  each  day  of  treatment  and 
between  doses  — without  noticeable  diminution  of  in- 
tensity. Peak-and-valley  control  is  eliminated,  favoring 
continuous  suppression  of  pathogens  and  consequent 
improvement. 

This  DECLOMYCIN  constant  is  achieved  through 
remarkably  greater  stability  in  body  fluids,^  '*’®  resistance 
to  degradation^  and  a low  rate  of  renal  clearance'*’^— all 
supporting  antibiotic  activity  for  extended  periods. 


Demethylchlortetracycline  Lederle 


“Extra-day”  activity 
for  security 
against  relapse 


DECLOMYCIN  maintains  significant  antibacterial 
activity  for  one  to  two  days  after  discontinuance  of 
dosage*— a major  distinction  from  other  antibiotics. 
Previous  drugs  have  declined  abruptly  in  activity  fol- 
lowing withdrawal. 

DECLOMYCIN  thus  gives  the  patient  an  unusual 
degree  of  protection  against  resurgence  of  the  primary 
infection,  and  against  secondary  infection . . . sequelae 
not  infrequently  encountered  and  often  resembling  a 
“resistance  problem.”  Consequently,  reinstitution  of 
therapy  or  a change  in  therapy  should  rarely  be 
necessary. 


MYCIN 


A masterpiece 


antibiotic  activity 


with  far  less  antibiotic  intake 


unrelenting  peak  attack 


— enhancing  the  unsurpassed  features  of 
tetracycline . . . for  greater  physician-patient  benefits 


Demethylchlortetracycline  Lederle 


ECLO 


antibiotic  design 


extra- 


activity 


FOR  PROTECTION 
AGAINST  A 
RELAPSE  # 


A 

major  contribution 

of 

Lederle 

research 


in  the  distinctive  dry-filled  duotone  capsule 


Demethylchlortetracycline  Lederle 


E CEOMYCIN 


immediately  available  as: 


DECLOMYCIN  Capsules,  150  mg. 

Adult  dosage:  1 capsule  four  times  daily. 


1.  Hirsch,  H.  A-.  and  Finland,  M.:  Antibacterial  Activity  Of  Serum  Of  Normal  Subjects 
After  Oral  Doses  of  Demethylchlortetracycline,  Chlortetracycline  and  Oxytetracycline. 
New  England  J.  Med.  260:1099  (May  28)  1959.  2.  Hirsch,  H.  A.,  Kunin,  C.  M.,  and  Finland, 
M.:  Demethylchlortetracycline  — A New  And  More  Stable  Tetracycline  Antibiotic  That 
Yields  Greater  and  More  Sustained  Antibacterial  Activity.  To  be  published.  3.  Lichter, 
E.  A.,  and  Sobel,  S.:  The  Distribution  Of  Oral  Demethylchlortetracycline  In  Healthy  Volun- 
teers And  In  Patients  Under  Treatment  For  Various  Infections.  To  be  published.  4.  Kunin, 
C.  M.,  Dornbush,  A.  C.  and  Finland,  M.:  Distribution  And  Excretion  Of  Four  Tetracycline 
Analogues  In  Normal  Young  Men.  To  be  published.  5.  Kunin,  C.  M.,  and  Finland,  M.: 
Demethylchlortetracycline:  New  Tetracycline  Antibiotic  That  Yields  Greater  and  More 
Sustained  Antibacterial  Capacity.  New  England  J.  Med.  259:999  (Nov.  28)  1958.  6.  Sweeney, 
W.  M.;  Hardy,  S.  M.;  Dornbush,  A.  C.,  and  Ruegsegger,  J.  M.:  Demethylchlortetracycline: 
A Clinical  Comparison  of  A New  Antibiotic  with  Chlortetracycline  and  Tetracycline. 
Antibiotics  & Chemotherapy  9:13  (Jan.)  1959. 


LEDERLE  LABORATORIES, 

a Division  of  AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


1 


for 

the 

tense 

and 

nervous 

patient 

relief  comes 


fast  and  comfortably 


-does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs^'  — 400  mg. 
unmarked,  coated  tablets. 


Miltown’ 

meprobamate  (Wallace) 

WALLACE  LABORATORIES  / New  Brunswick,  N.  J. 
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CM-9470 


NOW 

...  a new  way 
to  relieve  pain 
and  stiffness 
in  muscles 


indicated  in: 

MUSCLE  STIFFNESS 

LUMBOSACRAL  STRAIN 

SACROILIAC  STRAIN 

WHIPLASH  INJURY 

BURSITIS 

SPRAINS 

TENOSYNOVITIS 

FIBROSITIS 


and  joints 


FIBROMYOSITIS 

LOW  BACK  PAIN 

DISC  SYNDROME 

SPRAINED  BACK 


■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  and  superior  in  relief  of  sOMAtic  pain 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-isopropyl-2-methyl-2-propyl-l,  3-propanediol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  SOMA  than  with  previously  used  analgesic,  sedative  or  relax- 
ant drugs. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SOMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy,  particularly  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED:  Bottles  of  50  white  coated  350  mg.  tablets. 

Literature  and  samples  on  request. 

WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  J. 
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Organization  cont.  from  page  122 


Merit,  the  highest  award  ever  given  by  the 
American  Society  of  Clinical  Pathologists.  Dr. 
McNaught  belonged  to  numerous  professional  or- 
ganizations. His  hobbies  were  raising  tropical  fish 
and  collecting  glass  paperweights,  coins  and 
stamps. 

After  asking  to  be  relieved  of  his  administra- 
tive duties  at  the  Medical  School  following  a 
stroke  in  1955,  he  served  as  VA  consultant.  He 
died  of  a heart  attack  at  the  Veterans  Admin- 
istration Hospital  at  Albuquerque. 

Memorial  services  were  held  at  the  C.U.  Medi- 
cal Center  and  more  than  300  C.U.  Medical  School 


EAst  2-361  1 


LIMB  SHOP 

1478  BIRCH  STREET 
DENVER,  COLORADO 

ARTIFICIAL  ARMS  IVAN  LONG 

AND  LIMBS  CERTIFIED  PROSTHETIST 


faculty  members,  students  and  employees  attended 
the  services.  Surviving  are  two  sisters. 

Young  general  practitioner  dies 

John  N.  Asborno  of  Denver  died  on  August  14, 
1959.  Dr.  Asborno  was  born  in  Denver  and  gradu- 
ated from  Regis  College.  He  took  his  medical 
training  at  Creighton  University  and  interned  at 
St.  Anthony’s  Hospital  in  Denver.  He  served  in  the 
Air  Force  as  a medical  officer  from  1957  to  the 
first  of  this  year.  Dr.  Asborno  became  a member 
of  the  Clear  Creek  Valley  Medical  Society  in 
March  of  this  year  and  an  active  junior  member 
of  the  Colorado  State  Medical  Society. 

He  was  a good  teacher  as  well  as  an  excellent 
general  practitioner,  teaching  embryology  at  Regis 
College. 

Surviving  are  his  parents,  a sister,  a niece  and 
a nephew. 

Durango  doctor  dies 

Charles  L.  Mason,  M.D.,  of  Durango,  died 
August  5,  1959.  Dr.  Mason  was  born  in  Durango 
on  November  18,  1906,  and  attended  the  University 
of  Colorado  Medical  School.  He  was  a member 
of  the  San  Juan  Basin  Medical  Society  and  the 
Colorado  State  Society  since  1936.  He  served  on 
the  Board  of  Supervisors  in  1950  and  ’51  and  on 
the  Board  of  Councilors  from  1955  to  1958. 


they  deserve 

GEVRAL 

Vitamin-Mineral  Supplement  tecterle 

CAPSULES~14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Nm  — All  cold  symptoms 
can  be  controlled 


Controls  congestion 

with  Triamimc,^’2'3  the  leading  oral 

nasal  decongestant. 

Controls  aches  and  fever 

with  well-tolerated  APAP,  non-addic- 

ti  ve  analgetic^  and  excellent  antipyretic.^ 


Controls  cough  centrally 
with  non-narcotic  Dormethan,  possess- 
ing “amply  demonstrated”  antitussive 
activity, as  effective  as  codeine. 

Liquefies  tenacious  mucus 

with  terpin  hydrate,  classic  expectorant. 


Each  TUSSAGESIC  Tablet  provides: 

TRIAMINIC®  50  mg. 

(phenylpropanolamine  HCl  25  mg. 

pheniramine  maleate 12.5  mg. 

pyrilamine  maleate  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr) 30  mg. 

Terpin  hydrate  180  mg. 

APAP  (N-acetyl-p-aminophenol)  325  mg. 


References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  2.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37:460 
(July)  1958.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.) 
1958.  4.  Bonica,  J.  J.:  in  Drugs  of  Choice,  Mosby,  St. 
Louis.  1958,  p.  272.  5.  Dascomb,  H.  E.:  in  Current 
Therapy,  Saunders,  Phila.,  1958,  p.78.  6.  Bickerman,  H. 
A.:  in  Drugs  of  Choice,  Mosby,  St.  Louis,  1958,  p.547. 


Prompt  and  prolonged  relief  because  of 
this  special  “timed  release”  design: 


first  — the  outer  layer 
dissolves  within  minutes  to 
give  3 to  4 hours  of  relief 


then  — the  inner  core 
releases  its  ingredients 
to  sustain  relief  for  3 to 
4 more  hours 


Dosage:  One  tablet  in  the  morning,  midafternoon 
and  at  bedtime.  Pediatric  dosage  chart  for 
Tussagesic  Suspension  available  on  request. 


TUSSAGESIC  SUSPENSION  provides  palatability  and  convenience  which  make  it 
especially  attractive  to  children  and  other  patients  who  prefer  liquid  medication. 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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A.M.  A.  to  hold  13th  Clinical  Meeting  in  Dallas 

The  American  Medical  Association’s  entific  exhibits,  will  be  held  in  Dallas 


13th  clinical  meeting  will  he  held  De- 
cember 1-4  in  Dallas,  Texas,  and  is  ex- 
pected to  attract  some  3,500  physicians. 

Among  the  subjects  to  be  discussed  on 
the  scientific  program  are  soft  tissue  in- 
jury; whiplash  injuries  of  the  neck;  dia- 
betes; heart  murmurs  in  children;  new 
laboratory  procedures;  new  resuscitation 
technics;  premarital  and  marital  counsel- 
ing, and  the  problem  child. 

Dr.  Hubertus  Strughold,  professor  of 
space  medicine  at  the  School  of  Aviation 
Medicine,  Randolph  Air  Force  Base, 
Texas,  will  be  principal  speaker  at  the 
opening  scientific  session  December  1.  Dr. 
Stru  ghold,  often  called  “the  father  of  space 
medicine,”  will  discuss  the  role  of  medi- 
cine in  the  space  age. 

The  winner  of  the  A.M.A.’s  Distin- 
guished Service  Award  at  the  Atlantic  City 
meeting — Dr.  Michael  E.  DeBakey — will 
participate  in  a symposium  on  the  surgical 
considerations  of  cerebrovascular  insuffi- 
ciency Tuesday  afternoon,  December  1. 

The  scientific  program,  including  lec- 
tures, symposiums,  medical  motion  pic- 
tures, color  television,  and  nearly  100  sci- 


Memorial  Auditorium.  Industrial  exhibits 
will  number  251.  j 

The  auditorium  will  also  house  the 
“world’s  largest  health  fair,”  sponsored  by 
the  Dallas  County  Medical  Society  in  con- 
junction with  the  A.M.A.  The  fair  will 
run  from  November  27  to  December  7 and 
will  be  open  to  the  public. 

Another  special  feature  of  the  A.M.A. 
meeting  will  be  a national  conference  on 
the  medical  aspects  of  sports,  to  be  held 
Monday,  Nov.  30 — the  day  before  the 
A.M.A.  meeting  opens. 

The  conference  will  cover  the  general 
areas  of  the  physiology  and  pharmacology  , 
of  exercise,  the  training  and  conditioning  ; 
of  the  athlete,  and  the  prevention  and  j 
treatment  of  injuries. 

The  A.M.A.  House  of  Delegates  will 
meet  throughout  the  week  at  the  Adolphus  | 
Hotel,  meeting  headquarters.  The  first  act  1 
of  the  House  will  be  to  name  the  General 
Practitioner  of  the  Year.  The  first  recipi- 
ent of  the  award  was  Dr.  Archer  Chester 
Sudan,  Kremmling,  Colo.,  who  received 
the  award  at  the  first  clinical  meeting  in 
January,  1948,  at  Cleveland. 


IIMW 


• Highly  potent  — and  long  acting.’’^'® 

• Relatively  free  of  adverse 
side  effects.’ 

• In  ordinary  dosage,  does  not  reduce 
muscle  strength  or  reflex  activity.' 

REFERENCES : 1.  Carpenter, E.  B. : Southern  M.  J.  51:627, 
1958.  2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Lewis, 
W.  B. : California  Med.  90:26,  1959.  4.  O’Doherty,  D.  S., 
and  Shields,  C.  D. : J.A.M.A.  167:160, 1958.  5.  Park,  H.  W. : 
J.A.M.A.  167:168,  1958.  6.  Plumb,  C.  S. : Journal-Lancet 
78:531, 1958. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Summary  of  six  pubiisited  clinical  studies: 

ROBAXIN  BENEFICIAL  IN  92.4%  OF 
SKELETAL  MUSCLE  SFASM  CASES 
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Fiber  of  skeletal  muscle  relaxed  (photomicrographs) 
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DESIGNERS 
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PROMPT  SERVICE 


Sometime  soon 

(Like  Today) 

you  should  call 

Publishers  Press 

1830  CURTIS  STREET,  DENVER  2 

for  your 


PRINTING  NEEDS 


We  Print  . . . 

CATALOGS,  MAGAZINES,  BOOKLETS. 
FOLDERS,  NEWSPAPERS,  PAMPHLETS, 
REPRINTS,  LETTERHEADS,  BROCHURES 

and  many  other  items! 

and  pride  ourselves  in  the 
personal  attention  we  give! 

Call  KEystone  4-4257 

Leo  Brewington  Ralph  Rauscher 


Doctors  from  22  states  and  two  foreign  coun- 
tries attended  the  Tenth  Biennial  Rocky  Mountain 
Medical  Conference  in  Denver,  September  9-11. 

Although  representation  was  broad,  over-all 
attendance  at  the  conference  was  only  fair.  A 
total  of  1,185  persons  attended  the  Denver  sessions. 
This  included  685  physicians,  134  members  of  the 
Woman’s  Auxiliary,  229  exhibitors  and  137  others. 

The  consensus  of  those  attending  the  three-day 
session  was  that  the  scientific  program  was  out- 
standing. Papers  and  presentations  were  excellent 
and  group  discussions  lively. 

Closed-circuit  color  television  presented  by 
Smith,  Kline  and  French  Laboratories  was  techni- 
cally near-perfect.  Physicians  seated  in  the  Shir- 
ley-Savoy’s  Lincoln  Room  got  a bigger  than  life 
view  on  a 9x12  foot  screen  of  surgical  procedures 
and  panel  discussions  from  the  operating  rooms 
of  St.  Joseph’s  Hospital,  many  blocks  away.  Ex- 
cellent color  and  the  oversize  screen  brought  out 
details  that  are  normally  seen  only  by  the  operat- 
ing surgeon  and  his  first  assistant. 

Members  of  the  Rocky  Mountain  Medical  Con- 
ference owe  a vote  of  thanks  to  Smith,  Kline  and 
French  and  its  excellent  crew  for  its  gratuitous 
participation  in  the  program. 

Commenting  on  the  attendance  figures,  those 
who  have  had  experience  with  past  conference 
meetings  felt  that  attendance  this  year  was  one- 
third  to  one-fourth  below  what  it  should  have 
been.  Two  basic  reasons  were  given  for  the  slump. 
The  dates  of  the  conference  were  unfavorable  due 
to  the  Labor  Day  weekend  just  preceding  the 
meeting.  Schools  were  also  opening  during  the 
week,  and  two  State  Medical  Societies  who  are 
members  of  the  conference  held  their  Annual 
Meetings  just  one  week  following  the  conference. 
This  materially  lessened  attendance  of  physicians 
from  these  states. 

Choice  of  the  September  9-11  conference  dates 
was  made  because  this  was  the  only  period  during 
the  latter  part  of  this  year  that  Smith,  Kline  and 
French  could  make  their  closed-circuit  color  tele- 
vision equipment  available.  The  excellence  of 
SK&F’s  contribution  justified  this  choice  of  sched- 
uling. 

Another  reason  given  for  the  slack  in  attend- 
ance was  the  fact  that  while  the  scientific  pro- 
gram covered  a broad  range  of  material,  the 
subjects  covered  material  of  major  interest  to  only  ! 
three  major  fields  of  medical  activity  and  there- 
fore did  not  have  sufficient  appeal  to  a number 
of  specialty  groups.  This,  of  course,  is  a hazard  j 
that  every  program  committee  must  face.  |l 

Despite  some  disappointment  caused  by  attend- 
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ance,  the  quality  of  the  conference  scientific  pres- 
entations and  its  entertainment  and  social  func- 
tions cannot  be  questioned  and  all  those  who 
participated  in  planning  and  presenting  the  Tenth 
Biennial  Conference  deserve  a vote  of  thanks 
from  every  physician  who  attended.  In  addition, 
although  final  figures  are  not  available  since  not 
all  bills  have  been  received,  it  is  known  that  this 
year’s  conference  was  a financial  success  and  will 
have  added  somewhat  to  the  conference’s  backlog 
reserve  fund. 

New  medical  group  organized 

A new  medical  group,  tentatively  called  the 
Rocky  Mountain  Academy  of  Industrial  Medicine, 
was  organized  in  Denver  during  the  recent  Rocky 
Mountain  Medical  Conference. 

Approximately  30  physicians  attended  the  first 
organization  meeting  of  the  new  group  which  will 
eventually  become  a component  of  the  Industrial 
Medical  Association,  an  international  North 
American  organization.  It  is  anticipated  that  when 
the  Academy  is  completely  organized  it  will  serve 
an  eight-state  area:  Colorado,  Wyoming,  Montana, 
Utah,  New  Mexico,  Arizona,  western  South  Dakota 
and  western  Nebraska. 

Interim  officers  elected  for  a one-year  organi- 
zation period  are:  Dr.  Lewis  C.  Benesh  of  Denver, 
President;  Dr.  J.  Frederic  Prinzing  of  Denver, 
Vice  President;  Dr.  Irving  Ohr  of  Denver,  Secre- 
tray;  and  Dr.  James  W.  Monsour  of  Denver,  Treas- 
urer. 

The  Academy’s  Board  of  Directors  includes: 
Dr.  Lewis  M.  Overton  of  Albuquerque,  N.  M.;  Dr. 
Roscoe  H.  Reeve  of  Casper,  Wyo.;  Dr.  Russel  B. 
Richardson  of  Great  Falls,  Mont.;  Dr.  Harold  C. 
Jenkins  of  Bingham  Canyon,  Utah;  Dr.  N.  Weils 
Stewart  of  Lead,  S.  D.;  Dr.  William  W.  Webster 
of  Greeley,  Colo.;  Dr.  William  T.  Boehm  and  Dr. 
James  Rae  Arneill,  both  of  Denver. 

The  next  regularly  scheduled  meeting  of  the 
Academy  will  be  held  in  February,  1960,  during 
the  Colorado  State  Medical  Society’s  Midwinter 
Clinical  Session  in  Denver. 

Physicians  interested  in  the  Academy  should 
contact  Dr.  Lewis  C.  Benesh,  United  Air  Lines, 
Stapleton  Airfield,  Denver  5,  Colorado. 


Iron 


In  a semi-fluid  stote-it’s  quickly 
absorbed  and  well  tolerated 


Hematovals  therapy  for  refractory  hypochro- 
mic anemia  provides  semi-fluid  iron  in  a soft, 
elastic  capsule  for  rapid  absorption  without 
gastric  irritation. 

Each  capsule  supphes  58  mg.  of  ferrous  ionic 
iron.  Normal  blood  levels  are  quickly  restored. 
Achlorhydria  does  not  comphcate  Hematovals 
therapy  because  the  iron  remains  in  the  ferrous 
state  during  conversion. 

The  cobalt  factor  induces  better  hemoglobin 
synthesis  and  quicker  response.  Hematovals  also 
contain  vitamin  B12,  fohc  acid,  liver  and  B-com- 
plex  factors  to  help  overcome  anorexia.  Assimila- 
tion is  assisted  by  the  ascorbic  acid  present  in 
each  Hematoval. 


EACH  CAPSULE  CONTAIKS; 

Ferrous  Sulfate,  4.5  gr. 


Iron 58  mg. 

Cobalt  Sulfate  2.0  mg. 

Cobalt.  . 0.4  mg. 

Liver,  Desiccated,  N.F 110  mg. 

Vito-^h  Bi» 1 meg. 


Folic  Acid 0.25  mg. 

Thiamine  Mononitrate 1 mg. 

Riboflavin 1 mg. 

Pyridoxine  Hydrochloride, 0*.25  mg. 
Calcium  Pantothenate. ...  0.25  mg. 

Nicotinamide 3.3  mg. 

Ascorbic  Acid 16.66  mg. 


Hematovals® 


RM-10d9 


THE  ULMER  PHARMACAL  COMPANY 


1400  HARMON  PLACE,  MINNEAPOLIS  3,  MINNESOTA 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prima 
secondary  fibrositis 

early  rheumatoid  a 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid' . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate*'^  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects''*  . . . reduces  possibility  of  residua! 
injury  . . . simple,  flexible  dosage  schedule 


THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions;  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 


subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 

precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


in 

any 
case 
calls  for 


tablets 


Composition 

METicoRTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645. 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E:  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker. 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 


relieve  the  tension 


and  control  its  6.  L sequelae 


. . . Pathibamate 

meprobamate  with  PATH  I LON®  tridihexethyl  chloride  Lederle 


for  relieving  tension  and  curbing  hypermotiiity 
and  excessive  secretion  in  G.  i.  disorders 

PATH  I BAM  ATE  combines  two  highly  effective  and  well- 
tolerated  therapeutic  agents; 

meprobamate  (400  mg.  or  200  mg.) — a tranquilizer  and  muscle- 
relaxant  widely  accepted  for  the  effective  management  of  tension 
and  anxiety 

PATHILON  (25  mg.)  — an  anticholinergic  long  noted  for  producing 
prompt  symptomatic  relief  through  peripheral,  atropine-like  action, 
yet  with  few  side  effects 


now  available... 

PA  THIBA  MA  TE-200  Tablets 

200  mg.  meprobamate  • 25  mg.  PATHILON 

for  more  flexible  control  of  G.  /.  trauma  and  tension 
smooth,  sugar-coated,  easy-to-swallow 

PATH  I BAM  ATE-400  and  PATH  I BAM  ATE-200  are  indicated  for 
duodenal  ulcer;  gastric  ulcer;  intestinal  colic;  spastic  and  irritable 
colon;  ileitis;  esophageal  spasm;  anxiety  neurosis  with  gastrointes- 
tinal symptoms  and  gastric  hypermotiiity. 


Supplied:  PATHIBAMATE-400-Each  tablet  (yellow,  V2-scored)  contains 
meprobamate,  400  mg.;  PATHILON  tridihexethyl  chloride  25  mg. 
PATH  1 BAM  ATE-200  — Each  tablet  (yellow,  coated)  contains  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 

Ad  ministration  and  Dosage:  PATHIBAMATE-400  — 1 tablet  three  times  a day  at  mealtime 

and  2 tablets  at  bedtime. 

PATH  I BAM  ATE-200  — 1 or  2 tablets  three  times  a day  at 
mealtime  and  2 tablets  at  bedtime. 

Adjust  dosage  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction,  and  obstruction  of  the  urinary 
bladder  neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Announcing 


ACTIFED’  4. 

Decongestant  / Antihistamine 


provides  symptomatic  reiief  of 

nasai  congestion  and  rhinor- 

rhea  of  aiiergic  or  infectious 
■ ■ 

origin  Many  patients  whose  symptoms  are  inadequately  con- 
trolled by  decongestants  or  antihistamines  alone  respond  promptly  and 

favorably  to ‘ACTIFED’.  ineachtsp. 

‘ACTIFED’  contains:  Tablet  Syrup 

‘ActidiT®  brand  Triprolidine  Hydrochloride  2.5  mg.  1.25  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  60  mg.  30  mg. 


safe  and  effective  for  patients 
of  aii  ages  suffering  from 
respiratory  tract  congestion 


DOSAGE 


TABLETS 

SYRUP  (5  cc.  tsp.) 

Adults  and  older  children 

1 

2 

Children  4 months  to  6 years  of  age 

1 

> times 

Infants  through  3 months 

- 

1 daily 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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whenever  there  is  inflammation , 
swelling,  pain 

VARIDASE 

STREPTOKINASE-STREPTOOORNASe  LEOERLE 

BUCCAL““ 

conditions  for  a 
fast  comeback... 

as  in  acute 
hemorrhoids . . . 

SUNDAY,  9 A.M.:  VARIDASE  for  painful 
thrombotic  hemorrhoid.  2:30  P.M.:  pain 
greatly  reduced,  less  swelling  and 
inflammation. 

MONDAY:  size  down  to  small  tab;  acute 
inflammation  disappeared.* 

Varidase  activates  natural  fibrinolytic  factors, 
to  limit  undesirable  inflammatory  response 
and  speed  healing. 

Dramatic  reduction  of  pain  is  often  the  first 
sign  of  improvement;  swelling  and  redness 
rapidly  diminish.  Drugs  and  natural 
regenerative  factors  readily  penetrate  the 
inflammatory  barrier  to  effect  total  remission 
faster... in  trauma  or  infection. 

Varidase  Buccal  Tablets  contain: 

10,000  Units  Streptokinase,  2,500  Units  Strep todornase. 

Supplied:  Boxes  of  24  and  100  tablets 

*Peterman,  R.  A.:  Clinical  report  cited  with  permission. 

LEDERLE  LABORATORIES, 

a Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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EFFECTIVE  AND  WELL  TOLERATED 

in  depression  |j 

NIAMID  has  been  found  to  be  strikingly  effective  and  well  tolerated  in  a broad 
range  of  depressive  states  including  a wide  variety  of  the  milder  depressive 
syndromes,  as  well  as  the  masked  depression  so  frequently  seen  in  general 
practice.  These  syndromes  include : depression  associated  with  the  meno-  i 
pause,  postoperative  depressive  states  and  senile  depression ; depression  I 
accompanying  chronic  or  incurable  illness,  such  as  gastrointestinal  and 
cardiovascular  disorders  and  inoperable  cancer. 

in  angina  pectoris  j 

NIAMID,  in  intensive  clinical  tests,  has  proved  to  have  a high  degree  of  safety 
and  to  be  a valuable  adjunct  in  the  management  of  the  anginal  syndrome^ 
NIAMID  produces  striking  symptomatic  improvement  in  angina  patients  — 
markedly  reduces  the  pain,  severity  and  frequency  of  anginal  episodes, 
reduces  nitroglycerin  requirements,  and  provides  an  increased  sense  of  well- 
being. Since  dramatic  improvement  is  seen  in  some  patients,  it  is  wise  to 
advise  the  patient  against  overexertion  — his  disoi’der  still  holds  potential 
dangers  despite  relief  of  symptoms. 

DOSAGE:  Start  with  75  mg.  daily  in  single  or  divided  doses.  After  a week  or  more, 
adjust  the  dosage,  depending  upon  patient  response,  in  steps  of  one  or  one-half  25 
mg.  tablet.  Once  improvement  is  seen,  gradually  reduce  dosage  to  the  maintenance 
level.  Many  patients  respond  to  niamid  within  a few  days,  others  in  7 to  14  days. 
A few  patients  may  require  as  much  as  200  mg.  daily  over  a longer  period  of  time 
before  significant  improvement  is  seen. 

PRECAUTIONS:  Side  effects  are  infrequent  and  mild,  and  often  lessened  or  eliminated 
by  a reduction  in  dosage.  Hypotensive  effects  have  rarely  been  noted  and  no  jaundice 
or  other  evidence  of  liver  damage  has  been  reported  in  patients  receiving  niamid. 
However,  in  patients  with  a history  of  liver  disease,  the  possibility  of  hepatic  reac- 
tions should  be  kept  in  mind. 

SUPPLY;  NIAMID  is  available  as  25  mg.  (pink)  and  100  mg.  (orange)  scored  tablets. 

Already  clinically  proved  in  several  thousand  patients— 

Complete  references  and  a Professional  Infoi'mation  Booklet  giving  detailed  infor- 
mation on  NIAMID  are  available  on  request. 


(Pji^ 


Science  for  the  world’s  well-being 


*Traderaark  for  brand  of  nialamide 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


running  noses 

and  open  stuffed  noses  orally 


Triaminic 


the  leading  oral  nasal  decongestant 

. in  nasal  and  paranasal  congestion 
. in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract. 

safer  and  more  effective  than  topical  medication 

. systemic  transport  to  all  respiratory  membranes 

• provides  longer-lasting  relief 

. presents  no  problem  of  rebound  congestion 

• avoids  “nose  drop  addiction” 


Relief  with  Triaminic  is  prompt 
and  prolonged  because  of  this 
special  timed-release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours 


first  — the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then  — the  core  disintegrates 
to  give  3 to  4 more  hours 
of  relief 


Each  TRIAMINIC  Tablet  “provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  at  bedtime. 

References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112: 
259  (Dec.)  1957.  2.  Fabricant,  N.  D.:  E.E.N.T. 
Monthly  37:460  (July)  1958.  3.  Farmer,  D.  F,: 
Clin.  Med.  5:1183  (Sept.)  1958. 


TRIAMINIC  JUVELETS : Each  timed-release 
Juvelet  is  equivalent  in  formula  and  dosage  to 
one-half  of  a TRIAMINIC  tablet,  for  the  adult 
or  child  who  requires  only  half  strength  dosage. 

TRIAMINIC  SYRUP  is  recommended  for 
adults  and  children  who  prefer  liquid  medica- 
tion. Each  5 ml.  tsp.  is  equivalent  to  i/4  of  a 
Triaminic  Tablet.  Adults:  2 tsp.  3-4  times  a 
day;  children  6-12:  1 tsp.  3-4  times  a day; 
children  under  6:  in  proportion. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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relief  from 
tortiooliis  and 
anxiety  and 
tension  states 
with  . 


"fHE  FIRST.- TRUE 


TRANQUILAXANT 


Here  is  what  you  ean 
expect  when  you  prescrihe 


case  profile  no.  2840* 

A 55-year-old  man  complained  of  a pain- 
ful, very  stiff  neck  on  the  left  side.  There 
was  marked  muscle  spasm  that  seemed  to 
involve  primarily  the  trapezius  muscle.  He 
had  a severe  headache,  with  the  pain  radi- 
ating down  the  left  side  of  the  neck  to  the 
shoulder.  There  were  no  other  findings  on 
physical  examination  and  results  of  rou- 
tine laboratory  tests  were  normal. 
Trancopal  was  prescribed  in  a dosage  of 
200  mg.  q.i.d.  The  first  and  second  dose  of 
Trancopal  gave  only  moderate  relief.  How- 
ever, after  the  third  dose,  there  was  marked 
relief  of  the  stiffness  of  the  neck,  as  well 
as  the  headache  and  shoulder  pain. 

After  the  fourth  dose,  medication  was  grad- 
ually decreased  and  was  discontinued  on 
the  sixth  day.  One  week  later,  the  patient 
had  moderate  recurrence  of  the  torticollis, 
and  Trancopal  was  again  prescribed  in 
doses  of  200  mg.  q.i.d.  The  patient  obtained 
complete  relief  in  one  day  and  no  further 
treatment  was  required. 


i 


for  anxiety  and 
tension  states 


case  profile  no.  3382* 

A 35-year-old  woman,  a professional 
model,  had  an  acute,  severe  attack  of  anxi- 
ety. She  was  irrational  and  unable  to  eat, 
and  was  very  restless. 

Initial  medication  consisted  of  aspirin  with 
codeine  and  later  meprobamate.  Neither 
was  effective,  and  the  patient’s  condition 
became  worse.  She  had  to  be  hospitalized 
because  of  the  marked  anxiety.  Trancopal 
was  then  prescribed  in  a dosage  of  200  mg. 
q.i.d.,  in  addition  to  bed  rest. 

After  the  second  dose  of  200  mg.  of  Tran- 
copal, the  patient  became  calm  and  ra- 
tional, and  was  able  to  eat.  The  dosage  of 
Trancopal  was  gradually  reduced  to  100 
mg.  q.i.d.  on  the  fourth  hospital  day,  after 
which  the  patient  was  discharged  and  was 
able  to  return  to  her  normal  occupation. 

^Clinical  Reports  on  file  at  the  Department 
of  Medical  Research,  Winthrop  Laboratories. 


Turn  page  for  complete  listings  of  Indications  and  Dosage. 


THE  FIRST  TRUE  "TRANQUILAXANT" 


LABORATORIES 

New  York  18,  New  York 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarl 
reg.  U.S.  Pat.  Off.  Printed  in  U.S.A.  9-59  (1400M) 


potent  MUSCLE  RELAXANT 
effective  TRANQUILIZER 


Indications : 


“Chlormethazanone  [Trancopal]  not  only  relieved  painful 
muscle  spasm,  but  allowed  the  patients  to  resume  their  normal 
activities  with  no  interference  in  performance  of  either 
manual  or  intellectual  tasks.”^ 

“The  effect  of  this  preparation  in  these  cases  [skeletal 
muscle  spasm]  was  excellent  and  prompt . . .”3 

. . Trancopal  is  a most  valuable  drug  for  relieving 
tension,  apprehension  and  various  psychogenic  states.”^ 


Dosage : Adults,  100  or  200  mg.  orally  three  or  four  times 
daily.  Relief  of  symptoms  occurs  in  fifteen  to  thirty  minutes  and 
lasts  from  four  to  six  hours.  The  higher  dosage  is  recommended  for 
the  treatment  of  patients  in  the  acute  stages  of  painful 
musculospastic  conditions,  and  anxiety  and  tension  states. 
Children  (5  to  12  yrs.) , 50  mg.  three  or  four  times  daily. 


Supply ; 


Trancopal  Caplets® 

100  mg.  (peach  colored,  scored) , bottles  of  100. 


New 

strength 


Trancopal  Caplets 

200  mg.  (green  colored,  scored) , bottles  of  100. 


1.  Collective  Study,  Department  of  Medical  Research, 
Winthrop  Laboratories. 

2.  Lichtman,  A.  L.  (N.Y.  Polyclinic  M.  Sch.  & Hosp.): 
Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 

3.  Mullin,  W.  G.,  and  Epifano,  Leonard  (Long  Island  College 
Hosp.):  Am.  Pract.  & Digest  Treat.  To  be  published. 

4.  Ganz,  S.  E.  (New York,  N.  Y.):  J.  Indiana  M.  A.  52:1134, 
July,  1959. 


Musculoskeletal  ^ 

Neck  pain  (torticollis,  etc.) 

Low  back  pain  (lumbago,  etc.) 
Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Disc  syndrome 
Fibrositis 

Ankle  sprain,  tennis  elbow,  etc. 
Myositis 

Postoperative  muscle  spasm 


Psychogenic^ 

Anxiety  and  tension  states 
Dysmenorrhea 
Premenstrual  tension 


Asthma 


Angina  pectoris 
Alcoholism 


T ranslumbar  cont.  from  page  75 


"Now  quit  kicking  . . . you  broke,  your  own  leg 
and  I had  to  use  what  was  available  as  a splint!" 


'"Koszewski,  Bohdan  J.;  Reedy,  William  J.,  and  Iwerson, 
Frank:  Sudden  Death  Due  to  Translumbar  Aortography.  Ann. 
Int.  Med.,  48:902,  1958. 

"Reedy,  William  J.;  Koszewski,  Bohdan,  and  Murphy,  Paul: 
Evaluation  of  Aortic  Occlusion  of  Aortography.  Ann.  Int. 
Med.,  February,  1956,  pp.  283-290. 

’=Elliott,  Robert  V.,  and  Peck,  Mordant  E.:  Thrombotic  Occlu- 
sion of  the  Aorta  as  Demonstrated  by  Translumbar  Aorto- 
grams.  J.A.M.A.,  143:426-431,  1952. 

’’deWolfe,  Victor  G.;  LeFevre,  Fay  A.;  Humphries,  Alfred  W.; 
Shaw,  Malin  B.,  and  Phalen,  George  S.:  Intermittent  Claudi- 
cation of  the  Hip  and  the  Syndrome  of  Chronic  Aorto-Iliac 
Thrombosis.  Circ.,  9:1,  1954. 

'^Lanier,  Raymond  R.;  Elliott,  Robert  V.,  and  Levine,  Morris 
H. : Aortography  in  Roentgen  Diagnosis.  Rocky  Mtn.  Med.  J., 
49:427,  1952. 

"Koszewski,  B.  J.,  and  Reedy,  W.  J. : Diagnostic  Value  of 
Translumbar  Aortography.  Circulation,  16:120,  1957. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  have.  In  busi- 
ness since  1 906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


serving  the  hard  of  hearing 

— ^iwa.1^6  the  iatedt  deueiopmentd  in  hearing  aids 

Friendly  dependable  service. 

Complete  modern  testing  with  Puretone  and  speech  audiometers 

Two  offices 

413  16th  Street,  Denver 

between  Glenarm  and  Tremont  Places 

MAin  3-1920 

8 West  Ellsworth,  Denver 

for  your  convenience 

RAce  2-4551 

Picker  X-Ray,  Rocky  Mountain,  Inc. 

1207  East  Thirteenth  Ave. — Tel.  AComa  2-7075 

Denver  1 8,  Colorado 

EMERY  L.  GRAY, 
Vice  President 

Salt  Lake  City,  Utah 

WM.  J.  BETTS 

J.  K.  DUNN 

D.  JOHNSON 

R.  S.  Cook,  678  South  5th  East  Street,  ELgin  9-9871 

T.  LARSH 

L.  QUINLISK 
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New  York  17,  N.  Y. 

Division,  Chas.-  Pfizer  & Co.,  Inc.  - 
Science  for  the  World's  Well-Bemg 


Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’ -10  Studies  performed  in  conjunction  with 
gastrectomy-*' ^ and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between 
rugae.  Reactions  varying  from  mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.^  '*  * This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer.-* 


CALURIN  is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 


high  solubility  forestalls  gastric  Irritation  or  damage 


Regular  aspirin  crystals  24  hours  Calurin  crystals  in  solution  one  min- 

after  being  mixed  into  water.  ute  after  being  mixed  into  water. 


CALURIN 

STABLE  SOLUBLE  CALC  I U M -ACETYLS  ALIGVL.ATE-CAR  BAM  I D E 


Particle-induced  ulceration  — section  through 
lesion  found  in  gastrectomy  specimen.  An  aspirin 
particle  was  found  firmly  imbedded  in  this  under- 
mined erosion.  Such  lesions  may  be  associated 
with  the  relative  insolubility  of  aspirin,  which 
remains  in  particulate  form  after  dispersion  in 
gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  avail- 
able for  absorption  into  the  systemic  circulation. 
Salicylate  blood  levels  in  12  subjects  receiving 
both  Calurin  and  plain  aspirin  were  found  to  rise 
more  than  twice  as  high  within  ten  minutes  fol- 
lowing Calurin.  Also,  these  levels  persisted 
higher  for  at  least  two  hours.” 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 

1 High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage 
is  of  special  importance  in  arthritis  and  other  conditions  requiring 
high-dosage,  long-term  therapy. 

2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic, 
anti-pyretic,  anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

4 Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if 
desired  — an  advantage  for  patients  requiring  aspirin  administration 
during  the  night  and  for  pediatric  patients. 


Dosage:  Each  tablet  of  Calurin  is  equivalent  to  300 
mg.  (5  gr.)  of  acetylsalicylic  acid.  For  relief  of  pain 
and  fever  in  adult  patients,  the  usual  dose  of  Calurin 
is  1 to  3 tablets  every  4 hours,  as  needed;  in  arthritic 
states,  2 or  3 tablets  3 or  4 times  daily;  in  rheumatic 


fever,  3 to  5 tablets  4 or  5 times  daily.  For  children 
over  6 years,  the  usual  dose  is  1 tablet  every  4 hours; 
for  children  3 to  6 years,  Va  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES:  1.  Waterson,  A.  P.:  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott, 

G.  A.  M.:  Gastroscopic  observation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach.  Lancet  2:1222,  1938. 
3.  Editorial  Comments:  The  effect  of  acetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir, 
A.,  and  Cossar,  I.  A.:  Aspirin  and  ulcer,  Brit.  M.  J.  2:7,  1955.  5.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet 
1:539,  1959.  6.  Schneider,  E.  M.;  Aspirin  as  a gastric  irritant.  Gastroenterology  33:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff, 

H. :  Salicylate  therapy  in  rheumatic  diseases,  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco,  Calif.,  June,  1958.  8.  Batter- 

man,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.:  Laboratory 
and  clinical  studies  with  buffered  and  nonbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin 
plain  and  buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of 
acetylsalicylic  acid  or  calcium  acetylsalicylate  to  human  subjects.  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharma- 
cology, Geo.  Washington  Univ.  School  of  Medicine,  Washington,  D.  C.,  Sept.  5,  1958.  *tbadem»rk 


SMITH -DORSEV  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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International  College  of  Surgeons 

The  Second  Western  Regional  Meeting  of  the 
International  College  of  Surgeons  is  to  be  held  in 
Las  Vegas  this  November.  An  excellent  scientific 
program  is  being  planned  with  many  outstanding 
speakers,  as  well  as  ample  opportunity  for  social 
advantages  and  entertainment  which  Las  Vegas 
offers. 

Registration,  Sunday,  November  22.  Scientific 
Meeting,  Monday  and  Tuesday,  November  23  and 
24,  Stardust  Hotel.  Registration  $35.00,  including 
banquet  and  cocktails.  (There  is  no  registration 
fee  for  interns  and  residents.) 

Hotel  reservations  are  to  be  made  directly  to 
the  hotel.  For  further  information  concerning  this 
meeting,  contact  F.  M.  Turnbull,  Jr.,  M.D.,  1930 
Wilshire  Blvd.,  Los  Angeles  57,  California. 


Omaha  Mid-West  Clinical  Society 

The  Twenty-Seventh  Annual  Assembly  of  the 
Omaha  Mid-West  Clinical  Society  will  be  held 
November  2,  3,  4,  5,  1959,  at  Civic  Auditorium, 
Omaha,  Nebraska. 

The  Assembly  consists  of  four  full  days  of 
postgraduate  study  presented  under  sponsorship 
of  Creighton  University  School  of  Medicine,  Uni- 
versity of  Nebraska  College  of  Medicine,  and  Ne- 
braska Chapter  of  the  American  Academy  of 
General  Practice  . . . approved  for  Category  I 


credit.  It  includes  32  lectures  by  faculty  members 
of  Creighton  and  Nebraska  Colleges  of  Medicine 
and  features  11  guest  speakers  of  national  repute. 

Panel  discussions  will  cover:  Antibiotics — com- 
plications of  indiscriminate  use;  shock — resuscita- 
tion and  first  aid  survival  management;  common 
fractures;  and  a symposium,  “This  Is  What’s 
New!” 


"I  don't  have  to  go  to  school,  Mrs.  Wright, 
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International  College  of  Surgeons 

The  Mid-Atlantic  Meeting  of  the  International 
College  of  Surgeons  will  be  held  at  the  Home- 
stead Hotel,  Hot  Springs,  Virginia,  on  November 
16,  17  and  18.  The  profession  is  cordially  invited 
to  attend. 


Ophthalmology  courses  offered 

The  New  York  University  Postgraduate  Medi- 
cal School  offers  the  following  courses  in  ophthal- 
mology starting  in  November. 

Ophthalmic  Plastic  Surgery  for  Specialists  will 
be  a part-time  course  of  five  days’  duration,  2 to 
5 p.m.,  November  16  through  20,  1959.  It  covers 
the  essentials  of  ophthalmic  plastic  surgery  for 
the  practicing  ophthalmologist.  Special  emphasis 
is  laid  on  the  more  common  fundamental  pro- 
cedures peculiar  to  lid  surgery.  Given  under  the 
direction  of  Dr.  Sidney  A.  Fox. 

Surgery  of  the  Cornea  will  be  a full-time 
course  of  five  days’  duration,  November  30  through 
December  4,  1959.  Designed  to  offer  thorough 


coverage  of  current  concepts  and  practices  in  the 
field  of  corneal  surgery.  Opportunity  is  provided 
to  perform  surgical  procedures  on  animal  eyes. 
Given  under  the  direction  of  Dr.  Ramon  Castro- 
viejo. 

Ocular  manifestations  of  the  chronic 
renal  tubular  insufficiency  syndromes 

It  is  now  possible  to  explain  the  association  of 
certain  conspicuous  types  of  ocular  disorder  with 
insufficient  renal  tubular  reabsorption.  Three  such 
disorders  are  Lowe’s  cerebro-ocular  syndrome 
(congenital  or  early  infantile  cataract  with  hy- 
drophthalmos),  pseudohypoparathyroidism,  and 
Fanconi’s  syndrome  (vitamin  D-refractory  rickets 
with  other  extensive  metabolic  disturbances).  A 
case  of  Lowe’s  syndrome  in  a boy-baby  3 months 
old  is  described  with  emphasis  on  the  ocular  and 
urinary  findings.  Pseudohypoparathyroidism  was 
observed  in  a man  aged  39  who  had  always  been 
confined  either  to  his  home  or  to  an  institution 
because  of  profound  mental  and  physical  defi- 
ciencies including  progressive  impairment  of 
vision.  In  Fanconi’s  syndrome  (not  illustrated) 
cysteine  crystals  appear  in  the  conjunctiva  and 
cornea.  These  disorders  are  readily  understood 
when  it  is  considered  that  renal  tubular  reabsorp- 
tion concerns  the  phosphates,  amino  acids,  and 
basic  elements.  They  are  important  to  the  oph- 
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thalmologist  because  the  characteristic  findings 
enable  him  to  contribute  valuable  diagnostic  in- 
formation to  the  internist  and  others  concerned 
in  the  treatment  of  these  severe  derangements  of 
metabolism.  Exact  diagnosis  is  essential  not  only 
for  effective  treatment  but  also  for  counselling 
families  in  which  these  derangements  occur. 

— Harold  F.  Falls:  A.M.A.  Arch.  Ophth.  62:188- 
195  (Aug.)  1959. 


Practice  of  surgery  in  a 
neuropsychiatric  hospital 

Psychotic  patients  present  special  difficulties 
in  both  diagnosis  and  treatment,  yet  13  years  of 
experience  in  a neuropsychiatric  veterans  hospital 
have  shown  that  the  presence  of  a psychosis  does 
not  alter  the  physical  signs  of  disease  and  does 
not  preclude  the  obtaining  of  a medical  history 
or  the  administration  of  modern  therapy.  In  sur- 
gical cases,  preoperative  management  includes  due 
preparation  for  all  the  experiences  in  the  operat- 
ing room;  consent  to  operation  has  been  refused 
only  in  extremely  rare  instances,  and  it  is  no 
longer  necessary  to  struggle  with  patients  to  get 
them  anesthetized.  When  the  cooperation  of  a 
patient  is  needed  for  operations  under  local  an- 
esthesia, preoperative  medication  generally  should 
be  minimal.  The  postoperative  course  is  usually 
uneventful,  but  it  is  necessary  to  remember  that 
the  psychotic  patient  seldom  complains  of  pain, 
is  not  likely  to  be  careful  with  tubes  and  catheters, 
cannot  be  counted  upon  to  cough  up  secretions, 
and  may  attempt  ambulation  too  soon.  The  psy- 
chiatric behavior  of  the  patient  is  especially  im- 
portant in  orthopedic  surgery  because  splints, 
casts,  and  traction  apparatus  may  be  tampered 
with  or  misused  as  lethal  weapons  by  assaultive 
or  suicidal  patients.  Trusses,  braces,  colostomy 
bags,  and  ambulatory  urinals  are  unsuitable  for 
most  psychotic  patients,  and  with  patients  poten- 
tially suicidal  the  triangular  bandage,  the  elastic 
bandage,  lengths  of  roller  bandage  or  adhesive 
tape,  as  well  as  clips  or  safety  pins,  must  be 
avoided.  Difficulties  with  urination  and  defecation 
have  frequently  been  found  to  be  an  expression 
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of  the  psychosis  itself,  but  the  two  functions  inter- 
fere with  each  other  in  the  sense  that  a greatly 
distended  bladder  has  at  times  been  found  to 
prevent  evacuation  while  in  other  cases  fecal 
masses  in  patients  with  megacolon  have  caused 
urinary  retention.  Cataract  extractions  have  been 
successful  in  19  psychotic  patients,  with  definite 
changes  for  the  better  in  10  patients  whose  im- 
proved vision  greatly  increased  their  capacity  for 
self-care.  The  presence  of  a full-time  surgeon  in 
a neuropsychiatric  hospital  has  been  shown  to 
result  in  a low  surgical  mortality  rate;  it  also  is 
reassuring  to  the  patients  and  their  families. 

— Walter  E.  Marchand:  A.M.A.  Arch.  Gen. 
Psychiat.  1:123-131  (Aug.)  1959. 


Acute  dissecting  aneurysm 
of  the  aorta 

Surgical  correction  of  dissecting  aneurysm  of 
the  aorta  is  now  possible.  The  exact  diagnosis  of 
this  condition  is  therefore  more  important  than 
ever.  The  histories  of  11  patients  who  underwent 
surgery  have  been  analyzed  in  order  to  identify 
retrospectively  the  symptoms  and  findings  most 
valuable  in  establishing  the  diagnosis.  The  most 
important  was  a history  of  very  severe  pain  which 
usually  radiated  to  the  back  and  frequently  moved 
from  its  original  location  to  another  area;  it  was 
more  severe  than  the  pain  of  myocardial  infarction 
and  particularly  significant  in  the  absence  of 
electrocardiographic  abnormalities.  Roentgeno- 
grams were  of  critical  importance  in  nine  of  the 
11  cases,  especially  in  one  instance  when  the 
aortogram  showed  a double-barreled  lumen.  A 
difference  in  the  peripheral  pulses  was  present  in 
six  cases.  Systolic  murmur,  abdominal  bruit,  and 
an  abdominal  mass  occurred  in  less  than  half  of 
the  cases,  but  were  helpful  diagnostic  points  when 
they  did  occur.  Four  of  the  11  patients  survived 
surgery  and  did  well  after  operation.  Although 
the  mortality  in  this  series  was  high,  the  risks  of 
allowing  acute  dissecting  aneurysm  to  go  un- 
treated are  so  great  that  the  authors  advise  prompt 
operation  as  soon  as  diagnosis  is  established. 

— Julian  R.  Beckwith,  William  H.  Muller,  W. 
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Dean  Warren,  and  J.  Edwin  Wood,  Jr.:  A.M.A. 
Arch.  Int.  Med.  104:217-225  (Aug.)  1959. 


I':;-'.,  • 


Clinical  significance  of  a 
lump  in  the  throat 

The  sensation  of  a lump  in  the  throat  is  a 
common  complaint  and  is  generally  treated  lightly, 
but  to  assume  that  it  is  purely  functional  without 
due  examination  in  a given  case  is  dangerous. 
The  emotional  lump  in  the  throat  is  probably  a 
spasm  of  the  cricopharyngeus  muscle,  which  is 
the  lowermost  portion  of  the  m.  constrictor  pha- 
ryngis  inferior  and  serves  normally  as  the  sphinc- 
ter of  the  esophagus.  The  lump  which  moves  up 
and  down  commonly  represents  the  results  of 
inflammation  of  the  nasopharyngeal  mucosa  after 
influenza.  The  lump  with  aching  is  most  often 
found  in  women  and  is  associated  with  hypo- 
thyroidism. In  the  case  presented,  however,  a 
lump  that  had  been  assumed  at  first  to  be  func- 
tional in  origin  and  later  ascribed  to  chronic 
lingual  tonsillitis,  was  ultimately  found  to  be  a 
squamous-cell  carcinoma  on  the  tongue  at  the 
level  of  the  tip  of  the  epiglottis.  The  discomfort 
connected  wtih  pharyngitis  is  not  necessarily  pro- 
portional to  the  extent  of  the  pathological  changes 
found  on  examination.  The  temptation  to  explain 
a lump  in  the  throat  as  a form  of  neurosis  should 
be  resisted,  and  the  physician  should  use  all  the 
means  at  his  disposal  to  make  a diagnosis  and  give 
appropriate  treatment. 

— G.  Edward  Tremble:  A.M.A.  Arch.  Otolaryng. 
70:157-165  (Aug.)  1959. 
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THE 

BOOK  CORNER 


New  hooks  received 


concisely  discusses  the  plasma  proteins  of  more 
recent  discovery  and  interest,  with  their  promise 
of  aid  and  enlightenment  in  diagnosis  and  treat- 
ment of  presently  poorly  understood  clinical  en- 
tities. The  author  is  to  be  commended  for  present- 
ing to  the  busy  practitioner  a remarkably  complete 
review  of  the  present  knowledge  of  the  plasma 
proteins.  g_ 


New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

The  Mouth;  Its  Clinical  Appraisal:  By  A.  B.  Riffle,  D.D.S. 
Philadelphia,  J.  B.  Lippincott  Co..  1953.  118  p.  Price:  $3.50. 

Ciba  Foundation  Symposium:  Carcinogenesis;  Mechanisms  of 
.'Vction.  Boston,  Little,  Brown  & Co.,  1959.  336  p.  Price;  $9.50. 

Ciba  Foundation  Symposium:  Regulation  of  Cell  Metabolism. 
Boston,  Little,  Brown  & Co.,  1959.  337  p.  Price;  $9.50. 

The  Surgeon  and  the  Child:  By  Willis  J.  Potts,  M.D.  Phila., 
W.  B.  Saunders  Co.,  1959.  255  p.  Price:  $7.59. 

Anesthesia  lor  Infants  and  Children:  By  Robert  M.  Smith, 
M.D.  St.  Louis,  C.  V.  Mosby  Co.,  1959.  418  p.  Price:  $12.00. 

The  Care  of  Minor  Hand  Injuries;  By  Adrian  E.  Flatt,  M.A., 
M.D.  St.  Louis,  C.  V.  Moby  Co.,  1959.  266  p.  Price:  $9.50. 

Molecules  and  Mental  Health:  Edited  by  F.  A.  Gibbs,  M.D. 
Phila.,  J.  B.  Lippincott  Co.,  1959.  189  p.  Price:  $4.75. 

Principles  of  Disability  Evaluation:  By  Wilmer  Cauthorn 
Smith,  M.D.  Phila.,  J.  B.  Lippincott  Co.,  1959.  210  p.  Price: 
$7.00. 

Synopsis  of  Ear,  Nose  and  Throat  Diseases:  By  R.  E.  Ryan 
W.  C.  Thornell,  and  Hans  von  Leden.  St.  Louis,  C.  V.  Mosb.v 
Co.,  1959.  383  p.  Price:  $6.75. 

Synopsis  of  Ophthalmology:  By  William  H.  Havener,  M.D. 
St.  Louis,  C.  V.  Mosby  Co.,  1959.  288  p.  Price:  $6.75. 

When  a Family  Faces  Cancer:  By  Elizabeth  Ogg.  Public 
Affairs  Pamphlet  No.  286.  1959.  28  p.  Price:  25  cents. 


Book  reviews 

The  Plasma  Proteins:  Clinical  Significance:  By  Paul  G.  Weil, 
M.D.  Phila.,  J.  B.  Lippincott  Co.,  1959.  133  p.  Price;  ,$3.50. 

This  monograph  on  the  plasma  proteins  and 
their  clinical  significance  is  a very  condensed 
review  of  a very  broad  subject,  and  places  at  the 
disposal  of  the  practitioner  and  the  student  a very 
digested  but  easily  read  summary.  In  addition  to 
reviewing  the  origin,  properties  and  function  of 
the  plasma  proteins,  the  author  very  rapidly  but 
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Gynecologic  Radiography;  By  Jean  Dalsace,  M.D.,  and  J. 
Garcia-Calderon,  M.D.,  with  foreword  by  I.  C.  Rubin,  M.D. 
Switzerland,  Hoeber-Harper,  1959.  Price:  $8.00. 

This  book  is  a comprehensive  treatise  on  the 
technic  and  application  of  hysterosalpingography 
and  includes  chapters  on  uterine  development, 
normal  radiographic  uterine  anatomy  and  its  vari- 
ations as  well  as  congenital  malformations. 

The  more  important  chapters  include  the  use 
of  hysterosalpingography  in  diagnosis  of  obstruc- 
tion and  stenosis  of  the  fallopian  tubes,  diagnosis 
of  intrauterine  synechiae  (Asherman’s  syndrome) 
and  fistulas. 

The  authors’  experience  also  includes  the  use 
of  the  technic  in  diagnosis  of  fibroids  and  polyps, 
hyperplasia  of  the  endometrium,  cervical  and 
endometrial  carcinoma  and  uterotubal  tubercu- 
losis. Some  of  their  films  showing  retrograde  in-, 
jection  of  the  contrast  material  into  the  uterine 
veins  and  pelvic  lymphatics  would  raise  question 
to  the  use  of  hysterosalpingography  in  the  diag- 
nosis of  malignant  disease  where  dissemination 
may  be  provoked. 

The  book  also  includes  a chapter  on  radi- 
ography of  the  breast. 

Although  this  book  will  have  a very  limited 
audience,  it  should  be  on  the  shelf  of  every 
radiologist  and  gynecologist  doing  hysterosalping- 
ography. g L.  p. 

Long-Term  Illness;  Management  of  the  Chronically  III  Patient: 
Edited  by  Michael  G.  Wohl,  M.D.,  F.A.C.P.,  with  the  collab- 
oration of  79  contributing  authorities.  Phila.,  W.  B.  Saunders 
Co.,  1959.  748  p.  Price;  $17.00. 

Nearly  all  doctors  are  faced  with  the  difficult 
problem  of  treating  the  chronically  ill  patient. 
This  excellent  book  has  collected  the  expert 
knowledge  of  many  well  known  physicians,  and 
some  very  qualified  persons  in  related  fields  of 
medicine,  in  an  attempt  to  improve  our  approach 
to  the  treatment  of  chronic  diseases.  This  book  is 
of  value  to  all  types  of  practicing  physicians,  and 
would  also  be  excellent  for  medical  students. 

The  book  is  divided  into  two  parts,  the  first 
dealing  with  general  principles  of  hospital  and 
home  care,  rehabilitation,  psychologic  problems, 
and  nursing  procedures  in  the  chronically  ill.  The 
second  part  deals  with  treatment  of  specific 
diseases,  with  emphasis  on  the  psychologic  ap- 
proach to  the  illness,  and  drug  values  and  dosages 
in  the  various  diseases. 

This  book  is  an  excellent  addition  to  the  field 
of  chronic  diseases,  and  would  be  of  value  to  any- 
body involved  in  the  treatment  of  these  diseases. 

R.  L.  Harvey,  M.D. 
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The  Colorado  State  Medical  Society 

Midwinter  Clinical  Session,  February  16-19,  1960 
Denver 

President:  John  L.  McDonald  (Chairman  of  the  Board),  Colo- 
rado Springs. 

President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand  (Vice  Chairman  of  the  Board), 
La  Junta. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Additional  Trustees:  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R. 
Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley,  1961;  Carl 
H.  McLauthlin,  Denver,  1962. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1960) ; E.  H.  Munro,  Grand 
Junction,  1961;  (Alternate,  Harlan  E.  McClure,  1961);  I.  E. 
Hendryson,  Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont, 
1961). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  telephone  AComa  2-0547. 

Montana  Medical  Association 

Annual  Meeting,  September  15-17,  1960 
Bozeman 

President:  Leonard  W.  Brewer,  Missoula. 

President-elect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Lindstrom,  Helena. 
Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Leonard  W.  Brewer,  Missoula;  Raymond 
F.  Peterson,  Butte;  Everett  H.  Lindstrom,  Helena;  W.  E. 
Harris,  Livington;  Jess  T.  Schwidde,  Billings;  John  A.  Layne, 
Great  Falls;  Herbert  T.  Caraway,  Billings. 

Delegate  to  American  Medical  Association;  Paul  J.  Gans, 
Lewiston:  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Bil- 
lings; telephone  9-2585. 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request 


Nevada  State  Medical  Association 

Annual  Meeting,  1960,  Las  Vegas 

(Dates  to  be  announced)  ' 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  HI,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno:  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack. 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno; 
telephone  FA.  3-6788. 

New  Mexico  Medical  Society 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 

Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 

Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 

The  Utah  State  Medical  Association 

Annual  Session,  September  14-16,  1960  \ 

Salt  Lake  City 

President:  I.  Bruce  McQuarrie,  Ogden. 

President-elect:  Wallace  S.  Brooke,  Salt  Lake  City.  ; 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County, 
1960,  A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford 
Rees,  Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt 
Lake  City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar 
City;  Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber 
County,  1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E. 
Jorgenson,  Provo. 

Executive  Committee:  I.  Bruce  McQuarrie,  Ogden;  U.  R. 
Bryner,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City; 

J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dalrymple, 
Salt  Lake  City.  j 

Delegate  to  American  Medical  Association:  Kenneth  B.  { 
Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden.  | 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  Street,  Salt  Lake  City  2;  telephone  EL.  5-7477. 

The  Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  Frederick  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie:  Carbon 
County,  Guy  M.  Halsey,  Rawlins;  Converse  County,  Roman 
J.  Zwalsh,  Glenrock;  Fremont  County,  Bernard  D.  Stack, 
Riverton;  Goshen  County,  O.  C.  Reed,  Torrington;  Laramie 
County,  S.  J.  Giovale,  Cheyenne:  Natrona  County,  Frederick 
H.  Haigler,  Casper;  Sheridan  County,  Ralph  Arnold,  Sheridan: 
Sweetwater  County,  R.  C.  Stratton,  Green  River;  Teton  I 
County,  Vacancy;  Uinta  County,  J.  S.  Hellewell,  Evanston: 
Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle;  Northwest  '• 
Wyoming,  John  H.  Froyd,  Worland. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Chey-  r 
enne;  telephone  2-5525.  , 
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Ell  PiKILLIII: 
COHPOlllLlir-VK 


Potassium  Penicillin  V 


SEALEO  TABLETS,  ABBOTT. 


Supplied:  CompocilUn-VK  Filmtabs, 
125  mg.  (200,000  units),  bottles  of 
50  and  100;  250  mg.  (400,000  units), 
bottles  of  25  and  100.  Compocillin- 
VK  Granules  for  Oral  Solution  come 
in  40-cc.  and  80-cc.  bottles.  When 
reconstituted,  each  5-cc.  teaspoonful 
represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 


in  tiny,  easy-to-sioalloio  Filmtahs®  in  tasty,  cherry -flavored  Oral  Sohdion 
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EXCELLENT,  completely  furnished  physician’s  office 
for  rent,  3705  East  Colfax,  Denver.  Includes  light, 
telephone,  and  receptionist  service.  Surgeon  preferred. 
DE.  3-4203.  8-1 


PHARMACIST  desires  to  open  professional  pharmacy 
with  a group  of  doctors  in  a clinic  or  medical  center. 
Write  Robert  R.  McCauley,  2403  No.  Sherman,  Grand 
Island,  Nebraska.  9-13 


EXPERIENCED,  well  trained  ophthalmologist  wants 
to  relocate  in  Montana  and  seeks  desirable  location, 
association  or  opportunity  to  take  over  established 
eye-practice.  Reply  Box  9-3,  Rocky  Mountain  Medical 
Journal,  835  Republic  Building,  Denver  2,  Colo.  9-3 


FOR  MEDICAL  MEN 


now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


RELIABLE  DRUGGI 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood  and 
Metropolitan  Denver 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


SEV^ERAL  OPPORTUNITIES  for  general  practitioners 
or  specialists  wanting  group  or  solo  practice  in  the 
Denver  area.  New  or  established  offices  near  hospital 
facilities.  Address  inquiries  to  Box  lU-12,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Building,  Denver  2, 
Colorado.  lU-12 


OFFICE  SPACE  AVAILABLE  in  Wheat  Ridge.  Beau- 
tiful, modern,  new  professional  building  with  indi- 
vidual air  conditioning  at  4455  Harlan  Street.  Off- 
street  parking.  Doctor  needed  in  area.  Phone  Mrs.  J. 
Benallo  at  HA.  4-7384  or  write  6495  W.  41st  Avenue, 
Wheat  Ridge,  Colorado.  • 10-23 


ATTRACTIVE  OFFICE  for  rent.  Partially  furnished 
if  desired,  good  terms.  407  Professional  Arts  Build- 
ing, E.  Colfax  at  Lafayette.  Call  M.  Abelman,  M.D., 
ALpine  5-4030.  lOTF 


PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITP 


GENERAL  PRACTITIONER  WANTED:  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana.  34TF 


FOR  SALE:  Modern  Medical  Clinic,  fully  equipped. 

Good  location.  Modern  35  bed  hospital  three  blocks 
away.  Practice  well  established.  Asking  price  same 
as  gross  for  one  year.  Gross,  f40,000  cash  last  eight 
months.  Buyer  should  do  major  surgery.  New  ultra 
modern  brick  home  also  for  sale.  Write  Box  5-lTF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  Shown  by  appointment.  5-ltf 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.  O.  Box  188, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


VACANT  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


PHYSICIAN  needed  to  become  associated  with  a group 
in  a central  Wyoming  city.  Prefer  physician  with 
some  special  training  in  Internal  medicine.  Write: 
Box  8-33,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Building,  Denver  2,  Colorado.  8-33 


EXELLENT  OPPORTUNITY.  Ophthalmologist  or 
E.E.N.T.  Suburb  of  Los  Angeles.  Rent  or  buy  modern 
medical  building.  Fine  apartment,  rear.  Write:  Paul 
V.  Jameson,  M.D.,  1405  East  21st  South  Street,  Salt 
Lake  City  5,  Utah.  8-43 


OFFICE  SPACE  AVAILABLE  in  modern  professional 
building  in  Pueblo,  Colorado.  Excellent  location  and 
opportunity  for  general  practitioner  or  specialist  in 
this  rapidly  growing  city.  Approximately  650  sq.  ft. 
available  which  is  air  conditioned.  Call  or  write  John 
I’.  Hruby,  D.D.S.,  129  Colorado  Avenue,  Pueblo,  Colo- 
rado. 8-3 


diDwdlj^ 

Registered  Trade  Mark 


BOB'S  PLACE 

A Bob  Cat  for  Service 


TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


Trade  Mark 
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Albuquerque,  New  Mexico  Telephone  DI  4-3273 


For  the  care  and  treatment  of 

Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


patients  with  nervous  or  mental  disorders. 

I John  W.  Myeks,  m.d.,  Medical  Director 
( Alan  Jacobson,  m.d.,  Psychiatrist 
Fred  W.  Langner,  m.d..  Psychiatrist 
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new 

an  antihistamine 
that  is  an  antihistamine 
-not  a somnifacient 


drowsiness  (other  side  effects)  rare . . . relief  prompt . . . toxicity  low 

Investigators  cite  this  new  antihistamine’s  lack  of  side  effects,  its  speed  of  action  and  its  excellent  tolerance. 
Nineteen  investigators  have  treated  over  800  patients  with  ALLERCUR.  In  297  recent  cases,  91%  were  side- 
effect-free.  ALLERCUR  is  supplied  in  bottles  of  100  scored  tablets,  each  containing  20  mg.  Clemizole  HCl. 
Average  dose  is  2 to  4 tablets  daily. 


\ 


when  allergies  occur 


(Clemizole  HC!) 

New  York  17,  Neiv  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being 

’^Trademark  Bibliography  available  on  request. 
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*ln  selecting  the  antibiotic  of  choice  for  treating  urinary  pathogens,  in  vitro  testing  is  essential.”^ 
Numerous  studies^-^  attest  the  wide  antibacterial  activity  of  CHLOROMYCETIN— .often  effective 
against  organisms  which  are  resistant  to  the  other  broad-spectrum  antibiotics.”^  For  example;  “...it 
often  provides  a means  of  controlling  infections  due  to  such  resistant  organisms  as  Proteus.”^ 

“B.  proteus  exhibits  a greater  sensitivity  to  chloramphenicol  than  to  other  antibiotics,”  according  to 
one  investigator.'^  Another  reported:  “Proteus  bacilli  are  often  drug  resistant,  but  significant  activity 
against  them  is  exhibited  by  chloramphenicol....”^  In  the  latter  study,  CHLOROMYCETIN  “...showed 
the  greatest  activity  among  the  agents  tested  against  E.  coli,  A.  aerogenes,  and  Proteus  species.”^ 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  (1)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957.  (2)  Suter,  L.  S.,  & Ulrich,  E.  W:  Antibiotics  ir 
Chemother.  9:38,  1959.  (3)  Murphy,  J.  J.,  & Rattner,  W.  H.:  J.A.M.A.  166:616,  1958.  (4)  Rhoads,  E S.:  Postgrad.  Med.  21:563,  1957. 
(5)  Horton,  B.  E,  & Knight,  V.:  J.  Tennessee  M.  A.  48:367,  1955.  (6)  Seneca,  H.:  Am.  Tract,  ir  Digest  Treat.  10:622,  1959.  (7)  Hall, 
W.  H.:  M.  Clin.  North  America  43:191,  1959.  (8)  Seneca.  H.,  et  at:  J.  Urol  81:324,  1959.  (9)  Wolfsohn,  A.  W.;  Connecticut  Med. 
22:769,  1958. 
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IN  VITRO  SENSITIVITY  OF  PROTEUS  SPECIES 
TO  CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS’^ 


168  strains 

202  strains 

191  strains 

187  strains 

185  strains 


•Adapted  from  Suter  & Ulrich.- 

These  antibiotics  were  tested  by  the  tube  dilution  method,  using  a 
concentration  of  12.5  meg/ ml.  The  percentages  represent  the  total  number 
of  sensitive  strains  found  in  five  Proteus  species. 


PARKE,  DAVIS  & COMPANY  • Detroit  32,  michioan 


EDITORIAL  BOARD 


ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

Title  Registered  U.  S.  Patent  Office 

Publication  Office 

835  Republic  Building  (1612  Tremont  Place), 
Denver  2,  Colorado 
Telephone  AComa  2-0547 


Table  of  Contents 

November  1959,  Volume  56,  Number  11 

A medical  potpourri,  Andrew  M.  Babe^  M.D., 
Las  Cruces,  New  Mexico,  6 

Shadow  or  substance,  Marcus  J.  Smith,  M.D., 
Santa  Fe,  New  Mexico,  82 

Editorials 

New  perspective,  45 

The  surgical  conscience,  45 

WGO  lists  meetings  of  note,  46 

The  federal  employees  benefit  program,  46 

Articles 

Presidential  address,  John  L.  McDonald, 
Colorado  Springs,  47 

Glomus  tumor  of  the  leg,  W.  E.  Hess,  M.D., 
Salt  Lake  City,  51 

Immediate  postoperative  problems, 

Charles  B.  McCrory,  M.D., 

Denver,  53 

Medical  malpractice  in  Colorado, 

Jim  R.  Carrigan,  Denver,  55 

The  present  status  of  steroids, 

Robert  L.  Van  Horne,  Ph.D., 

Missoula,  Montana,  73 

Cancer  of  the  prostate,  Louis  M.  Orr,  M.D., 
Orlando,  Florida,  76 


Colerado:  Douglas  W.  Macomber,  M.D.,  Scientific  Edi- 
tor, 1800  High  St.,  Denver,  (Chairman  of  the  Board); 
James  R.  Leake,  M.D.,  Assistant  Scientific  Editor,  465 
N.  Cedar,  Littleton. 

Montana:  Perry  M.  Berg,  M.D.,  Scientific  Editor,  1222 
North  27th  Street,  Billings;  L.  Russell  Hegland,  Associ- 
ate Editor,  1236  North  28th  Street,  Billings. 

Nevada:  Wesley  W.  Hall,  M.D.,  Scientific  Editor.  607  N. 
Arlington  Ave.,  Reno;  Nelson  B.  Neff,  Associate  Editor. 
P.  O.  Box  188,  Reno. 

New  Mexico:  Aaron  E.  Margulls,  M.D.,  Scientific  Editor, 
Coronado  Building,  Santa  Fe;  Ralph  R.  Marshall,  Asso- 
ciate Editor,  220  First  National  Bank  Bldg.,  Albu- 
querque. 

Utah:  Richard  P.  Middleton,  M.D.,  Scientific  Editor, 
Boston  Bldg.,  Salt  Lake  City;  Harold  Bowman,  Associ- 
ate Editor,  42  South  Fifth  East  Street,  Salt  Lake  City. 

Wyoming:  Francis  A.  Barrett,  M.D.,  Scientific  Editor 
pro  tern,  1616  E.  19th  St.,  Cheyerme:  Arthur  R.  Abbey, 
Associate  Editor,  P.O.  Box  2036,  Cheyenne. 

Managing  Editor:  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado. 


Ownership  and  Sponsorship:  The  Rocky  Moimtain  Med- 
ical Journal  is  owned  by  the  Colorado  State  Medical 
Society  and  is  published  monthly  as  a non-profit  enter- 
prise for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction 
of  the  Board  of  Trustees  of  the  Colorado  State  Medical 
Society,  assisted  by  an  Editorial  Board  representing  the 
sponsoring  organizations.  It  is  the  Official  Journal  of 
the  Rocky  Mountain  Medical  Conference  and  those 
medical  societies  who  are  represented  on  the  Editorial 
Board  listed  above. 

Advertising:  National  representative:  The  State  Medical 
Journal  Advertising  Bureau,  Inc.,  510  North  Dearborn 
Street,  Chicago  10,  111. 

Subscription:  $3.50  per  year  in  advance,  postpaid  in  the 
United  States  and  its  possessions;  single  copy  35c  plus 
postage.  Subscription  is  included  in  medical  society 
dues  of  sponsoring  state  medical  organizations. 

Copyright:  This  Journal  is  copyright,  1959,  by  the  Colo- 
rado State  Medical  Society.  Requests  for  permission  to 
reproduce  anything  from  the  columns  of  this  Journal 
should  be  addressed  to  the  Journal  office- 

Second-class  postage  paid  at  Denver.  Colorado. 


Organization 

The  Washington  Scene,  102 
Colorado,  104 
New  Mexico,  104 
Utah,  104 

Officers  page, 156 


2 


Rocky  Mountain  Medical  Journai, 


NOW  many  more 
hypertensive  patients 
may  have  THE  FULL 

BENEFITS  OF 
CORTICOSTEROID 

THERAPY 

Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON— the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  .Hypertension 

V,  ■ , 

induced  by  other  steroids  diminished  or  disappeared. 

Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  “peculiar” 
side  effects.  Moreover,  DECADRON  helped 
restore  a “natural”  sense  of  well-being. 

tAnalysis  of  clinical  reports. 

'I’DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©19S9  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC.,  PHILADELPHIA  1,  PA. 
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treats  jme  patients 
more  effectively 
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If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL 

Vitamin “Minerai  Supplement  Lederie 


capsules~i4  vitamins  and  ii  minerals 

For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 


LE^ERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  Newr  York  ; 


NEW  AND  EXCLUSIVE 


FOR  SUSTAINED 
TRANQUILIZATION 


MIITOWN®  (meprobamate)  now  available 
in  400  mg.  continuous  release  capsules  as 


• relieves  both  mental  and  muscular  tension 
without  causing  depression 

• does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior 


Usual  dosage:  One  capsule  at  breakfast, 

one  capsule  with  evening  meal 

Available:  Meprospan-400,  each  blue  capsule  contains 
400  mg.  Miltown  (meprobamate) 

Meprospan-200,  each  yellow  capsule  contains 
200  mg.  Miltown  (meprobamate) 

Both  potencies  in  bottles  of  30, 

^^•WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


CME«e42« 
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AS  YOU  LIKE 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “X-ray  is  the  only  available  method  of  diagnosis 
of  loss  of  bone  mass  or  osteoporosis.  Unfortunately, 
it  is  not  sufficiently  sensitive  to  detect  osteoporosis 
before  one-third  of  the  total  volume  of  the  skele- 
ton is  lost.  . . . For  the  present,  it  is  reasonable  to 
suppose  that  diet  and  sex,  thus,  are  contributory 
factors  and  that  some  other  unknown  endocrine 
factor  exists  and  must  be  found  before  we  know 
the  specific  cause  and  the  effective  cure  for  oste- 
oporosis.” Urist,  M.  R.:  The  Etiology  of  Osteopo- 
rosis, J.A.M.A.  169:131/710-132/711  (Feb.  14)  1959. 

2.  “We  all  remember  Azassiz’s  famous  reply  to  a 
proposition  to  deliver  one  lecture  for  a large  fee; 
T must  decline,  gentlemen;  I have  no  time  to  make 
money’.”  Vanderbilt,  Arthur  T.  (Editor);  Studying 
Law,  New  York,  Washington  Square  Publishing 
Corporation,  1945. 

3.  “In  the  matter  of  food,  I subscribe  to  A.  J. 
Leibling’s  immortal  dictum  that  an  Englishman 
instructing  an  American  is  ‘a  case  of  the  blind 
leading  the  one-eyed’.”  Cooke,  Alistair;  Manches- 
ter Guardian  Weekly,  March  19,  1959. 

4.  “Clinical  judgment  implies  force  of  character, 
real  innate  wisdom,  human  interest  and  experi- 
ence. . . . The  clinical  sense  is  a quality  that  we 
recognize  easily  in  our  fellows  and  our  teachers, 
yet  it  is  surprisingly  difficult  to  define;  the  good 
clinician  may  know  no  more  than  we  do;  he  may 
be  inferior  to  us  in  degrees,  academic  qualifica- 
tions, and  medical  school  prizes.  He  sees  the  same 
cases  that  we  do,  elicits  the  same  history,  and 
makes  the  same  physical  examination.  But  to  his 
inquiry  he  brings  something  more.”  Ogilvie,  Sir 
William  H.:  Surgery:  orthodox  and  heterodox,  ed. 

4,  Baltimore,  Williams  & Wilkins,  1949,  pages  75 
& 76. 

5.  “Originality  and  research  are  often  coupled,  as 
if  they  were  synonymous;  they  are  not  the  same, 
rather  are  they  in  many  ways  opposite  and  in- 
compatible. Originality,  vision,  imagination,  are  of 
the  soul,  research  is  of  the  mind.  Originality  runs 
ahead  with  her  eyes  in  the  clouds;  she  may  trip 
up  or  she  may  find  paradise.  Research  plods  with 
her  eyes  on  the  road;  to  her  the  journey  is  more 
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than  its  end.  Originality  is  inspiration,  research 
is  constant  inquiry.”  Ibid,  page  29. 

6.  “The  teacher  should  never,  figuratively  at  any 
rate,  mount  the  platform.  The  six  feet  that  sep- 
arate the  rostrum  from  the  front  bench  are  seldom 
spanned,  but  the  barrier  between  experience  and 
immaturity  melts  before  personal  contact.”  Ibid, 
page  32. 

7.  “The  worst  thing  that  can  happen  to  a young 
surgeon  is  that  he  should  go  immediately  after 
taking  his  fellowship  to  a post  where  he  has 
abundant  practical  work,  but  no  time  to  read  or 
attend  meetings,  no  time  to  think  and  write,  and 
— still  worse — no  one  to  criticise  or  ask  questions.” 
Ibid,  page  34. 

8.  “The  removal  of  a chronic  appendix  can  do 
nothing  but  good,  and  the  removal  of  a normal 
appendix  in  all  honesty  can  do  no  harm.  On  the 
other  hand,  there  is  no  operation  more  disastrous 
than  facile  appendicectomy  where  the  disease  is 
in  the  patient’s  mind  or  the  surgeon’s  morals.” 
Ibid,  page  38. 

9.  “Unity  and  friendship  among  the  doctors  of  a 
district  is  most  easily  brought  about  by  the  pleas- 
ant and  free  intercourse  which  a well-conducted 
dinner  meeting  of  a medical  society  provides.” 
Ibid,  page  233. 

10.  “Specialization  arises  in  several  ways.  It  may 
be  called  into  being  by  the  demands  of  the  public, 
by  the  needs  of  work,  or  by  personal  inclination. 
The  public  is  always  seeking  what  it  believes  to 
be  the  best,  and  having  no  standards  of  its  own 
it  will  be  guided  by  a label.  Knowing  nothing  of 
degrees,  appointments,  published  work,  or  estab- 
lished reputation,  it  flocks  to  the  ‘Harley  Street 
specialist,’  not  realizing  that  a brass  plate  some- 
times represents  nothing  but  brass,  and  that  the 
Harley  Street  district,  besides  being  the  home  of 
the  elect,  harbours  many  rogues.”  Ibid,  page  39. 

11.  “In  judging  a surgeon  we  must  consider  quali- 
ties of  the  head,  the  heart,  and  the  hand.”  Ibid, 
page  42. 
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There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  efficacy,  potency  and  purity  of  Bayer 
Aspirin,  the  world's  first  aspirin. 

And  the  same  manufacturing  skill,  the  same  106 
ingredient  and  product  tests,  the  same  exclusive 
processes  which  contribute  to  the  superiority  of 
Bayer  Aspirin  set  the  standards  of  excellence  for 
Bayer  Aspirin  for  Children, 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- PA  grain  flavored 
tablets- Supplied  in  bottles  of  50. 

# We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


-TM*  BAVK*  eeMfPANV,  OIVilS»ts»  OF  STK-WUNO  0»U«  1480^  B^OAPWAT.  N«VW  YORK  is,  N.  V. 
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keep  all  patients*  pain -free  at  all  times 


• with  the  proper  potency  to  match  pain  intensity 

• with  dosage  flexibility  to  match  pain  variations 


Phenaphen*  b 
Phenaphen-v,i,h  Codeine 

‘except  those  for  whom  recourse  to  morphiwe  is  inescapable. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 


I 


Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


Phenaphen 

Basic  non-narcotic  formula 
For  mild  to  moderate  pain 

Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  acid  (aVa  gr.) 162.0  mg. 

Phenobarbital  {V4  gr.) 16.2  mg. 

Hyoscyamine  sulfate.. 0.031  mg. 


Phenaphen  No.  2 

Phenaphen  with  Codeine  Phosphate  V4  gr.  (16.2  mg.) 


Phenaphen  No.  3 

Phenaphen  with  Codeine  Phosphate  Va  gr.  (32.4  mg.) 
For  severe  or  stubborn  pain 

Phenaphen  No.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain— to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE:  One  or  two  capsules  as  required. 


For  moderate  to  severe  pain 


Tetracycline-Antihistamine-Anaigesic  Compound  Lederle 

Sinusitis,  otitis,  tonsillitis,  adenitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 


infection.(i)  To  protect  and  relieve  the  “cold” 
patient...  ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d,  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
HCl  (125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.);  salicylamide 
(150  mg.);  chiorothen  citrate  (25  mg.).  Also  as  SYRUP,  caffeine-free. 

(1)  Estimate  based  on  epidemiologic  study  by  Van  Volkenburgh, 

V.  A.,  and  Frost,  W.  H.:  Am.  J.  Hygiene  71:122,  Jan.  1933. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAM 


Effective  relief  in  rheumatic  disorders 


SlerazoMin...... 

prednisone-phenylbutazone  Geigy 


with  less  risk  of  disturbing  hormonal  balance 


In  the  treatment  of  the  rheumatic  disorders 
new  Sterazoiidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy ...  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.^"* Sterazoiidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazoiidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzell,  W.  C.,  and  others.:  Arch,  Int.  Med. 
92:646, 1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  54:323,1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W,  D.,  Jr., 
and  Steinberg,  I.  H.:  New  England  J.  Med. 
256:823  (May  2)  1957. 

o* 

lA 
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NOW...  A FASTER,  WIDE -SPECTRUM  DiGESTANT ...  starts  digestive  processes  for  all  3 — 
a.  starch,  b.  fat,  c.  protein— in  the  stomach!  Aid  before  discomfort!  Digestive  processes  for  all  three 
foods,  starch,  proteins  and  fats,  begins  immediately  in  the  stomach  with  new  DIGOLASE . . . not  in  the 
intestines,  as  with  other  digestants.  More  rapid,  more  effective  relief  from  discomfort  and  “bloating"  is 
provided  since  the  source  of  such  dyspepsia  symptoms  is  in  the  stomach.  Teralase*,  the  new  combina- 
tion enzyme/With  Polysorbate  80,  is  the  key  to  this  unique  feature.  Enzymatic  action  continues  through 
the  entiife  g.  i,  tract,  digesting  protein,  fats  and  carbohydrates.  DIGOLASE  multiple  enzymes  provides 
assurance  of  thorough  digestion,  prompter  relief  from  nervous  or  functional  dyspepsia.  Indications: 
flatulence,  belching  and  nausea  due  to  dyspepsia,  degenerative  enzyme  deficiencies,  dietary  indiscretions. 
Dosage;  2 capsules  with  each  meal,  adjustable  to  individual  need.  Each  DIGOLASE  capsule  contains: 
Pancreatin  N.F.  300  mg.,  Teralase*  10,5  mg,,  Dehydrochoiic  Add  USP  25  mg.,  Polysorbate  80  USP  10  mg. 
*Teralase:  Boyle  brand  name  for  combination  Amy! ase,  7,5  mg.:  Proteinase  (Carica  Papaya)  3 mg. 

1—  ^ Company,  Pharmaceuticals,  Bell  Gardens,  California. 


running  noses 

and  open  stuffed  noses  orally 


Triaminic 


the  leading  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract. 

safer  and  more  effective  than  topical  medication^’"’" 

• systemic  transport  to  all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of  rebound  congestion 

• avoids  “nose  drop  addiction” 


Relief  with  Triaminic  is  prompt 
and  prolonged  because  of  this 
special  timed-release  action  . . , 
beneficial  effect  starts  in 
minutes,  lasts  for  hours 


first  the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then  — the  core  disintegrates 
to  give  3 to  4 more  hours 
of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 
Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  at  bedtime. 

References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112: 
259  (Dec.)  1957.  2.  Fabricant,  N.  D.:  E.E.N.T. 
Monthly  37:460  (July)  1958.  3.  Farmer,  D,  F.: 
Clin,  Med.  5:1183  (Sept.)  1958. 


TRIAMINIC  JUVELETS:  Each  timed-release 
Juvelet  is  equivalent  in  formula  and  dosage  to 
one-half  of  a TRIAMINIC  tablet,  for  the  adult 
or  child  who  requires  only  half  strength  dosage. 

TRIAMINIC  SYRUP  is  recommended  for 
adults  and  children  who  prefer  liquid  medica- 
tion. Each  5 ml.  tsp.  is  equivalent  to  % of  a 
Triaminic  Tablet.  Adults:  2 tsp.  3-4  times  a 
day;  children  6-12:  1 tsp.  3-4  times  a day; 
children  under  6:  in  proportion. 


SMITH-DORSEY*  a division  of  The  Wander  Company  ♦ Lincoln,  Nebraska 
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What  a great  feeling  to  see  all  the  pins  go  down  . . . 


Good  for  you: 


f 
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A STRIKE!  You  did  it— your  side  wins  the 
game.  Now,  “Champ,”  relax— reach  for 
a rewarding  glass  of  beer.  More  than  a thirst- 
quencher,  beer  is  the  light,  bright  beverage 
just  bubbling  with  life.  A glass  of  beer  adds 
so  much  fun  to  so  many  occasions.  And  it 
really  picks  you  up,  too! 


Beer  Belongs— to  the  fun  of  living! 


United  States  Brewers  Foundation 

CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up— won’t  let  you  down. 
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Learn  the  benefits  that  are 
own  a share  of  the 
that  underwrites  your 

Empire  Casualty  is  owned  and  operated  by 
members  of  the  Colorado  State  Medical  Society 
whose  members  benefit  by  low  rates  based 
on  actual  loss  experience  and  more  complete 
malpractice  insurance  coverage.  Learn 
how  you  can  own  a share  in  Empire! 

Write  or  call  carl  w.  ohun  for  immediate  action  and  full  particulars. 


yours  when  you 

company 

protection! 


Operating  Management 


201  SECURITY  BLDG.  INSURANCE  DEPARTMENT  AComa  2-8621 


IS 
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Synonyms  for 
Pain  Relief... 


^TABLOID’ 

‘EMPIRIN’ 

COMPOUND’ 


Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  SVz 
Caffeine  gr.  1/2 


^TABLOID’ 

‘EMPIRIN’ 

COMPOUND’ 

WITH 

CODEINE 

PHOSPHATE’ 


N0.1 


Acetophenetidin  gr.  2V2 

Acetylsalicylic  Acid  . . . . gr.  SVz 

Caffeine  gr.  V2 

Codeine  Phosphate  . . . . gr.  Vs 


2 


Acetophenetidin  gr.  2V2 

Acetylsalicylic  Acid  . . . . gr.  3V2 

Caffeine  gr.  1/2 

Codeine  Phosphate  gr.  Vk 


3 


Acetophenetidin  gr.  2V2 

Acetylsalicylic  Acid  . . . . gr.  3V2 

Caffeine  gr.  1/2 

Codeine  Phosphate  . . . . gr.  1/2 


No.  4 


Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  31/2 

Caffeine  gr.  1/2 

Codeine  Phosphate  . . . . gr.  1 


Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S. 


.providing  the  desired 
gradation  of  potencies 
for  relief  of  varying 
intensities  of  pain 


A.)  INC.|  Tuckahoe,  New  York 


IN 

simple  headache  'V- 

rheumatic  conditions 

arthralgias 

myalgias 

common  cold 

toothache 

earache 

dysmenorrhea 

neuralgia 

minor  trauma 

tension  headache 

premenstrual  tension 

minor  surgery 

post-partum  pain 

trauma 

organic  disease 
neoplasm 
muscle  spasm 
colic 
migraine 

musculo-skeletal  pains 
postdental  surgery 
post-partum  involution 
fractures 
synovitis/bursitis 


relief  of  pain 
of  all  degrees  of 
severity  up  to 
that  which 
requires  morphine 


AND  IN 

fevers 

dry, 

unproductive  coughs 


% 
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Your  experience  and  trust  throughout  the 
years  have  established  the  wide  use  of  the% 


EMPIRAL 
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MODLl 


Lmpirm  jamuy  in  meaicai  practice—  y 
dependable  analgesics  for  the  effective  reliefs 
of  pain,  fever,  and  cou^h—with  safety.  " 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe.  New  York 
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■ TABLOID' A 

I - ‘ E in  p i r i n ’ “ 

I Compound 
■JiU^nc  Ptw>piiate.  No.  2 


■TABLOlD'i 

- • E m p i r i n ’ 
Compound 
Codeine  Phosphate,  No.  I 


‘CODEMPIRAL’ 

1V^.~3 


CODEMPIRAL” 

No.  2 

t«eK  to«t«io 


TABU0ID'-2- 

■ 'Hin  pinin’-^ 

C o 111  pound 

Codeine  Phtisphate.  No.  3 

fOISOH 


•TABLOID'. 

‘ l£  m p i r i n 
Compoun 
Codeine  l^f*>pl!ale. 


CAUTIOW.^ 
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*ijW0’uV*13  Wlu’cONf  A CO 


No.  4 
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- relief  from 
torticollis  and 
anxiety  and 
tension  states 


'IthE  FIRST-  TRUE  "TRANQUILAXANT" 


% 'V 


Here  is  what  you  ean 
expect  when  you  prescrihe 


case  profile  no.  2840* 

A 55-year-old  man  complained  of  a pain- 
ful, very  stiff  neck  on  the  left  side.  There 
was  marked  muscle  spasm  that  seemed  to 
involve  primarily  the  trapezius  muscle.  He 
had  a severe  headache,  with  the  pain  radi- 
ating down  the  left  side  of  the  neck  to  the 
shoulder.  There  were  no  other  findings  on 
physical  examination  and  results  of  rou- 
tine laboratory  tests  were  normal. 
Trancopal  was  prescribed  in  a dosage  of 
200  mg.  q.i.d.  The  first  and  second  dose  of 
Trancopal  gave  only  moderate  relief.  How- 
ever, after  the  third  dose,  there  was  marked 
relief  of  the  stiffness  of  the  neck,  as  well 
as  the  headache  and  shoulder  pain. 

After  the  fourth  dose,  medication  was  grad- 
ually decreased  and  was  discontinued  on 
the  sixth  day.  One  week  later,  the  patient 
had  moderate  recurrence  of  the  torticollis, 
and  Trancopal  was  again  prescribed  in 
doses  of  200  mg.  q.i.d.  The  patient  obtained 
complete  relief  in  one  day  and  no  further 
treatment  was  required. 


A 


case  profile  no.  3382* 

A 35-year-old  woman,  a professional 
model,  had  an  acute,  severe  attack  of  anxi- 
ety. She  was  irrational  and  unable  to  eat, 
and  was  very  restless. 

Initial  medication  consisted  of  aspirin  with 
codeine  and  later  meprobamate.  Neither 
was  effective,  and  the  patient’s  condition 
became  worse.  She  had  to  be  hospitalized 
because  of  the  marked  anxiety.  Trancopal 
was  then  prescribed  in  a dosage  of  200  mg. 
q.i.d.,  in  addition  to  bed  rest. 

After  the  second  dose  of  200  mg.  of  Tran- 
copal, the  patient  became  calm  and  ra- 
tional, and  was  able  to  eat.  The  dosage  of 
Trancopal  was  gradually  reduced  to  100 
mg.  q.i.d.  on  the  fourth  hospital  day,  after 
which  the  patient  was  discharged  and  was 
able  to  return  to  her  normal  occupation. 

^'Clinical  Reports  on  file  at  the  Department 
of  Medical  Research,  Winthrop  Laboratories. 


Turn  page  for  complete  listings  of  Indications  and  Dosage. 


THE  FIRST  TRUE  "TRANQUILAXANT" 


potent  MUSCLE  RELAXANT 
ejfective  TRANQUILIZER 


Indications : 

Musculoskeletal  ^ 

Neck  pain  (torticollis,  etc.) 

Low  back  pain  (lumbago,  etc.) 

Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Disc  syndrome 
Fibrositis 

Ankle  sprain,  tennis  elbow,  etc 
Myositis 

Postoperative  muscle  spasm 

Dosage:  Adults,  100  or  200  mg.  orally  three  or  four  times 
daily.  Relief  of  symptoms  occurs  in  fifteen  to  thirty  minutes  and 
lasts  from  four  to  six  hours.  The  higher  dosage  is  recommended  for 
the  treatment  of  patients  in  the  acute  stages  of  painful 
musculospastic  conditions,  and  anxiety  and  tension  states. 

Children  (5  to  12  yrs.) , 50  mg.  three  or  four  times  daily. 

Supply : 

Trancopal  Caplets® 

100  mg.  (peach  colored,  scored) , bottles  of  100. 


Psychogenic^ 

Anxiety  and  tension  states 
Dysmenorrhea 
Premenstrual  tension 
Asthma 

Angina  pectoris 
Alcoholism 


LABORATORIES 

New  York  1 8,  New  York 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks 
reg.  U.S.  Pat.  Off.  Printed  in  U.S.A.  9-59  (1400M) 


l\ew 

Strength 


Trancopal  Caplets 

200  mg.  (green  colored,  scored) , bottles  of  100. 


“Chlormethazanone  [Trancopal]  not  only  relieved  painful 
muscle  spasm,  but  allowed  the  patients  to  resume  their  normal 
activities  with  no  interference  in  performance  of  either 
manual  or  intellectual  tasks.”2 

“The  effect  of  this  preparation  in  these  cases  [skeletal 
muscle  spasm]  was  excellent  and  prompt . . .”3 

“.  . . Trancopal  is  a most  valuable  drug  for  relieving 
tension,  apprehension  and  various  psychogenic  states.”^ 


1.  Collective  Study,  Department  of  Medical  Research, 
Winthrop  Laboratories. 

2.  Lichtman,  A,  L.  (N.Y.  Polyclinic  M.  Sch.  & Hosp.): 
Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 

3.  Mullin,  W.  G.,  and  Epifano,  Leonard  (Long  Island  College 
Hosp.):  Am.  Pract.  & Digest  Treat.  To  be  published. 

4.  Ganz,  S.  E.  (NewYork,  N.  Y.):  J.  Indiana  M.  A.  52:1134, 
July,  1959. 
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key  to  Kent’s  popularity 


In  1958,  Kent  made  the  greatest  gain  in 
popularity  ever  recorded  by  any  filter 
cigarette  in  any  year — a sales  increase  of 
20-billion  cigarettes. 

Behind  this  popularity  is  a story  of 
months  and  years  of  research,  perfecting 
the  remarkable  combination  of  filter  action 
and  flavor  found  in  today’s  Kent  cigarette. 
In  developing  Kent,  Lorillard  research 
scientists  recognized  that  smokers  wanted, 
on  the  one  hand,  a really  satisfying  taste; 
on  the  other,  reduced  tars 
and  nicotine.  In  addition, 
smokers  demanded  a free 
and  easy  draw. 

These,  then,  were  the 
objectives.  The  first  sci- 
entific breakthrough  in 
the  project  was  the  de- 
velopment of  the  exclu- 
sive Micronite  filter, 
patented  by  Lorillard. 

This  filter  was  created 
because  of  newly-discov- 
ered principles  in  the  field 
of  filtration,  which  have 


been  previously  described  in  these  pages. 

Though  this  filter  satisfied  everyone  on 
its  ability  to  reduce  tars  and  nicotine  to 
the  lowest  level  among  the  largest  selling 
brands,  there  was  still  work  to  be  done  in 
the  areas  of  taste  and  draw.  After  addi- 
tional months  of  research,  a new  tobacco 
blend  was  developed  which  delivered  rich 
taste  after  the  smoke  had  passed  through 
the  filter.  Next  in  the  series  of  laboratory 
triumphs  was  a method  of  improving  the 
draw  to  compare  with  the 
most  free-drawing  of  all 
filter  brands. 

The  rest  of  the  Kent 
story  is  a legend  in  the 
tobacco  industry.  Out- 
side, independent  re- 
search studies  confirmed 
the  fact  that  Kent  had 
achieved  its  objectives. 
Smokers  responded.  In 
fact,  during  the  past  year, 
more  smokers  changed  to 
Kent  than  to  any  other 
cigarette  in  America. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Researchl 
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Sound,  conservative  therapy  with  salicylates  has  been  consistently  reaffirmed  as  basic, 
long-term  maintenance  therapy  in  the  arthritides. 


Buffered  Pabirin  provides  superior  maintenance  therapy.  It  epitomizes  fundamen- 
tal long-term  basic  therapy  since  it  can  be  given  month  after  month  without  serious 
complications  and  with  minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high  and  sustained  salicylate  blood  levels. 
Each  tablet  consists  of  an  outer  layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid,  and  ascorbic  acid ; a core  of  acetylsalicylic  acid. 

In  the  stomach,  the  outer  layer  quickly  releases  the  buffer,  which  protects  against 
nausea,  dyspepsia  and  other  gastrointestinal  symptoms  so  frequently  encountered 
with  salicylates,  alone.  The  core  of  Buffered  Pabirin  then  disintegrates  rapidly,  per- 
mitting rapid  absorption  of  the  acetylsalicylic  acid  for  faster  pain  relief. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.)..........300  mg. 

Para-aminobenzoic  acid  (5  gr.)....300  mg. 

Ascorbic  acid  50  mg. 

Dried  aluminum  hydroxide  gel.... 100  mg. 

All  Buffered  Pabirin  is  sodium-  and 
potassium-free. 

Dosage:  Two  or  three  tablets 
3 or  4 times  daily. 


Buffered 


Eeferencest  1.  Hart,  D.|  Bagnall,  A.  W.; 
Bunim,  J.  J.,  and  PoHey,  F,  H.s  Ninth  Inter- 
national  Congress  on  Rheumatic  Diseases, 
Toronto,  Ont.  (June  25)  1957,  2,  Report  of 
Joint  Committee,  Medical  Research  Council  & 
Nuffield  Foundation,  Treatment  of  Rheumatoid 
Arthritis,  British  Medical  Journal  (April  13) 
1957.  3,  Friend,  D.  G.i  New  England  J.  Med. 
257;%1S  (Aug.)  1957. 


Tablets 


SM ITH-DORSEY • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


This  is  Panalba 
performance . . 


in 


pneumonia 


. . . into  a mixed  culture  of 
the  three  organisms 
commonly  involved  in 
pneumonia  . . . K.  pneu- 
moniae, Diplococcus 
pneumoniae,  and 
Staphylococcus  aureus 
(in  this  case  a resistant 
strain) ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five 
leading  antibiotics  has 
stopped  all  the  organisms, 
including  the  resistant 
staph ! This  is  Panalba. 

In  your  next  pneumonia 
patient ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription : 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 
Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 


{Panmycin*  Phosphate  plus  Albamycin*) 


The  broad-spectrum 
antibiotic  of 
fin  lort 


in 


l^johlt  Upjohi 


The  Upiohn  Company 
Kalamazoo,  Michigan 


•TRAOEMARK.  REO.  U-  t.  PAT.  OPPa 


Potassium  PaniCillinV  ® FILMTAB FILM-SEALEOTABLerS.  ABBOTT.  U.S,  PAT.  NO.  2881085 


Supplied:  Compodllin-VK  Fihnfabs, 
125  mg.  (200,000  units),  bottles  of 
50  and  100;  250  mg.  (400,000  units), 
bottles  of  25  and  100.  CompociUin- 
VK  Granules  for  Oral  Solution  come 
in  40-cc.  and  80-cc.  bottles.  When 
reconstituted,  each  5-cc.  teaspoonful 
represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 


in  tiny,  easy-to-swallow  Filmtahs^in  tasty,  cherry -flavored  Oral  Solution 
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COMPREHENSIVE, 
THREE-LEVEL  TREATMENT 

OF  DEPRESSION 

AND  ASSOCIATED  ANXIETY 
AND  PHYSICAL  TENSION 


RELIEVES  DEPRESSION 
including  symptoms  such  as  crying, 
lethargy,  loss  of  appetite,  insomnia 

RELIEVES  ASSOCIATED  ANXIETY 
with  no  risk  of  drug-induced  depression 


RELIEVES  ASSOCIATED 
PHYSICAL  TENSION 
by  relaxing  skeletal  muscle 

1 

hypothalamus 

2 

thalamus  and 
limbic  system 

3 

spinal  cord 


‘Depror 

benactyzine  + meprobamate 


■ confirmed  efficacy 

■ documented  safety 


SUPPLIED:  Bottles  of  50  light-pink,  scored  tablets 
COMPOSITION:  Each  tablet  contains  1 mg.  benactyzine  HCl 
and  400  mg.  meprobamate 


WALLACE  LABORATORIES  . New  Brunswick,  N.  J. 

t TftAOE-MA«K  eO*92W 


CARDIOLOGY 


UROLOGY# 


GERIATOICS 


WINE  has  been  used  with  excellent  effect  for  the 
relief  of  pain,  discomfort,  apprehension  and  anxiety 
in  angina  pectoris,  thromboangiitis  obliterans, 
Raynaud’s  disease  and  hypertension. 

The  judicious  use  of  WINE  can  brighten  the  other- 
wise monotonous,  unappealing  diet  in  renal  disease. 
It  increases  glomerular  blood  flow,  stimulates 
diuresis,  is  nonirritating  to  the  kidneys. 

By  stimulating  appetite,  supplying  quick  energy 
source,  relaxing  tensions  and  increasing  morale,  the 
prudent  use  of  WINE  has  been  described  as  a balm 
for  the  convalescent  and  "milk”  for  the  aged. 

In  moderate  amounts  WINE  increases  gastric  secre- 
tion, relaxes  gastric  tension  and,  therefore,  is  a val- 
uable aid  in  the  treatment  of  anorexia,  hypochlor- 
hydria,  dyspepsia,  spastic  constipation  and  diarrhea. 


Recent  research* 
^confirms  the  widening 


FIELD  for  WINE 


In  the  normal  diet  of  the  diabetic,  WINE  can  serve 
as  an  excellent  energy  source  which  does  not  re- 
DIABETES  quire  the  participation  of  insulin. 


These  and  other  therapeutic  uses  for  wine  are  dis- 
cussed in  *"Uses  of  Wine  in  Medical  Practice.” 
For  your  free  copy  write — Wine  Advisory  Board, 
717  Market  Street,  San  Francisco  3,  California. 
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Why  should  I use 
KANTREX®  Injection 
when  there  are 
so  many  other 
antibiotics  available? 


Because  Kantrex  Injection  is  bactericidal 
to  a wide  variety  of  organisms,  including 
many  that  are  highly  resistant  to  the  other 

—organisms  such  as  Staph,  aureus. 
Staph,  albus,  A.  aerogenes,  E.  coU,  H. 
pertussis,  K.  pneumoniae.  Neisseria 
sp.,  Shigella,  Salmonella  and  many 
strains  of  B.  proteus. 


Q But  if  I use  Kantrex  Injection,  won’t  that 
help  make  bacteria  resistant  to  it  alsol 

Next  page,  please 


Q But  if  I use  Kantrex  Injection,  won't  that  help  make 
bacteria  resistant  to  it  also? 

A A very  good  question,  but  it  is  reassuring  to  note  that 
in  almost  two  yeai's  of  clinical  use  of  Kantrex  for  the 
treatment  of  infections  for  which  it  is  recommended, 
the  emergence  of  KANTREX-resistant  bacterial  popu- 
lations has  not  been  a problem. 

Q My  impression  is  that  Kantrex  is  just  another  neomy- 
cin. Isn't  that  so? 

A Indeed  not.  The  only  thing  Kantrex  and  neomycin 
have  in  common  is  a similar  antimicrobial  spectrum. 
Otherwise,  they’re  very  different:  they  have  different 
chemical  structures;  the  toxicity  of  Kantrex  is  “much 
less  than  that  of  neomycin”";  and  clinically,  Kantrex 
Injection  is  practical  for  systemic  administration  rou- 
tinely, while  neomycin  is  not. 

Q You  mean  that  Kantrex  Injection  doesn’t  have  the 
nephrotoxicity  of  neomycin? 

A Precisely.  It’s  true  that  when  Kantrex  Injection  is 
used,  urinary  casts  — even  slight  albuminuria  or  micro- 
scopic hematuria  — may  appear,  especially  in  poorly 
hydrated  patients,  but  this  does  not  leflect  any  pro- 
gressive damage  to  the  kidneys.  The.se  signs  promptly 
disappear  on  adequate  hydration  oi-  termination  of 
therapy. 

Q Then  why  do  you  recommend  reduced  dosage  in  pa- 
tients with  renal  impairment? 

A Because  renal  impairment  causes  an  excessive  accumu- 
lation of  Kantrex  in  the  blood  and  tissues,  when  usual 
doses  are  administered.  Since  Kantrex  Injection  is  ex- 
creted entirely  by  the  kidneys,  renal  impairment  leads 


to  unneces.sarily  high  and  prolonged  blood  levels;  and 
such  excessive  concentrations  increase  the  risk  of  oto- 
toxicity. 

Q Is  that  why  we  see  reports  of  patients  developing 
hearing  loss  during  Kantrex  Injection  therapy? 

A A study  of  the  few  reported  ca.ses  in  which  pa- 
tients have  suffered  impaired  hearing  will  .show  that 
in  every  instance  they  had  pre-existing  or  concurrent 
renal  impairment,  yet  received  usual  oi-  excessive  do.ses 
of  Kantrex  Injection.  Do.sage  recommendations  for 
Kantrex  Injection  emphasize  that  in  patients  with 
renal  dysfunction,  adequate  serum  levels  can  be 
achieved  with  a fraction  of  the  do.se  suggested  for  pa- 
tients with  normal  kidney  function  — with  minimal 
risk  of  ototoxicity. 

Q Since  urinary  tract  infections  are  often  accompanied 
by  renal  impairment,  does  that  mean  / shouldn't  use 
Kantrex  Injection  in  such  conditions? 

A Not  at  all.  With  proper  precautions.  Kantrex  Injec- 
tion is  an  excellent  drug  for  the  treatment  of  urinary 
tract  infections,  especially  those  due  to  Proteus,  A. 
aerogenes  and  E.  coli.  even  when  renal  impairment  is 
present. 

Q What  are  the  ’’proper  precautions"  in  a patient  with 
impaired  renal  function? 

A package  literature  covers  them  in  detail.  Fiist,  the 
daily  dose  should  be  reduced  in  such  a patient.  Then, 
if  he  is  going  to  receive  Kantrex  Injection  for  7 days 
or  more,  a pre-treatment  audiogram  should  he  done, 
and  it  should  he  repeated  at  appropi  iate  intervals  dur- 
ing therapy.  If  tinnitus  or  subjective  hearing  lo.ss  de- 
velops, or  if  followup  audiograms  show  significant  lo.ss 
of  high  frequency  response,  Kantrex  therapy  should 
he  discontinued.  However,  therapy  for  7 days  or  more 


*Kanamycin  sulfate  injection  (Bristol) 


QUESTIONS  ON  THE  CLINICAL  USE  OF  KANTREX 


KANAMYCIN  SUIFATE  iNJECTION 


is  seldom  required  because  the  clinical  response  to 
Kantrex  Injection  is  so  rapid. 

Q Why  do  you  put  so  much  emphasis  on  Kantrex’s 
“rapid  action'”?  Every  antibiotic  I’ve  heard  about  is 
supposed  to  be  “rapid  acting.” 

A There  is  such  an  abundance  of  clinical  evidence  about 
“rapid  acting"  that  it  takes  Kantrex  Injection  out 
of  the  “supposed-to”  class. 

Remember,  the  effectiveness  of  Kantrex  Injection 
therapy  can  usually  be  appraised  in  24  to  36  hours. 
That’s  definite  evidence  of  rapid  action.  In  fact,  one 
group  of  invastigatoi-s  reported  that  “the  rapidity  with 
which  bacteria  are  killed  by  this  agent  is  reflected  by 
the  promptness  of  the  clinical  response.’’^® 

Q Does  Kantrex  In  jection  cause  blood  dyscrasias? 

A In  extensive  clinical  and  toxicity  studies  by  numerous 
investigators,  as  well  as  almost  two  years  of  general  use, 
not  a single  instance  of  such  toxicity  has  been  repoided. 

Q Can  I administer  Kantrex  Injection  in  any  other  way 
than  by  the  intramuscular  route? 

A Yes.  While  it’s  usually  given  intramuscularly,  other 
routes  are  practicable:  intravenous,  intraperitoneal,  by 
aerosol,  and  as  an  irrigating  solution.  Complete  in- 
structions are  included  in  the  package  insert. 

Q So  you  think  I ought  to  use  Kantrex  Injection  as  my 
first  choice  antibiotic  in  staph  and  gram-negative 
infections? 

A Yes  - because  all  evidence  to  date  indicates  that  it  is 
bactericidal  against  a wide  range  of  organisms . . . rapid 
acting . . . does  not  encourage  development  of  bacterial 
resistance ...  is  well  tolerated  in  specified  dosage . . . and 
has  not  caused  any  blood  dyscrasias. 


KANTREX  CAPSULES 

for  local  gastrointestinal  therapy. . . 
not  for  systemic  infections 

Q Why  can't  I use  Kantrex  Capsules  for  systemic  medi- 
cation? 

A Because  there  is  only  negligible  absorption  of  Kantrex 
from  the  gastrointestinal  tract. * “ Thus,  capsules 
cannot  provide  effective  blood  levels. 

Q Then  what  are  Kantrex  Capsules  used  for? 

A Preoperative  bowel  sterilization,  and  local  treatment 
of  intestinal  infections  due  to  kanamycin-sensitive 
organisms. 

Q I’ve  been  using  neomycin  for  preoperative  bowel  steri- 
lization. Why  should  I switch  to  Kantrex  Capsules? 

A Because  Kantrex  has  been  rated  as  “superior  to  neo- 
mycin” for  this  purpose.'  It  provides  rapid  and  satis- 
factoiy  control  of  coliforms,  Clostridia,  staphylococci 
and  streptococci;  yeasts  do  not  proliferate;  stool  con- 
centrations of  the  drug  are  exceptionally  high;  and 
nausea,  vomiting  or  intestinal  irritation  have  not  been 
observed 

Q IT fiat  advantages  do  Kantrex  Capsules  offer  me  in  the 
treatment  of  intestinal  infections? 

A A high  degree  of  effectiveness  against  most  of  the 
pathogens  responsible  for  such  infections;  Salmonella, 
Shigella,  Staph,  aureus,  E.  coli  and  Endamoeba  his- 
tolytica. Moreover,  their  use  has  been  “remarkably  free 
of  any  side  effects.”®' 


INJECTION 


INDICATIONS 

Infections  due  to  kanamycin-sensitive  organisms,  particularly  staph  or  "gram-negatives’’: 
genito-urinary  infections:  skin,  soft  tissue  and  post-surgical  infections;  respiratory  tract  infec- 
tions; septicemia  and  bacteremia;  osteomyelitis  and  periostitis. 

DOSAGE:  INTRAMUSCULAR  ROUTE 

Recommended  daily  dose  is  15  mg.  per  kg.  of  body  weight,  in  2 to  4 divided  doses. 

For  intramuscular  administration,  Kantrex  Injection  should  be  injected  deeply  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 


TOXICITY 

When  the  recommended  precautions  are  followed,  the  incidence  of  toxic  reactions  to  Kantrex 
is  low.  In  well  hydrated  patients  under  45  years  of  age  with  normal  kidney  function,  receiving 
a total  dose  of  20  Gm.  or  less  of  Kantrex,  the  risk  of  ototoxic  reactions  is  negligible. 

In  patients  with  renal  disease  and  impaired  renal  function,  the  daily  dose  of  Kantrex  should 
be  reduced  in  proportion  to  the  degree  of  impairment  to  avoid  accumulation  of  the  drug  in 
^rum  and  tissues,  thus  minimizing  the  possibility  of  ototoxicity.  In  such  patients,  if  therapy 
IS  expected  to  last  7 days  or  more,  audiograms  should  be  obtained  prior  to  and  during  treat- 
ment. Kantrex  therapy  should  be  stopped  if  tinnitus  or  subjective  hearing  loss  develops,  or  if 
audiograms  show  significant  loss  of  high  frequency  response. 

OTHER  ROUTES  OF  ADMINISTRATION 

Kantrex  should  be  used  by  intravenous  infusion  only  when  the  intramuscular  route  is  im- 
practicable. Kantrex  can  also  be  employed  for  intraperitoneal  use,  aerosol  treatment  and  as 
an  irrigating  solution.  See  package  insert  for  directions. 


PRECAUTIONS 

Use  of  antibiotics  may  occasionally  result  in  overgrowth  of  non-sensitive  organisms.  If  super- 
infection  appears  during  therapy,  appropriate  measures  should  be  taken. 


SUPPLY 

Available  in  rubber-capped  vials  as  a ready-to-use 
tions  (stable  at  room  temperature  indefinitely) : 


sterile  aqueous  solution  in  two  concentra- 


KANTREX  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  2 ml.  volume. 
KANTREX  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  3 ml.  volume. 


INDICATIONS  AND  DOSAGE 

For  preoperati^e  bowel  sterilieotion:  1.0  Gm.  (2  capsules)  every  hour  for  4 hours,  followed  by 
l.O  Gm.  (2  capsules)  every  6 hours  for  36  to  72  hours.  ^ 

Adults:  3 0 to  4.0  Gm.  (6  to  8 capsules)  per  day  in  divided  doses  for 
5 to  7 days.  Infants  and  children:  50  mg.  per  kg.  per  day  in  4 to  6 divided  doses  for  5 to  7 days 

PRECAUTION 

^''^TREx  Capsules  is  contraindicated  in  the  presence  of  intestinal  obstruc- 
negligible  amounts  of  Kantrex  are  absorbed  through  intact  intestinal 
SnSred  ^ increased  absorption  from  ulcerated  or  denuded  areas  should  be 


SUPPLY 

Kantrex  Capsules.  0.5  Gm.  kanamycin  (as  sulfate),  bottles  of  20  and  100 

REFERENCES: 


'■New  Long  Term  Chemotherapy 

0/ RHEUMATOID  ARTHRITIS 

' “Whatever  else  may  be  needed  from  time  to  time 
^ in  the  management  of  individual  cases,  these  drugs 
[Plaquenil  and  Aralen]  should  always  be  given 
a prolonged  trial  (at  least  six  months)  as  the 
‘mainstay’  of  therapy.” 

Bagnall,  A.  W.  (Univ.  British  Columbia,  Van- 
couver, B.C.):  AM.A.  Clinical  Meeting  (Scien- 
tific Section,  Exhibit  No.  124),  Minneapolis, 
Minnesota,  Dec.  2-5,  1958. 


MAINSTAY 

OF  RHEUMATOID  ARTHRITI 


Plaquenil 


SULFATE 


Brand  of  hydroxychloroquine  sulfate 


“The  4-amiiioquinoline  drugs  (Plaquenil  and 
Aralen)  together  with  supplemental  agents  ad- 
ministered in  nontoxic  doses  effectively  maintained 
suppression  of  the  disease  in  83  per  cent  of  194 
patients  followed  for  18  months.” 

Scherbel,  A.  L.;  Harrison,  J.  W.,  and  Atijian, 
Martin:  Cleveland  Clin-.  Quart.  25:95,  April, 
'1958. 

“When  used  in  tolerated  dosage  and  over  a suf- 
ficient period  of  time,  there  appears  to  be  a tre- 
mendous therapeutic  potential  in  the  antimalarial 
drugs. . . . Plaquenil  in  this  study  did  not  have  as 
many  side  effects  as  Aralen  and  thus  appears  to 
be  a more  practical  compound.” 

Cramer,  Quentin  (Kansas  City):  Missouri 
Med.  55:'mi,  Nov.,  1958. 


is  the  hydroxy  derivative  of  Aralen*' 
and  is  available  as  Plaquenil  sulfate 
in  tablets  of  200  mg.  (bottles  of  100). 


Average  Dosage: 

INITIAL- Am  to  600  mg.  (1  tablet 
2 or  3 times  daily ) 
MAlNTKNANCE-200  to  400  mg.  (1 
tablet  once  or  twice  daily ) 

Write  for  Plaquenil  booklet 
discussing  clinical  experience,  dosage, 
tolerance,  precautions,  etc.,  in  deiail. 


Pfaquenil  (brand  of  hydroxychloroquine)  and  Aralen 
(brand  of  chloroquine),  trademarks  reg.  U.S.  Pat.  Off. 
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but  seasoned 


A meal  of  even  the  most  colorful  and  the  most  meticulously  prepared  food 
can  be  dreary  without  salt,  Neocurtasal,  for  the  patient  on  a low  sodium 
diet,  brings  back  flavor  to  food  and  makes  eating  a pleasure  once  more. 
Neocurtasal  is  also  valuable  for  preventing  potassium  deficiency 
(weakness,  etc.)  in  patients  on  diuretic  therapy  with  chlorothiazide  or 
its  derivatives. 


An  excellent  salt  replacement  for 
^ Salt  Free  (LOW  SODIUM)  Diets 


Neocurtasal  contains 
potassium  chloride, 
potassium  glutamate, 
glutamic  acid, 
calcium  silicate  and 
potassium  iodide 
( 0.01  per  cent) 


Supplied  in 
2 oz.  shakers 
and  8 oz.  bottles, 


Sait  substitute 

table  salt  too;; 
-SALTY-  flavor 

restricted 


Sold  Only 
through  Drugstores 


lABO^ATU?  CS 


Color  illustration 
reproduced  with 
permission  of 
copyright  owner: 

©The  Champion 

Paper  and  Fibre  Company. 


LABORATORIES 
New  York  18,  N, 


isol,  trodemorff  reg.  UjST  Pat, 


For  the  first  time 


CONVENIENCE  and  ECONOMY 


for  that  all-important  first  dose 
of  broad-spectrum  antibiotic  therapy 
New 

TERRAMYCIN* 

brand  of  oxytetracycljne 


SOLUTION 


Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready-to-inject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 

. . . and  for  continued,  compatible, 
coordinated  therapy 


Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  guide  to  successful  antibiotic  therapy. 

Sup'ply: 

Terramycin  Intramuscular  Solution* 

100  mg./2  cc.  ampules 
250  mg./2  cc.  ampules 

Cosa^Terramycin  Capsules 
125  mg.  and  260  mg. 

Cosa-‘T erramycin  is  also  available  as: 
Cosa->Terramycin  Oral  Suspension  — peach,  flavored, 
125  mg./5  cc.,  2 oz.  bottle 

Cosa~Terramycin  Pediatric  Drops  — peach  flavored, 
5 mg./drop  (100  mg./cc.),  10  cc.  bottle 
with  plastic  calibrated  dropper 

Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pflzer  Eepresentative  or  the 
Medical  Department,  Pflzer  Laboratories, 


Science  for  the  world’s  well-being™ 


*Contains  2%  Xylocaine®  (lidocaine),  trademark 
of  Astra  Pharmaceutical  Products,  Inc. 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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disintsigrates  rapidly 
to  fflducs  ralswatioo 
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inner  cere 


sleep  coatmues 
smoothly  asiinner 
core  dissolves 


Each  Nebralin  timed-release 
tablet  contains: 


Dorsita!* 90  mg. 

Warning:  May  be  habit  forming 


Mephenesin 425  mg. 

♦Dorsey  brand  of  pentobarbital 


CAUTION:  Federal  law  prohibits 
dispensing  vrithout  prescription 


Dosage:  One  or  two  tablets  V2  hour 
before  retiring. 


timed-release  action  for  a full  night's  sleep 

®-  NEBRALIN  is  designed  to  duplicate  the  normal  sleep  pattern. 
It  encourages  muscular  relaxation  and  induces  sustained, 
relaxed  sleep  by  the  release  of  Dorsital  and  mephenesin 
in  a timed-release  tablet.  Rapid-acting  mephenesin  quickly 
timed-release  tablet  relaxes  skeletal  muscles  to  overcome  “fatigue-tension" 

and  conditions  the  body  for  sleep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The  initial  and 
sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep,*  and  when  combined  with  a 
barbiturate  enhances  barbiturate  action.-’- “ Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,*  assuring  your  patients  refreshed  awakenings 
without  “morning  hangover.” 

1 S'chlesinger,  E.  B.;  Tr.  New  York  Acad.  Sc.  2:6,  (Nov.)  1948. 

2 Richards,  R.  K.,  and  Taylor,  J,  D.:  Anesthesiology  17:414,  1956. 

3 Shideman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  F.:  Pharmacol.  Rev.  1:243,  1949. 


SMITH-DORSEY  ■ a division  of  The  Wander  Company  • Lincoln,  Nebraska  ■ Peterborough,  Canada 


A Significant  Statement  about 


Serum  Cholesterol  and  Dietary  Fats 


^ ^ It  is  now  well  recognized  that  serum  cholesterol  levels  in  man  can  be 
lowered  by  the  judicious  substitution  of  one  type  of  dietary  fat  for 
another.  However,  it  is  relevant  to  inquire  whether  a patient  can  be 
assured  that  such  a radical  change  in  his  dietary  habits  will  prevent  coronary 
occlusion  or  a cerebral  vascular  accident.  This  question  must  unfortunately 
be  answered  in  the  negative,  for  it  has  not  been  proved  that  lowering 
the  level  of  serum  cholesterol  will  prevent  either  the  occurrence  or  the  end- 
results  of  atherosclerosis.  At  the  present  time,  clear  proof  of  this  proposition 
still  seems  many  years  away.  Nevertheless,  there  are  many  reasons  for 
believing  that  there  is  some  connection  between  cholesterol  metabolism 
and  atherosclerosis,  and,  while  waiting  for  elucidation  of  this  relationship 
by  laboratory  workers,  it  seems  justifiable  to  apply  certain  dietary 
procedures  that  are  theoretically  harmless  and  possibly  beneficial. 


{Excerpted  from  J.A.M.A.,  Aug.  29,  1959) 


Where  a poly-unsaturated  oil  is  called  for  in  the  diet,  Wesson  satisfies  the  most 
exacting  requirements  (and  the  most  exacting  appetites). 


To  be  effective,  a diet  must  be  eaten  by  the  patient. 
The  majority  of  housewives  prefer  Wesson,*  particularly 
by  the  criteria  of  odor,  flavor  (blandness)  and  lightness 
of  color. 

Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated  content  better  than  50%.  Only  the  lightest 
cottonseed  oils  of  highest  iodine  number  are  selected  for 
Wesson,  and  no  significant  variations  in  standards  are 
permitted  in  the  22  exacting  specifications  required 
before  bottling. 

Each  pint  contains  437—524  Int.  Units  of  Vitamin  E. 


Wesson's  Important  Ingredients: 

Linoleic  acid  glycerides  50%  to  55% 

Phytosterol  (predominantly  beta  sitosterol)  0.4%  to  0.7% 
Total  tocopherols  0.09%  to  0.12% 

Never  hydrogenated— completely  salt  free 


♦Reconfirmed  by  recent  tests  against  the  next  leading  brand  with  brand 
identifications  removed,  among  a national  probability  sample. 
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basic  in 

cold  control 


formula 

chlorprophenpyridamine  maleate ...  2 mg. 

aspirin 0.23  Gm. 

phenacetin 0.16  Gm. 

caffeine 30  mg. 

L-089 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


V-CILLIN  K -twice  the  blood  levels  of  oral  potassium  penicillin  G 

Infections  resolve  rapidly  with  V-Cillin  K.  All  patients  absorb  this  oral  penicilHn 
and  show  therapeutic  blood  levels  with  recommended  doses.  The  high  blood  levels 
of  V-Cillm  K also  offer  greater  assurance  of  bactericidal  concentration  in  the  tissues 
— a more  dependable  clinical  response. 

Dosage:  125  or  250  mg.  three  times  daily. 

Supplied:  In  scored  tablets  of  125  and  250  mg.  (200,000  and  400,000  units). 

Also  available 

V-CUlin  K,  Pediatric:  A taste  treat  for  young  patients.  In  bottles  of  40  and  80  cc. 
Each  5-cc.  teaspoonful  provides  125  mg.  of  V-CiUin  K. 

V-Cillin  K®  Siilfa:  Each  tablet  combines  125  mg.  of  V-CiUm  K with  0.167  Gm.  each 
of  sulfadiazine,  sulfamerazine,  and  sulfamethazine. 

V-Cillin  K®  (penicillin  V potassium,  Lilly) 

V-Cillin  K®  Sulfa  (penicillin  V potassium  with  triple  sulfas,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  S,  INDIANA,  U.S.  A. 

933282 
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I AM  GRATEFUL  for  the  invitation  from  the 
Wyoming  Editor  to  express  my  views  on 
matters  of  great  concern  to  American  Medi- 
cine, as  seen  from  my  new  vantage  point  as 
director  of  A.M.A.’s  socio-economic  activities. 

My  previous  experience  has 
been  in  the  field  of  private 
practice  and  public  health 
P erspective  administration.  It  is  my  gen- 

eral conclusion  that,  while 
most  physicians  realize  the  hazards  of  further 
government  intrusion  into  the  field  of  medi- 
cal care,  they  are  not  fully  aware  of  the 
implications  in  Forand  type  legislation  now 
“hanging  fire”  in  Congress. 

Let  us  begin  with  the  positive  side  of  the 
matter.  One  can  say  that  the  A.M.A.  is  now 
reasonably  well  satisfied  with  the  manner 
in  which  officials  of  the  Bureau  of  Old  Age 
and  Survivors  Insurance  (BOASI)  are  select- 
ing disabled  individuals  above  the  age  of  50 
in  need  of  the  coverage  provided  by  the  pres- 
ent law.  These  recipients  are  paid  dollars 
with  which  they  can,  by  free  choice,  purchase 
the  necessities  of  life  (including  medical 
care) . 

Those  collectivists  who  would  promote 
government  controlled  medical  care,  see  in 
Forand  type  legislation  a way  to  begin  their 
program  by  appealing  emotionally  for  a serv- 
ice type  medical  care  program  under  federal 
government  control.  They  do  not  consider 
that  these  are  not  necessarily  the  people  in 
greatest  need,  or  that  this  is  a change  in 
philosophy  as  to  how  care  should  be  rendered. 

The  average  physician  should  know  that 
within  A.M.A.  headquarters  there  is  a special 
task  force.  This  group,  while  concerned  with 
the  immediate  problem  of  Forand  type  legis- 
lation, is  also  focusing  equally  on  Medicine’s 
positive  program  for  covering  the  entire  pop- 
ulation spectrum.  We  must  remember  that 
not  only  are  there  more  aged  persons,  but 
there  are  also  more  young  people.  In  order 
to  further  what  we  believe  to  be  American 
Medicine’s  and  the  nation’s  best  interests. 


the  private  practicing  physician  must  ex- 
emplify the  advantage  of  that  precious  heri- 
tage “private  medical  practice.”  The  patient 
goes  to  a physician  of  his  or  her  own  choice; 
a physician  completes  the  arrangement  by 
accepting  the  patient.  Only  in  this  way  can 
the  initimate  physician-patient  relationship 
be  obtained.  This  is  the  basis  for  the  present 
high  quality  of  care  in  America.  A task  force 
in  A.M.A.  can  help  Medicine  when  this  rela- 
tionship between  physician  and  patient  is 
right,  but  endless  numbers  of  task  forces 
could  not  help  if  the  relationship  is  wrong. 

In  summary,  A.M.A.  is  alert  to  a very 
present  danger  in  Forand  type  legislation. 
Individual  physicians  also  need  to  be  just  as 
alert  and,  in  addition,  continue  to  carry  out 
a positive  program  for  high  level  medical 
care  in  this  atomic,  electronic,  space,  auto- 
logic* and,  most  important  to  us,  modern 

medical  age.  _ . , . , 

^ Franklin  D.  Yoder 


I^ciNG,  AS  WE  DO,  CRITICISM  by  editorial  writ- 
ers, articles  designed  to  be  more  sensational 
than  factual,  and  attacks  by  pseudo-scientists 
and  trouble  mongers,  this  Journal  has  fre- 
quently risen  to  our  defense.  It  remains  our 
firm  belief  that  the  vast 

The  Surgical  physicians  are 

honest,  but  the  occasional 
Conscience  “rotten  apple”  does  more 
harm  to  public  relations 
than  hundreds  of  us  can  neutralize  by  years 
of  faithful  practice.  We  have  stated  that  prac- 
ticing according  to  the  Golden  Rule  will 
answer  all  our  critics  and  will  forever  post- 
pone governmental  direction  and  control  of 
our  profession. 

Another  tenet  has  come  from  the  pen  of 
Dr.  W.  A.  Altemeier  in  the  Archives  of  Sur- 
gery: 

Conscience  in  surgery  means  a strong  sense  of 
right  and  wrong,  a willingness  to  help  others,  a 

•“Machines  that  help  man  think.” 


/or  November,  1959 
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feeling  of  compassion  for  the  unfortunate,  self- 
discipline,  and  a strong  faith  in  the  sanctity  of 
God  and  man.  It  can  be  conditioned  by  education 
and  experience.  It  depends  not  only  on  the  sur- 
geon’s individual  moral  fiber  and  religious  con- 
cepts, but  also  on  his  heritage  of  philosophic  doc- 
trines, his  scientific  and  factual  knowledge,  and 
his  judgment.  It  determines  his  conduct  in  many 
situations,  such  as  the  current  difficulty  with 
hospital-acquired  infections,  where  temporary  in- 
dividual gains  from  the  misuse  of  antibiotics  may 
result  in  protracted  trouble  to  a community.  It 
compels  the  surgeon  at  times  to  resist  popular 
demands  and  to  have  the  moral  courage  to  pro- 
test. It  requires  him  to  rise  above  the  selfishness 
of  small  professional  groups  and  to  devote  him- 
self to  the  individual  patient  with  gentleness, 
compassion,  firmness,  and  resolution.  Many  of 
the  current  problems  concerning  the  care  of  the 
sick  are  complicated,  not  solved,  by  rigid  regula- 
tions and  dictatorial  authority.  Their  solution  de- 
pends, rather,  on  a rebirth  of  the  surgical  con- 
science. 

This  splendid  message  bespeaks  the  stat- 
ure of  its  author.  It  may  be  secondary  to 
the  Golden  Rule,  but  is  it  not  therein  implied? 
In  this  era  of  impersonalization  of  services, 
let  us  cling  rigidly  to  our  respect  for  the 
feeling  and  comfort  of  patients  — the  sole 
reason  for  our  existence  as  an  honored  pro- 
fession! 


This  month  RMMJ  began  publication  of  a 
new  “monthly”  to  go  to  doctors  in  the  follow- 
ing states:  Alaska,  Arizona,  Colorado,  Idaho, 
Montana,  Nevada,  New  Mexico,  Oregon, 
Utah,  Wyoming,  and  Washington.  The  medi- 
cal societies  in  these 
states  are  cooperat- 
ing in  the  project. 

Called  “What 
goes  on,”  the  publi- 
cation will  include  in  its  listings  news  of 
postgraduate  sessions  and  meetings  of  spe- 
cialized medical  organizations  and  area  medi- 
cal societies. 

“WGO”  is  underwritten  by  Lederle  Lab- 
oratories, Division  of  the  American  Cyanimid 
Company,  and  is  sent  free  of  charge  to  all 
physicians  in  the  11-state  region.  “What  goes 
on”  will  also  serve  as  a clearinghouse  for 
advance  dates  of  medical  meetings  in  the 
area. 


A 

ZXS  THE  RESULT  OF  RECENT  CONGRESSIONAL 

action,  our  federal  employees,  nearly  two 
million  in  number,  will  soon  purchase  a pre- 
paid hospital  and  medical  care  contract.  This 
bloc  of  employees  will  constitute  the  largest 

single  group  ever  to 
be  covered  by  either 
commercial  insur- 
ance or  Blue  Cross- 
Blue  Shield.  There 
are  two  major  ef- 
fects of  this  action  that  are  of  interest  to  the 
medical  profession:  (1)  the  effect  on  Blue 
Cross-Blue  Shield,  and  (2)  the  effect  on 
medical  fees. 

The  effect  on  Blue  Cross-Blue  Shield  will 
be  good  if  these  non-profit,  hospital  and  doc- 
tor controlled  organizations  are  successful  in 
obtaining  these  subscribers.  The  reason  is 
rather  simple — government  employees  are, 
for  the  most  part,  stable,  average  income, 
intelligent,  relatively  healthy  Americans. 
Subscribers  such  as  these  are  needed  to  bal- 
ance off  the  low  income,  high  risk  citizens 
that  only  Blue  Cross-Blue  Shield  make  any 
effort  to  cover.  If  commercial  insurance  com- 
panies are  able  to  “skim  off”  the  better  risk 
subscribers.  Blue  Cross-Blue  Shield  will  not 
be  able  to  carry  the  “poor  risks”  because 
these  “poor  risks”  are  also  in  low  income 
brackets  and  can’t  afford  the  necessarily 
higher  premium.  Leave  these  “low  income, 
high  risk”  individuals  unprotected  against 
illness  and  we’ll  be  right  back  where  we 
started,  only  this  time  the  socializers  will  be 
waiting  with  plans  ready. 

The  effect  on  medical  fees  will  be  un- 
favorable to  American  Medicine  unless  Blue 
Shield  obtains  the  contract  since  only  through 
this  organization  can  we  wield  influence  in 
determining  our  economic  status.  Commercial 
insurance  will  provide  fees  in  accordance 
with  their  projected  profit  percentage  and 
these  fees,  by  virtue  of  the  tremendous  num- 
ber of  persons  involved,  will  exert  a deter- 
mining effect  in  doctors’  charges. 

It  behooves  physicians  country-wide  to 
support  Blue  Cross-Blue  Shield  to  the  utmost 
in  their  efforts  to  obtain  this  contract.  Only 
by  retention  of  such  large  and  desirable 
groups  in  our  own  plans  can  we  hope  to  fore- 
stall socialism.  Francis  A.  Barrett 
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^ ^ ^ ^ ^ I Presidential  address* 


John  L.  McDonald,  Colorado  Springs 


I BELIEVE  IN  THE  ANALOGY  OF  HISTORY.  Today 
I want  to  review  with  you  some  medical 
history  and  then  attempt  an  analogy  which 
I confess  may  be  too  tortuous. 

The  physician  whose  medical  teachings 
dominated  medical  thinking  from  pagan  times 
well  into  the  early  middle  ages  was  Galen. 
Galen  was  born  in  Asia  Minor,  whence  came 
so  much  of  our  civilization.  He  died  in  200 
A.D.,  having  done  most  of  his  work  in  Rome. 
He  was  not  as  great  a physician  as  Hippoc- 
rates. He  was  boastful.  His  case  records  do 
not  furnish  the  excellent  clinical  observa- 
tions of  Hippocrates  and  he  rarely  told  of  his 
failures.  Nevertheless,  he  did  incorporate 
much  of  Hippocrates’  work  in  his  teachings. 
Like  Hoppocrates,  he  believed  in  the  healing 
power  of  nature.  That  he  was  a good  diagnos- 
tician can  be  illustrated  by  a case.  One  Eu- 
damus,  a philosopher,  complained  of  a loss 
of  sensation  in  the  fourth  and  fifth  fingers 
of  one  hand.  Other  physicians  had  failed  to 
cure  this  by  local  treatment.  In  obtaining 
the  history,  Galen  found  that  the  patient 
had  fallen  from  a chariot  striking  his  neck 
against  a sharp  stone.  This  enabled  him  to 
fix  the  brachial  plexus  as  the  seat  of  the 
trouble,  and  following  application  of  counter- 
irritants  to  this  region  the  cure  was  achieved. 
The  cure  of  course  was  probably  achieved 
by  time  but  that  does  not  alter  the  fact  that 
Galen  made  a logical  diagnosis. 

Anatomical  inaccuracies 

Galen’s  greatest  contribution  to  medicine 
lay  in  his  investigations  rather  than  in  his 
actual  clinical  work.  He  may  be  said  to  have 
been  the  first  experimental  physiologist.  He 


♦Presented  before  the  89th  Annual  Session  of  the  Colorado 
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realized  that  a knowledge  of  anatomy  was 
essential  to  the  study  of  medicine  and  the 
understanding  of  disease.  Dissection  of  the 
human  body  was  illegal  in  his  time  and  his 
anatomy  was  based  on  study  of  pigs,  dogs, 
and  Barbary  apes.  He  made  the  error  of 
assuming  and  teaching  that  human  anatomy 
was  identical  with  the  anatomy  which  he 
studied  in  those  animals  and  in  his  writings 
it  is  not  obvious  that  he  is  indeed  describing 
animal  instead  of  human  anatomy.  It  would 
be  13  centuries  before  a far  greater  man 
than  he  would  be  able  to  deduce  the  reason 
for  his  anatomical  inaccuracies  and  to  cor- 
rect them.  He  did,  however,  make  some  great 
discoveries.  He  knew  something  of  the  gross 
structure  of  the  brain.  He  recognized  seven 
pairs  of  cranial  nerves.  He  distinguished  be- 
tween sensory  and  motor  nerves  and  he  dis- 
covered the  sympathetic  nervous  system. 

Medical  knowledge  retarded 

He  recognized  that  the  arteries  contained 
blood  and  not  merely  air  as  had  previously 
been  believed.  He  realized  that  the  heart 
set  the  blood  in  motion  but  of  course  he  did 
not  achieve  the  idea  of  the  circulation  of 
blood.  He  believed  that  it  ebbed  and  flowed 
in  the  vessels  and  his  imaginative  concept  of 
the  porous  septum  of  the  heart,  stated  with 
great  conviction,  was  responsible  for  the 
maintenance  of  this  fallacy  for  centuries. 

He  wrote  a great  deal,  publishing  prob- 
ably 500  manuscripts  of  which  80  were  pre- 
served to  be  copied  and  recopied  many  times 
through  the  Dark  Ages.  Unfortunately,  he 
affirmed  that  pus  was  “laudable”  in  wound 
healing,  a belief  which  persisted  to  modern 
times.  He  also  taught  that  surgery  was  mere- 
ly a technical  branch  of  medicine.  This  helped 
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to  keep  surgery  in  a lesser  role  than  medi- 
cine for  centuries. 

It  would  seem,  however,  on  the  whole, 
that  Galen  should  be  regarded  as  a great 
physician.  Actually,  he  did  far  more  to  retard 
medical  knowledge  than  to  advance  it.  Be- 
cause of  the  authoritative  way  in  which  he 
wrote,  because  of  the  continued  objection  to 
human  dissection,  because  of  the  church’s 
attitude  toward  scientific  research  and  new 
ideas,  Galen’s  teachings  were  held  to  be  in- 
fallible and  for  centuries  none  presumed  to 
question  his  authority. 

Galen’s  teachings  disputed 

During  the  Renaissance,  three  great  med- 
ical men  dared  to  dispute  Galen’s  teachings 
and  each  of  them  had  to  suffer  persecution 
and  vinification  by  his  contemporaries,  little 
men  who  were  not  yet  ready  to  abandon 
their  devotion  to  the  authoritarian. 

Andreas  Vesalius,  foremost  anatomist  of 
all  time,  was  born  in  Brussels  in  1514.  By  the 
time  he  studied  medicine,  human  cadavers 
were  being  used  for  dissection  in  Paris,  which 
was  his  school.  His  teacher,  Sylvius,  ex- 
pounded from  Galen  as  Vesalius  dissected. 
It  was  perfectly  obvious  to  the  young  anato- 
mist that  the  organs  he  was  examining  were 
not  as  described  by  Galen.  For  example, 
Galen  said  that  the  liver  had  five  big  lobes 
and  yet  in  the  human  liver  he  could  count 
but  three  large  and  two  very  small  lobes. 
By  dissecting  dogs,  pigs  and  apes  he  was 
able  to  discover  the  source  of  Galen’s  incor- 
rect anatomical  teachings.  At  the  age  of  23, 
he  was  appointed  professor  of  surgery  and 
anatomy  at  Padua.  At  the  age  of  28,  he  had 
dissected  enough  bodies  and  had  learned 
enough  anatomy  to  publish  one  of  the  great- 
est medical  volumes  of  all  times  “On  the 
fabric  of  the  human  body.”  The  anatomical 
plates  in  this  work  were  magnificent  and  the 
anatomical  descriptions  were  revolutionary. 
The  publication  of  this  work  should  have 
brought  him  honor,  fame,  and  the  oppor- 
tunity to  continue  his  work  in  peace  and 
with  the  help  of  eager  students.  Instead,  it 
brought  him  persecution  and  abuse.  His  old 
teachers  turned  against  him  and  even  his 
students  left  him.  All  this  because  Vesalius 
had  dared  to  question  Galen.  He  was  forced 
to  give  up  his  chair  at  Padua  and  he  made 


no  further  contributions  to  anatomy. 

Ambrose  Pare,  the  greatest  surgeon  of  the 
Renaissance,  and  in  fact  the  first  great  sur- 
geon, was  born  in  France  in  1510.  He  was 
apprenticed  to  a barber  surgeon  but  soon 
succeeded  in  restricting  his  work  to  surgery 
alone.  It  happened  that  during  his  active 
career  as  a surgeon,  France  was  engaged  in 
many  wars  and  Pare  as  a military  surgeon 
had  the  opportunity  to  treat  many  wounds. 
These  wounds  were  no  longer  the  relatively 
clean  wounds  inflicted  by  the  sword  or  arrow. 
Bullets  did  a great  deal  more  damage  to  the 
tissue  and  to  the  blood  supply,  insuring  a 
richer  medium  for  the  growth  of  germs. 
“Laudable  pus”  was  present  in  nearly  every 
case  partly  because  further  damage  was  done 
to  the  tissue  by  treating  these  wounds  with 
boiling  oil.  Pare  at  first  treated  wounds  in 
the  traditional  way  but  on  one  battlefield, 
when  the  supply  of  oil  was  exhausted,  he  ap- 
plied to  the  wounds  “a  digestive  of  eggs,  oil 
of  roses  and  turpentine.”  Fully  expecting 
that  those  patients  would  be  worse  or  dead 
next  day,  he  was  astonished  to  find  that 
they  had  little  pain  and  that  their  wounds 
were  not  inflamed  or  much  less  inflamed 
than  were  those  of  the  men  treated  with 
boiling  oil.  It  would  be  centuries  before  the 
idea  was  universally  accepted  but  for  the 
first  time  since  Galen,  a physician  had  dem- 
onstrated that  pus  was  not  “laudable.”  He 
used  ligatures  to  control  bleeding  because  he 
found  that  the  cautery  was  as  harmful  as 
boiling  oil.  He  believed  in  cleanliness  and 
so  was  a successful  obstetrician.  Soldiers 
blessed  him  but  from  his  contemporaries  and 
colleagues  he  received  nothing  but  ridicule. 
The  dean  of  the  faculty  of  physicians  at  Paris 
published  an  angry  tirade  against  the  igno- 
rant barber  surgeon  who  dared  to  write  in 
the  vernacular  and  who  dared  to  advocate 
new  methods  of  treating  wounds,  hemor- 
rhage, and  even  medical  diseases.  This  tirade, 
however,  was  responsible  for  an  amusing 
journal  written  in  reply  to  the  dean  by  Pare. 
In  it  he  said,  “Dare  you  teach  me  surgery, 
you  who  have  never  come  out  of  your  study? 
Surgery  is  learned  by  the  eye  and  by  the 
hands.  You,  my  little  master,  know  nothing 
else  but  how  to  chatter  in  a chair.” 

The  third  physician  who  rebelled  against 
the  authority  of  Galen  was  less  great  than 
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his  fellows  but  in  fact  he  used  an  even  more 
dramatic  way  to  show  his  contempt  for 
Galen’s  system.  Paracelsus  was  born  in 
Switzerland  in  1490  and  studied  medicine  in 
Italy.  As  he  studied  from  Galen’s  manuscripts 
he  became  more  and  more  skeptical  of  their 
value.  He  traveled  all  over  Europe,  consorted 
with  all  sorts  of  people  and  observed  the 
effects  of  many  traditional  folk  remedies. 
After  10  years  of  wandering,  he  realized 
that  he  had  correctly  evaluated  the  worth 
or  worthlessness  of  many  types  of  medical 
treatment,  herbal  and  chemical.  He  returned 
to  Switzerland  and  there,  before  a lecture, 
he  publicly  burned  the  works  of  Galen,  stat- 
ing that  “My  beard  knows  more  than  you 
and  your  writers;  my  shoe  buckles  are  more 
learned  than  Galen.” 

Inovators  criticised 

But  medical  authoritarianism  was  not  yet 
ready  to  surrender  to  medical  innovation. 
Three  centuries  later  we  can  still  observe 
the  forces  of  reaction  opposed  to  two  great 
physicians,  each  of  whom  showed  the  con- 
tagiousness of  puerperal  fever.  Our  own  Oli- 
ver Wendell  Holmes  logically  deduced  that  it 
was  the  doctor  with  hands  dirty  from  the 
dissecting  room  who  scattered  his  cases  of 
childbed  fever  here  and  there  throughout 
the  city  in  a fashion  totally  unlike  the  epi- 
demic which  spreads  from  door  to  door  and 
neighborhood  to  neighborhood.  He  read  his 
paper  to  the  Boston  Society  of  Medical  Im- 
provement in  1843  and  met  with  nothing  but 
abuse  from  the  practitioners  who  considered 
that  he  had  insulted  them.  Four  years  later, 
Semmelweiss  in  Vienna  wrote  that  “puer- 
peral fever  is  caused  by  conveyance  to  the 
pregnant  woman  of  putrid  particles  derived 
from  living  organisms  through  the  agency  of 
examining  fingers.”  When  he  had  his  stu- 
dents wash  their  hands  in  chloride  of  lime 
before  examining  these  pregnant  patients  the 
mortality  in  his  wards  fell  from  18  to  1 per 
cent.  He  gained  one  or  two  great  supporters 
but  almost  without  exception  he  was  op- 
posed and  persecuted  by  the  obstetricians  of 
Vienna.  He  was  forced  to  resign  from  his 
position  and  it  is  not  at  all  unlikely  that  the 
vinification  he  received  contributed  to  his 
later  insanity. 

Pasteur  was  not  a physician  but  his  great 


work  was  responsible  for  one  of  the  most 
brilliant  chapters  of  our  medical  history.  The 
story  of  the  criticism  which  he  received  from 
the  Academicians  is  well  known.  Lister, 
whose  antiseptic  system  made  possible  sur- 
gery on  any  portion  of  the  body  and  who 
must  be  ranked  with  Pare  and  John  Hunter 
as  the  three  greatest  innovators  in  surgery, 
was  for  many  years  subjected  to  the  same 
sort  of  treatment  which  had  forced  Semmel- 
weiss to  surrender.  Lister  was  a strong  man 
and  he  continued  to  work  until  the  magni- 
tude of  his  discovery  could  no  longer  be  dis- 
regarded, even  by  the  most  vitrolic  of  op- 
ponents. Besides,  about  this  time  medical 
men  were  beginning  to  change  their  minds 
about  medical  innovators. 

X-rays  accepted 

Already  the  value  of  the  general  anes- 
thetic agent  had  been  enthusiastically  adopt- 
ed and  quickly  after  its  discovery  its  use 
spread  over  the  civilized  world.  A little  later 
Wilhelm,  Roentgen  announced  the  discovery 
of  his  astonishing  “x-rays.”  The  value  of 
their  practical  application  was  accepted  with 
unbelievable  speed.  Coming  to  our  own  time, 
we  have  seen  the  acceptance  of  insulin  in 
the  treatment  of  diabetes  with  scarcely  an 
old  fashioned  dissent  and  this  was  also  true 
of  the  dietetic  treatment  of  pernicious  ane- 
mia. Very  little  skepticism  was  manifested 
regarding  the  role  of  vitamins  in  specific 
diseases  and  none  at  all  regarding  the  value 
of  antibiotics. 

Changing  times 

We  have  seen,  therefore,  that  over  the 
centuries  our  profession  has  been  inclined 
to  accept  conventional  ideas  as  fact  and  to 
resist  new  ideas  vigorously.  Social  and  eco- 
nomic ideas  throughout  the  world  are  chang- 
ing rapidly.  The  desire  for  self-government 
is  increasing  among  people  previously  igno- 
rant and  subservient.  Even  among  the  long 
civilized  Western  nations  the  changes  are 
dramatic.  In  our  own  field  of  medicine,  social 
and  economic  ideas  are  subject  to  the  same 
revolutionary  pressures  which  characterize 
man’s  other  social  relationships. 

I believe  in  the  free  choice  of  physician 
but  I concede  occasional  instances  in  which 
it  may  be  impossible  to  adhere  rigidly  to  this 
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system.  Do  we  weaken  our  position  by  mak- 
ing a shibboleth  of  this  phrase?  I think  so. 
Who  is  there  among  us  who  does  not  believe 
in  compulsory  vaccination,  compulsory  regu- 
lation and  purification  of  water  supply,  com- 
pulsory sanitary  sewage  disposal?  If  a new 
plague,  a new  Black  Death  appeared,  would 
we  not  submit  to  quarantine  and  whatever 
other  regulations  seemed  advisable  until  the 
danger  of  contagion  diminished?  Is  not  this 
an  inconsistency  in  our  firm  belief  that  the 
individual  is  free  to  choose  his  own  way  to 
health? 

Shades  of  grey 

The  American  Medical  Association  at  its 
meeting  in  Atlantic  City  this  summer  has 
maintained  its  belief  in  the  advantage  to 
patients  and  physicians  of  the  principle  of 
free  choice  of  physician.  I hope  we  may  al- 
ways be  able  to  maintain  it,  but  I would  dis- 
like to  think  that  we  considered  it  an  absolute 
law  for  all  time.  In  the  same  meeting,  it  was 
reaffirmed  that  many  third  party  plans  are 
necessary  and  in  some  cases  desirable. 

Many  newspapers  interpreted  this  as  a 
change  in  policy  of  the  A.M.A.  I feel  that 
some  physicians  had  the  same  reaction. 

Actually  this  has  been  the  American  Med- 
ical Association  philosophy  for  a good  many 
years.  Does  it  seem  to  some  a compromise  of 
our  principles?  If  so,  then  I believe  such 
compromise  is  more  beneficial  to  our  pa- 
tients and  to  ourselves  than  a rigid,  unyield- 
ing insistence  that  there  never  can  be  an 
intermediary  between  patient  and  physician. 
Then,  indeed,  we  might  find  forced  on  us 
a system  of  medical  care  over  which  we  had 
no  control. 

We  are  unanimously  opposed  to  state  med- 
icine. I have  heard  many  among  us  here 
affirm  that  we  must  fight  for  our  principles 
in  this  regard  and  not  concede  a single  step 
of  deviation  from  what  we  regard  to  be  right, 
but  how  can  we  be  certain  that  our  social  and 
economic  ideas  are  entirely  correct  when  all 
of  our  medical  history  proves  that  changing 
ideas  are  as  likely  or  more  likely  to  be  right 
than  the  old  ideas  which  they  are  displacing? 
Can  we  be  certain  that  all  our  social  and 
economic  ideas  are  like  the  anatomical  ver- 
sion of  Vesalius  on  dissecting  the  human 
cadaver  rather  than  like  the  erroneous  ideas 


of  Galen  based  on  the  anatomy  of  animals? 
Things  are  not  always  all  black  or  all  white. 
It  is  a truism  that  we  must  learn  to  accept 
that  varying  shades  of  grey  also  exist. 

The  danger  of  political  intervention,  of 
the  introduction  of  state  medicine,  is  due  to 
the  number  of  people  eligible  for  some  form 
of  government  social  security,  and  I use  the 
word  “social”  in  its  broadest  meaning.  Its 
prevention,  however,  lies  wholly  with  us.  We 
must,  for  example,  recognize  the  peculiar 
problems  of  aging  with  unemployability 
which  have  greatly  changed  in  the  past  few 
decades  because  of  our  own  advances  in  med- 
icine and  in  public  health. 

Through  Blue  Shield  and  Blue  Cross  we 
have  made  possible  one  of  the  most  effective 
methods  for  maintaining  the  type  of  private 
practice  which  we  believe  in,  the  free  choice 
of  physician.  Let  us  be  certain  that  some 
shortsighted  or  selfish  among  us  are  not 
endangering  these  plans  or  if  these  plans 
become  obsolete,  let  us  be  sure  that  they  are 
replaced  by  sound  ones.  Are  we  permitting 
self-interest  to  interfere  with  essential  actu- 
arial requirements  in  these  plans?  I hope  not, 
but  it  requires  eternal  vigilance  on  the  part 
of  our  excellent  Blue  Shield  Advisory  Boards 
together  with  the  skill  of  our  professional 
lay  Blue  Shield  and  Blue  Cross  directors  to 
maintain  the  efficacy  of  these  plans.  This 
is  but  one  of  the  ways  by  which  we  attempt 
to  maintain  our  tradition  of  private  practice 
and  free  choice  of  physician.  Many  known 
problems  have  to  be  met.  Many  future  prob- 
lems as  yet  undreamed  of  will  have  to  be 
met  with  common  sense  and  proper  flexibil- 
ity of  mind. 

Humantarianism 

Finally,  I would  like  to  pay  tribute  to  all 
the  members  of  our  profession  who  have  gone 
before  us.  During  the  whole  period  of  re- 
corded medical  history,  it  is  obvious  that  our 
goal  is  the  alleviation  of  suffering.  Service 
to  the  unfortunate  has  been  our  noblest  ob- 
jective since  the  time  of  the  first  great  physi- 
cian whose  humanitarianism  is  preserved  and 
remembered  in  the  Oath  of  Hippocrates 
which  we  all  take  figuratively  if  not  literally. 
During  the  centuries  there  have  been  excep- 
tions, but  in  general  all  medical  knowledge 
has  been  freely  circulated  so  that  all  people 
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might  take  advantage  of  it.  While  others  have 
perfected  instruments  for  destruction,  our 
aim  has  always  been  the  eradication  of  dis- 
ease and  the  prevention  of  suffering.  No 
other  profession,  no  other  branch  of  learning. 


can  demonstrate  any  such  continuous  regard 
for  the  welfare  of  mankind.  • 
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Glomus  tumor  of  the  leg* 

A case  repo/^ 

W.  E.  Hess,  M.D.,  Salt  Lake  City 


This  rare  but  painful  growth,  usually 
found  in  a subungual  location, 
in  this  case  went  undiagnosed 
for  one  year  because  of  its 
presence  in  the  knee. 


Glomus  tumor*-®,  also  masquerading  under 
the  names  of  angiosarcoma,  perithelioma, 
painful  subcutaneous  nodule,  glomangioma, 
subungual  tumor,  hemangiopericytoma®,  and 
angioneuromyoma,  is  a relatively  rare  condi- 
tion even  when  found  in  its  usual  subungual 
location.  It  is  even  more  rare  when  it  in- 
volves the  leg  as  in  the  case  here  to  be  re- 
ported. 

The  glomus  is  a specialized  arteriovenous 
anastomosis  surrounded  by  large,  pale  cells 
(glomus  cells) , between  which  are  numerous, 
firm,  medullated  and  non-medullated  nerves. 
It  is  most  abundantly  present  in  the  region 
of  the  nail  bed,  the  tips  of  the  fingers  and 
toes,  and  the  palmar  surface  of  the  phalanges. 
The  tumor  which  springs  from  it  is,  there- 
fore, most  common  in  these  sites,  but  it  may 
occur  anywhere  in  the  upper  and  lower 
limbs,  although  not  on  the  trunk.  The  func- 
tion of  the  glomus  is  supposed  to  be  con- 
cerned with  heat  regulation,  the  large  vascu- 
lar channels  of  which  it  is  composed  being 


♦From  the  Department  of  Orthopedic  Surgery,  Salt  Lake 
Clinic,  Salt  Lake  City,  Utah. 


under  the  influence  of  the  abundant  nerve 
supply. 

The  glomangioma,  a perfectly  benign  and 
circumscribed  tumor,  blue  or  reddish  in  color, 
and  seldom  exceeding  one  cm.  in  diameter,  is 
merely  an  enlarged  glomus.  It  consists  of 
tortuous  vascular  channels  in  the  walls  of 
which  the  smooth  muscle  has  been  replaced 
by  large,  pale  cells  of  the  epithelioid  type, 
with  clear  or  vacuolated  cytoplasm.  The 
cells  may  be  clumped  in  large  masses  with- 
out a definite  lumen.  Sometimes  plain  muscle 
fibers  intervene  between  the  lumen  and  the 
mantle  of  epithelioid  cells.  These  epithelioid 
cells,  indeed,  are  supposed  to  represent  al- 
tered muscle  fibers.  Abundant  nerve  endings 
are  seen  between  the  epithelioid  cells,  and 
it  is  pressure  on  these  endings  which  is  re- 
sponsible for  the  pain  that  is  so  characteristic 
a symptom.  In  a considerable  number  of 
cases,  the  appearance  of  the  tumor  is  pre- 
ceded by  a single  severe  trauma. 

The  clinical  symptoms  are  highly  char- 
acteristic and  remarkably  severe  for  so  small 
a lesion.  At  first  there  are  attacks  of  pain, 
limited  to  a small  area,  although  no  lesion 
may  be  visible.  Gradually  the  attacks  be- 
come more  severe  and  are  stabbing  or  burn- 
ing in  character.  The  pain,  which  may  be 
radiating  and  neuralgic  in  character,  may  be 
spontaneous  or  may  be  produced  by  the 
slightest  pressure.  It  is  probably  caused  by 
the  dilated  glomus  vessels  pressing  on  the 
numerous  nerve  endings.  Removal  of  the 
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tumor  is  followed  by  complete  and  permanent 
relief.  No  minor  operation  wins  a greater 
share  of  the  patient’s  gratitude®. 

A search  of  the  literature  reveals  one  case 
in  a 55-year-old  man  with  a one  cm.  lump 
over  the  tibia,  eight  inches  below  the  kneeh 
Karem  Singh  of  India  reported  three  glomus 
tumors  around  the  knee  in  three  patients 
and,  in  one  patient,  four  tumors  on  one 
thigh^.  I am  certain  there  are  other  examples 
in  the  literature  but  they  are  difficult  to  find, 
and  for  this  reason  the  following  case  is  re- 
ported: 

CASE  REPORT 

Mr.  J.  S.  W.  was  first  seen  at  the  Salt  Lake 
Clinic  May  2,  1955,  with  the  chief  complaint  of 
pain  in  the  left  knee  of  over  one  year’s  duration. 
He  described  the  pain  as  stinging  and  burning  and 
stated  that  even  slight  bumps  and  pressure  of  bed 
covers  aggravated  it.  He  had  been  a painter,  but 
for  the  past  six  weeks  he  had  given  this  up,  since 
bumping  his  knee  on  the  rung  of  the  ladder  caused 
pain  of  a severe  degree. 

Prior  treatment  in  San  Diego  had  consisted  of 
multiple  intra-articular  injections;  four  x-ray 
treatments  at  three-day  intervals,  completed  three 
weeks  prior  to  my  examination;  much  advice  as 
to  the  use  of  heat,  and  local  novocain  injections. 
None  of  these  had  helped.  The  patient  stated  that 
his  doctor  was  on  the  verge  of  referring  him  to  a 
psychiatrist  because  of  failure  to  obtain  relief 
from  pain  and  that  he  (the  patient)  had  reached 
his  wit’s  end,  being  unable  to  work  and  finding 
it  extremely  difficult  to  sleep. 

Past  history:  The  patient  had  had  excision  of 
a torn  medial  meniscus  in  the  same  knee  in  1929, 
following  a twisting  injury  one  year  previously. 
He  denied  any  other  operations  or  serious  illnesses. 

Examination:  The  patient  was  a well-devel- 
oped, well-nourished  52-year-old  white  male  of 
English  extraction,  who  looked  at  least  ten  years 
older  than  his  given  age.  He  was  noted  to  have 
rachitic  bowing  of  both  tibiae,  worse  on  the  right. 
There  was  epilation  involving  the  entire  left  knee 
region  from  the  junction  of  the  middle  and  distal 
thirds  of  the  thigh  to  the  junction  of  the  proximal 
and  middle  thirds  of  the  leg.  This  was  thought  to 
be  secondary  to  radiotherapy.  There  was  a pal- 
pable, visible,  slightly-mounded  area  over  the 
anteromedial  proximal  tibial  region  on  the  left 
about  the  size  of  a 50-cent  piece.  This  area  was 
exquisitely  tender  to  pressure  with  the  tip  of  a 
lead  pencil  directly  over  the  center  of  the  enlarge- 
ment. The  tenderness  seemed  to  be  in  the  skin, 
.since  raising  the  skin  and  displacing  it  to  one 
side  revealed  no  deep  tenderness.  There  was  a 
very  slight  bluish  stain,  visible  only  in  bright 
light,  approximately  the  size  of  the  tip  of  a lead 
pencil,  at  the  most  tender  area.  Range  of  motion 
of  the  knee  was  full  and  painless  with  normal 


stability,  and  no  tenderness  or  swelling  of  the 
joint  was  noted. 

X-ray  examination:  AP  and  lateral  views  of 
the  knee  and  proximal  tibia  were  negative  except 
for  a small  spur  on  the  inferior  aspect  on  the 
patella. 

The  clinical  impression  was  possible  glomus 
tumor  and  the  patient  was  admitted  to  the  Latter- 
day  Saints  Hospital  May  5,  1955.  On  the  following 
day,  the  lesion  was  completely  excised. 

The  pathologist’s  report  was  as  follows:  The 
specimen  consisted  of  an  elliptical  wedge  of  skin 
measuring  SVz  cm.  in  length  and  IVa  cm.  in 
width.  Subcutaneously,  in  the  central  portion  of 
this  wedge  of  skin,  there  was  a small  pink  ele- 
vated mass  of  tissue  measuring  3 mm.  in  diameter. 
This  was  firm  and  imbedded  in  the  subcutaneous 
tissue  and  fat.  Microscopic  examination  revealed 
a well-circumscribed  glomangioma  in  the  epi- 
dermis of  the  excised  skin.  This  ovoid  concentra- 
tion of  benign  cellular  elements  had  a definite 
perithelious  arrangement  with  small  capillaries 
and  larger  vessels.  Around  the  margins  of  the 
tumor  a few  small  nerve  fibers  could  be  identified 
by  their  sheath  cells.  Histologically,  the  tumor 
was  made  up  of  two  or  three  patterns  of  cells, 
these  cells  varying  in  type  and  size.  The  cells 
that  were  arranged  in  perivascular  mantles  were 
very  small  and  had  little  cytoplasm.  Another  in- 
termediary sized  cell  was  seen  in  a few  areas,  but 
distinctly  larger  cells  had  rather  abundant  acido- 
philic cytoplasm.  These  latter  cells  were  arranged 
in  ovoid  clusters  and  sheaths.  There  was  no  evi- 
dence of  malignancy. 

The  patient  was  discharged  from  the  hospital 
on  the  following  day  and  had  an  uneventful  con- 
valescence. He  returned  to  his  home  in  San  Diego 
ten  days  postoperatively,  after  removal  of  the 
sutures.  He  resumed  his  work  as  a painter  one 
week  after  returning  to  San  Diego  and  has  re- 
mained entirely  pain-free  and  a grateful  patient 
to  this  date. 

Summary 

A brief  description  of  a glomus  tumor,  a 
review  of  the  literature  on  the  subject  and 
a report  of  an  interesting  case  involving  the 
region  of  the  knee  has  been  presented  in  the 
hope  that  it  will  help  others  to  be  cognizant 
of  this  lesion  when  faced  with  a similar  set 
of  signs  and  symptoms.  • 

REFERENCES 

’L.  D.  Ferguson,  M.D.,  Philadelphia,  Pa.:  Neuromyoangioma 
of  Leg  With  Symptoms  Similar  to  Glomus  Tumor.  American 
Journal  of  Surgery,  p.  1021. 

=Karem  Singh:  Glomus  Tumor.  Yearbook  of  Orthopedic  Sur- 
gery, 1956-1957,  p.  69. 

^L.  Lichtenstein:  Hemangiopericytoma.  Tumors  of  Bone,  p. 
128. 

'Glomus  Tumor.  Vascular  Diseases,  Yearbook  Publishers,  p. 
495. 

“Glomus  Tumor,  an  Example  of  Painful,  Subcutaneous  Nodule. 
British  Medical  Journal,  Vol.  II,  1956,  p.  30. 

"Boyd’s  Surgical  Pathology,  p.  144. 


52 


Rocky  Mountain  Medical  Journal 


' Immediate 


c 


postoperative  problems* 

Charles  B.  McCrory,  M.D.,  Denver 


Vomiting  and  hypoxia  or  both 
are  the  major  problems 
of  the  anesthetized  patient 
after  surgery. 


All  anesthetic  problems  which  appear  in 
the  immediate  postoperative  period  are  actu- 
ally the  culmination  of  a series  of  events 
which  preceded  or  occurred  during  the  ad- 
ministration of  the  anesthetic.  Theoretically, 
if  the  anesthetist  has  been  cognizant  of  these 
apparently  insignificant  events,  and  recog- 
nizes their  meaning,  and  if  he  has  had  both 
the  time  and  means  for  remedial  action, 
there  are  no  postoperative  problems.  Thus, 
the  anesthetist  must  constantly  anticipate 
the  ultimate  result  of  every  one  of  his  actions 
as  concerns  that  particular  situation  and 
patient. 

Nausea  and  vomiting 

Nausea  and/or  vomiting  is  the  patient’s 
most  common  worry  second  to  the  natural 
apprehension  concerned  with  any  surgical 
procedure.  It  should  also  be  our  primary 
worry  as  the  1956  report  by  Edwards  indi- 
cates. Vomiting  was  implicated  as  the  cause 
of  death  in  more  than  10  per  cent  of  the 
1,000  cases  being  reported,  and  among  the 
obstetrical  deaths  associated  with  anesthesia 
over  half  were  directly  related  to  vomiting. 
This  group,  as  we  all  know,  is  notorious  for 

•Presented  before  the  88th  Annual  Session  of  the  Colorado 
State  Medical  Society  at  Colorado  Springs,  September  24-27, 
1958. 
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going  into  labor  with  full  stomachs.  How- 
ever, this  report  should  reinforce  our  suspi- 
cion that  every  patient  we  anesthetize  is 
going  to  vomit,  and  since  we  are  the  ones 
who  remove  the  normal  protective  reflexes, 
it  is  our  responsibility  to  supply  that  pro- 
tection. 

By  what  means  can  we  reduce  this  prob- 
lem to  a minor  status?  First,  by  obtaining  a 
careful  history  as  to  what  foods  and  liquids 
have  been  taken  in  the  preceding  24  hours; 
by  determining  the  time  relationship  be- 
tween eating  and  the  accident  or  illness  and 
the  proposed  surgery;  knowing  the  kind  and 
content  of  the  vomitus  if  it  has  occurred; 
knowing  the  means  employed  to  obtain  an 
empty  stomach  prior  to  surgery.  Second,  a 
careful  evaluation  and  if  possible  a confir- 
mation of  the  history  as  given.  Third,  the 
correction  of  any  omission  which  casts  doubt 
as  to  whether  the  stomach  is  truly  empty. 

Assuming  the  stomach  is  full  prior  to  the 
time  of  surgery,  what  should  be  done?  The 
temptation  is  to  crash  full  tilt:  a shot  of 
pentothal,  a shot  of  Anectine,  and  rapid 
intubation.  However,  whenever  the  patient  is 
asleep  enough  or  relaxed  enough  for  intuba- 
tion, the  cardia  of  the  stomach  is  also,  and 
the  first  sight  of  the  larynx  with  the  laryngo- 
scope may  be  through  a pool  of  fluid.  A 
better  technic  is  to  inform  the  patient  that 
a full  stomach  is  a hazard  and  that  in  his 
best  interest  you  plan  to  empty  it.  Plan  A 
might  be  the  time-honored  finger-down-the- 
throat  method.  Plan  B might  be  swallowing 
a teaspoon  of  tartar  emetic  in  warm  water. 

continued  on  next  page 
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Plan  C might  be  2-5  milligrams  of  apomor- 
phine  given  intravenously.  Plan  D might  be 
the  naso-gastric  tube  plus  suction.  Plan  E 
might  be  to  delay  surgery  another  four  to  six 
hours  and  hope  that  with  the  patient  N.P.O. 
and  sedated  with  narcotics  and  belladonna 
drugs,  the  digestive  mechanism  might  pro- 
ceed normally.  Actually  none  of  these  plans 
are  good. 

Intubation 

The  best  plan  for  the  patient  that  has 
recently  eaten  is  to  inform  him  that  it  is 
necessary  to  intubate  him  awake.  To  anes- 
thetize the  oropharynx,  larynx,  and  trachea 
is  simply  and  quickly  done  and  the  patient 
can  be  intubated  gently  with  no  untoward 
complications.  The  choice  of  anesthesia  from 
that  point  on  makes  no  difference. 

When  the  patient  begins  to  emerge  from 
anesthesia,  several  stimuli  must  be  avoided; 
the  too  rapid  removal  of  an  endotracheal 
tube;  too  vigorous  suctioning  of  the  pharynx; 
too  roughly  moving  the  patient  from  table 
to  cart  or  bed;  the  centrifuge  effect  of  swing- 
ing a patient  around  a corner;  the  bouncing 
and  jolting  of  carts  with  flat  wheels,  or  floors 
with  many  cracks  and  buckles.  These  stimuli 
may  be  local  or  may  have  an  effect  centrally. 

Since  we  cannot  always  avoid  vomiting, 
what  steps  should  be  taken  to  protect  the 
patient  who  does?  Instead  of  the  standard 
face-up  position  in  bed  or  on  a cart,  I recom- 
mend strongly  the  lateral  or  tonsil  position 
with  the  head  a little  lower  than  the  feet. 
This  position  permits  good  drainage  of  secre- 
tions or  vomitus  from  the  oropharynx  and 
facilitates  maintenance  of  an  airway.  The 
protection  of  the  airway  is  the  main  factor 
in  our  worry  about  vomiting,  it  is  not  the 
mess  or  content  itself. 

In  the  lateral  position  a patient  can  be 
given  the  same  complete  care  that  occurs 
when  he  is  face  up.  He  can  be  given  oxygen 
by  catheter  or  mask,  suctioned,  catheterized, 
turned,  coughed,  checked  for  vital  signs,  or 
given  an  intravenous  medication  with  no 
more  difficulty  than  usual.  Also  most  patients 
as  they  arouse  from  the  anesthetic  sleep 
usually  try  to  turn  on  their  sides,  and  this 
is  frequently  the  signal  for  someone  to  give 
a hypo  of  one  drug  or  another  for  pain  or 
restlessness.  This  knocks  the  patient  out  for 


another  couple  of  hours  and  everyone  is 
happy  (and  ignorant). 

Hypoxia 

Involved  with  and  probably  most  fre- 
quently a cause  of  postoperative  vomiting  is 
inadequate  ventilation  during  the  preceding 
anesthetic  or  immediately  afterward.  Here 
lies  the  patient  with  all  the  symptoms  of 
mild  to  severe  hypoxia.  Early  hypoxia  is 
manifested  by  restlessness,  nausea,  dizziness, 
weakness,  and  increased  respiratory  effort. 
Later,  the  symptoms  progress  to  include  vom- 
iting, tachycardia,  muscle  incoordination, 
mental  confusion,  and  rising  blood  pressure. 
Still  later,  gasping,  unconsciousness,  slow 
bounding  pulse  which  becomes  irregular  and 
weak,  then  falling  blood  pressure,  respiratory 
and  circulatory  arrest. 

Unfortunately,  the  treatment  for  these 
early  signs  may  be  in  the  form  of  a hypo 
designed  to  depress  the  patient  even  more, 
instead  of  clearing  the  airway  which  is  par- 
tially or  even  totally  obstructed,  or  improv- 
ing the  ability  to  ventilate  by  anti-curariform 
drugs,  or  even  improving  the  oxygen  content 
of  the  atmosphere  that  the  patient  is  trying 
to  breathe.  Time  is  the  anesthetist’s  greatest 
friend  or  enemy,  depending  on  the  circum- 
stances. Time  is  an  enemy  when  three  min- 
utes without  oxygen  is  approaching,  or  cir- 
culation is  stopped.  It  is  a friend  when 
adequate  ventilation  is  removing  a gaseous 
anesthetic,  or  a parenteral  medication  is  be- 
ing metabolized  in  a straight  forward  fashion. 
However,  even  friends  may  be  inconvenient 
to  our  plans  occasionally;  such  a time  might 
be  as  we  assist  the  patient’s  breathing  fol- 
lowing a relative  overdose  of  relaxing  agents 
or  anesthetic  agents  which  are  still  effective 
after  the  surgeon  is  finished. 

Summary 

The  statement  is  still  true,  if  the  anesthe- 
tist is  vigilant  and  anticipates  his  actions  at 
all  times,  there  will  be  no  immediate  post- 
operative problems.  • 
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al  malpractice  in  Colorado* 


Jim  R.  Carrigan,  Denver 


^oth  his 
highest 

.L. 


a visiting  Assistant  Professor  of  Law 
at  New  York  University,  which  granted 
him  the  LL.M.  degree  in  Taxation. 

Since  early  1957  he  has  been  an 
Assistant  Professor  of  Law  at  the 
University  of  Denver,  and  faculty 
editor  of  DICTA.  He  recently  resigned  to 
associate  himself  with  the  University  of 
Washington  School  of  Law  at  Seattle. 

According  to  a recent  estimate  the  cost  of 
judgments,  out-of-court  settlements,  investi- 
gation expenses  and  legal  fees  paid  in  mal- 
practice cases  by  the  American  medical  pro- 
fession and  their  insurers  now  exceeds  $45,- 
000,000  each  year.  This  estimate  would  indi- 
cate that  malpractice  claims  are  far  more 
prevalent  and  judgments  recovered  are  far 
larger  in  other  parts  of  the  country  than  in 
Colorado.  Just  how  prevalent  are  these 
claims?  The  American  Medical  Association 
has  reported  that  about  14  per  cent  of  all 
its  members  in  the  United  States  have  been 
subjected  to  such  claims.  In  California,  where 
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lished with  the  permission  of  Dicta,  the  official  legal  journal 
of  the  Colorado  and  Denver  Bar  Associations  and  the  Uni- 
versity of  Denver  College  of  Law.  It  appeared  in  Dicta, 
July-August,  1959.  The  author  acknowledges  with  gratitude 
the  suggestions  of  Denver  Attorney  T.  Raber  Taylor  which 
have  contribut€Kl  to  portions  of  this  article. 

Since  litigation  and  threats  of  litigation  for  alleged  malprac- 
tice have  become  a national  problem,  this  article  is  both 
enlightening  and  helpful  to  every  practicing  physician.  It 
represents  exhaustive  research  on  the  part  of  Professor  Carri- 
gan. A list  of  235  references  has  been  deleted  because  of 
space  limitations. 
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the  claim  rate  seems  to  be  the  highest,  one 
doctor  in  every  four  has  been  charged  with 
malpractice. 

No  doubt  the  average  doctor  upon  first 
hearing  of  a malpractice  claim  against  one 
of  his  colleagues  is  tempted  to  damn  the 
claimant’s  attorney.  But  contrary  to  the  opin- 
ions of  most  medical  men,  attorneys  very 
seldom  if  ever  are  the  initial  instigators  of 
medical  malpractice  claims.  In  fact,  a re- 
nowned and  highly  respected  physician  who 
claims  many  years  of  “wide  experience  ad- 
vising doctors,  helping  defense  attorneys,  ap- 
pearing in  court  ...  as  an  expert  witness,  and 
as  a defendant  . . .,”  recently  declared:  “My 
observation  has  been  that  every  malpractice 
suit,  without  any  exception,  is  instigated 
either  directly  or  indirectly  by  a doctor.” 

Unquestionably  some  malpractice  claims 
are  without  foundation  in  fact  or  support  in 
law.  Just  as  unquestionably  some  malprac- 
tice claims  are  well  founded  in  both  fact  and 
law.  It  is  the  ethical  obligation  of  every  at- 
torney to  discourage  groundless  claims  and 
not  to  espouse  unjust  suits.  It  should  be  the 
ethical  obligation  of  every  fair  minded  physi- 
cian to  cooperate  in  obtaining  justice  for  a 
patient  who  has  been  wronged  by  a fellow 
physician.  The  overriding  duty  of  each  pro- 
fession is  to  the  public.  The  problem  of  both 
groups  is  to  determine  which  claims  are  jus- 
tified and  which  are  not.  Since  fair  eval- 
uation of  claims  can  best  be  accomplished 
through  understanding  of  the  law  governing 
them,  this  paper  surveying,  summarizing, 
and  criticizing  the  sizable  body  of  Colorado 
case  law  in  the  field  is  submitted  in  the  hope 
that  from  increased  knowledge  will  grow 
greater  mutual  understanding  between  our 
brother  professions. 

Theory  and  nature  of  the  action 

At  common  law  an  action  for  negligent 
treatment  by  a physician  generally  was  insti- 
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tuted  by  a writ  of  trespass  on  the  case.  The 
older  action  in  trespass  was  unavailable  in 
most  cases  because  almost  always  the  patient 
had  consented  to  the  touching  of  his  person 
and  therefore  he  could  not  plead  a direct, 
forcible  trespass.  But  in  cases  where  treat- 
ment was  instituted  without  consent  of  the 
patient  or  continued  against  his  will  after 
he  had  discharged  the  physician,  the  doctor’s 
touching  or  cutting  of  the  patient’s  body 
might  constitute  trespass  in  the  nature  of 
battery  or  both  assault  and  battery.  More- 
over, where  the  patient’s  consent  was  limited 
to  a particular  treatment  or  operation  and 
the  doctor  went  beyond  that  treatment  or 
performed  some  unauthorized  operation, 
there  might  be  a trespass  action.  Finally, 
there  was  sometimes  available,  as  an  alter- 
native, an  action  in  assumpsit  based  on 
breach  of  the  physician’s  express  contract  to 
effect  a cure  or  upon  an  implied  contract  to 
use  due  care  in  treatment.  Sometimes  a single 
act  might  subject  the  practitioner  to  an  ac- 
tion in  trespass,  case  (negligence),  or  con- 
tract, at  the  option  of  the  claimant. 

Abolition  of  common  law  pleading  and  of 
forms  of  actions  has  not  eliminated  the  prac- 
tical value  of  understanding  these  distinc- 
tions. The  theory  of  the  case  is  still  highly 
significant.  One  must  still  plead  facts  which 
would  have  allowed  a recovery  on  some  the- 
ory under  the  prior  practice.  Furthermore, 
the  theory  of  the  action  may  determine  what 
statute  of  limitations  governs  it,  whether  the 
plaintiff  must  prove  actual  damages  to  get 
his  claim  to  the  jury,  whether  punitive  dam- 
ages may  be  recovered,  whether  damages 
are  limited  to  those  within  the  contemplation 
of  the  parties  when  the  relationship  was  en- 
tered, whether  the  action  survives  death  of 
a party,  whether  release  of  a prior  tortfeasor 
releases  the  physician  called  to  treat  injuries 
caused  by  that  tortfeasor,  and  whether  mal- 
practice insurance  covers  the  claim.  Most  of 
these  problems  have  been  dealt  with  in  Colo- 
rado cases.  This  article  will  be  limited  to 
actions  on  claims  for  breach  of  contract,  as- 
sault and  battery,  and  negligence. 

BREACH  OF  CONTRACT 

It  is  fundamental  that  in  the  absence  of 
an  express  contract  to  the  contrary  a physi- 
cian by  undertaking  treatment  in  a particu- 


lar case  does  not  warrant  a cure  or  even  an 
improvement  in  the  patient’s  condition.  The 
law  recognizes  that  many  of  “the  thousand 
natural  shocks  that  flesh  is  heir  to”  are  in- 
curable, and  that  intervening  causes  quite 
unrelated  to  the  physician’s  ministrations 
“may  sometimes  thwart  the  highest  skill  em- 
ployed in  the  accustomed  or  only  procedure 
known.” 

But  Colorado  cases  often  have  declared 
that  a physician  when  employed  impliedly 
contracts:  (a)  that  he  possesses  a reasonable 
degree  of  learning  and  skill  equal  to  that 
ordinarily  possessed  by  others  of  his  profes- 
sion, (b)  that  he  will  utilize  reasonable  skill 
and  observe  ordinary  care  and  diligence  in 
exercising  his  art  and  applying  his  special 
knowledge  to  accomplish  the  purpose  of  his 
employment,  and  (c)  that  in  diagnosing  the 
disease  or  injury  and  selecting  the  mode  of 
treatment  he  will  employ  his  best  judgment. 
Thus  it  is  theoretically  possible  that  his  fail- 
ure to  perform  these  implied  promises  will 
give  rise  to  a breach  of  contract  action.  This 
possibility  is  recognized  in  the  statute  of 
limitations  on  medical  malpractice  which  is 
expressly  made  applicable  to  actions  based 
on  implied  contract.  A survey  just  completed 
by  the  American  Medical  Association’s  legal 
division  indicates  that  among  those  who  file 
claims  against  doctors,  “suing  for  breach  of 
contract  has  become  more  popular.”  How- 
ever, this  theory  of  action  has  seldom  been 
utilized  in  Colorado. 

Besides  the  possibility  of  implied  contract, 
it  is  possible  that  a particular  physician  may 
at  the  time  of  employment  promise  to  effect 
a cure  or  improvement  and  thereby  create 
an  express  contract.  Even  if  such  representa- 
tions were  considered  ethical,  no  wise  prac- 
titioner would  indulge  in  them,  for  such  an 
agreement  would  render  him  liable  without 
regard  to  fault  if  for  any  reason  his  treat- 
ment did  not  achieve  the  promised  results. 
There  may  be  a danger  that  in  attempting 
to  quiet  a patient’s  fears  or  to  reassure  him, 
a doctor,  without  intending  to  guarantee  a 
cure,  might  make  remarks  which  the  patient 
could  reasonably  interpret  as  such  a guaran- 
tee. In  such  a case  it  is  possible  that  a court 
might  find  a contractual  obligation.  The 
dangers  to  the  doctor  from  such  unintended 
contractual  entanglements  are  magnified  by 
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the  fact  that  many  medical  malpractice  in- 
surance policies  probably  do  not  cover  liabil- 
ity of  a doctor  for  failure  to  perform  his  con- 
tract to  accomplish  a cure  or  improvement 
of  condition. 

mmmmm  assault  and  battery 

Colorado  case  law  indicates  that  a physi- 
cian who  treats  or  operates  upon  a patient 
without  the  latter’s  consent  may  be  liable 
for  assault  and  battery.  Other  jurisdictions 
have  held  that  a surgeon  who  has  the  pa- 
tient’s consent  for  a particular  operation  but 
goes  beyond  that  consent  to  perform  other 
or  additional  surgery  is  guilty  of  an  assault 
and  battery.  Colorado  has  rejected  the  latter 
position,  at  least  for  purposes  of  holding  the 
one  year  limitation  on  assault  and  battery 
actions  inapplicable  to  such  a case. 

From  the  plaintiff’s  point  of  view  this 
theory  of  action  has  certain  distinct  advan- 
tages. In  such  a case  the  doctor  could  be  held 
strictly  accountable  for  an  unfortunate  result 
without  proof  that  he  was  guilty  of  the 
slightest  negligence.  In  many  cases  the  plain- 
tiff by  choosing  this  form  of  action  would 
by-pass  the  hurdle  of  obtaining  expert  testi- 
mony to  prove  negligence.  Moreover  the  law 
presumes  that  at  least  nominal  damages  flow 
from  every  assault  and  battery,  and  the  plain- 
tiff could  get  his  case  to  the  jury  without 
proving  any  actual  damages.  Exemplary  dam- 
ages would  be  possible,  since  assault  and 
battery  are  intentional  torts. 

At  least  two  factors  discourage  this  form 
of  action.  First,  a recent  survey  indicates 
that  some  medical  malpractice  insurance  poli- 
cies may  exclude  coverage  of  intentional 
torts  generally  or  of  treatment  without  con- 
sent, and  furthermore  exemplary  damages 
are  not  covered  by  liability  insurance.  Sec- 
ond, a special  one  year  statute  of  limitations 
probably  would  apply  to  some  malpractice 
actions  brought  on  this  theory  in  Colorado. 

For  the  physician  seeking  to  avoid  assault 
and  battery  claims,  the  practical  problem  is 
what  constitutes  a sufficient  consent  to  au- 
thorize treatment  or  surgery.  Apparently 
Colorado  law  prescribes  no  technical  require- 
ment of  a written,  signed  consent,  even  for 
serious  and  irreversible  surgery.  But  a clear, 
specific,  written  and  signed  consent  from  an 
informed  and  understanding  patient,  or  one 


authorized  to  consent  for  him,  can  be  a most 
effective  lawsuit  preventive.  One  who  relies 
on  a patient’s  oral  consent  may  find  himself 
trying  to  convince  a jury  that  the  patient 
did  consent,  or  that  the  operation  performed 
was  the  one  requested.  Failing  that,  he  may 
be  held  liable  even  if  the  operation  was  done 
in  the  most  careful  and  skillful  manner  pos- 
sible. Even  worse,  he  may  have  to  pay  any 
judgment  personally  since,  as  has  been  noted, 
his  malpractice  insurance  may  not  cover  the 
battery  involved  in  an  operation  without 
consent. 

No  prudent  surgeon  should  wield  the  scal- 
pel without  personally  examining  a properly 
signed  consent  form  which  clearly  authorizes 
him  to  perform  a particular  operation  on  a 
named  patient.  He  should  be  chary  of  relying 
on  the  assurances  of  others  that  proper  con- 
sent forms  have  been  executed  and  filed.  In 
addition  to  written  authorization  to  perform 
the  particular  operation  contemplated,  it  is 
often  advisable  to  obtain  the  patient’s  general 
consent  to  perform  other  or  further  surgery 
whose  need  becomes  apparent  only  after  the 
patient  is  unconscious  and  the  incisions  for 
the  intended  operation  have  been  made. 
While  it  is  true  that  courts  generally  are 
liberal  in  holding  that  an  unconscious  pa- 
tient’s consent  to  surgery  reasonably  required 
to  prevent  death  or  serious  harm  is  assumed, 
there  is  no  direct  Colorado  authority  recog- 
nizing this  legal  fiction,  and  there  is  respect- 
able non-Colorado  authority  severely  limit- 
ing it. 

A closely  related  problem  is  who  may 
consent  on  behalf  of  another.  While  a parent 
may  consent  for  a child  of  tender  years,  and 
a spouse  for  an  incompetent  or  unconscious 
husband  or  wife,  generally  a mentally  com- 
petent adult,  whether  man  or  woman — mar- 
ried or  unmarried — is  master  of  his  own  per- 
son and  is  the  only  one  capable  of  consenting 
to  an  operation  on  that  person.  On  this  point 
the  Colorado  Smith  case  seems  to  reach  a 
highly  questionable  result.  There  the  hus- 
band-patient claimed  that  the  only  operation 
he  ever  discussed  with  the  defendant  doctor 
was  a circumcision.  The  defendant  testified 
that  the  only  conversation  he  had  with  the 
plaintiff  prior  to  the  day  of  the  operation 
was  a consultation  in  which  he,  the  defend- 
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ant,  recommended  a circumcision.  But,  said 
the  defendant  physician,  “all  subsequent  dis- 
cussion, including  arrangements  for,  and  in- 
structions relative  to,  the  operation,  were 
made  by  him  with  plaintiff’s  wife,  mostly  by 
telephone.”  The  plaintiff  agreed  that  “his 
wife  did  most  of  the  talking  . . and  admit- 
ted that  when  the  date  for  the  operation  was 
set,  he,  the  plaintiff,  did  not  clearly  request 
the  circumcision  previously  recommended. 
“Defendant  . . . further  testified  that  when 
plaintiff’s  wife  called  him  to  make  definite 
plans  for  the  operation  he  asked  her  what 
operation,  whether  circumcision  or  steriliza- 
tion, to  which  he  referred,  because  of  Mrs. 
Smith’s  apparent  difficulty  in  understanding 
what  he  meant,  as  the  ‘tube-tying’  operation, 
and  that  she  replied  that  was  the  operation 
to  be  done.” 

The  best  that  can  be  inferred  from  this 
evidence  is  that  in  performing  an  operation 
upon  Mr.  Smith  the  physician  relied  upon 
Mrs.  Smith’s  choice  of  the  operation  to  be 
performed  even  though  she  was  apparently 
having  difficulty  in  understanding  what 
operation  was  being  discussed.  Inescapable 
is  the  conclusion  that  Mr.  Smith,  who  was 
sterilized,  never  at  any  time  personally  con- 
sented to  be  sterilized.  Yet,  the  Supreme 
Court  reversed  the  trial  court  action  in  di- 
recting a plaintiff’s  verdict  on  liability  and 
held  that  this  evidence  presented  a jury 
issue  whether  the  plaintiff  had  consented  to 
the  vasectomy. 

Generally  speaking  it  is  prudent  proced- 
ure to  obtain  the  consent  of  both  husband 
and  wife  if  either  is  to  be  sterilized.  But  if 
the  Smith  case  be  law  in  Colorado,  a doubtful 
hypothesis,  it  is  not  necessary  to  obtain  the 
consent  of  the  husband,  but  only  of  the  wife, 
if  the  husband  is  to  be  sterilized.  Happily 
for  the  male  animal  and  for  unborn  genera- 
tions, the  case  is  unique  and  probably  will 
never  be  followed  on  this  point. 

NEGLIGENCE 

The  theory  by  far  most  important,  be- 
cause nearly  all  medical  malpractice  cases 
are  based  upon  it,  is  negligence.  Because  of 
its  paramount  significance,  a major  portion 
of  this  paper  will  be  devoted  to  the  negli- 
gence theory. 


Negligent  malpractice 

Those  who  engage  in  the  healing  profes- 
sions, no  more  nor  less  than  other  men,  may 
be  liable  in  tort  for  damages  caused  others 
by  their  negligence.  It  has  been  said  that: 
“Negligence  in  actions  of  this  nature  is  no 
different  than  in  other  situations.  It  consists 
of  doing  something,  which,  under  the  cir- 
cumstances, should  not  have  been  done,  or 
in  omitting  to  do  that  which  should  have 
been  done.”  While  this  generality  is  not  un- 
true, it  is  incomplete.  Medical  malpractice 
law,  although  it  is  but  an  application  of 
general  negligence  principles  in  a specific 
frame  of  reference,  presents  some  special 
legal  problems.  Problems  concerning  the 
standard  of  care  imposed  upon  practitioners, 
the  specific  acts  or  omissions  which  may  be 
deemed  negligence,  and  the  burden  of  prov- 
ing negligence  in  this  kind  of  case  are  of 
particular  significance.  These  problems  will 
be  discussed  separately  in  the  order  indi- 
cated. 

THE  STANDARD  OF  CARE 

Generally  speaking,  negligence  is  conduct 
which  falls  below  a standard  established  by 
law  to  protect  others  from  an  unreasonable 
risk  of  harm.  A doctor,  like  any  other  man, 
may  be  liable  for  injury  to  another  proxi- 
mately  caused  by  his  “failure  to  exercise 
that  degree  of  care,  prudence  and  fore- 
thought, which  an  ordinarily  careful  and 
prudent  person  would  exercise  under  the 
same  or  similar  circumstances.”  This  stand- 
ard governs  the  physician  as  a man  in  his 
non-professional  contacts  with  other  men. 

His  conduct  in  the  capacity  of  doctor  is 
another  matter.  In  addition  to  the  minimum 
standard  which  all  men  must  meet,  men  who 
hold  themselves  out  to  the  public  as  having 
special  skill,  training  and  knowledge  in  a 
particular  profession  must  meet  a higher 
standard  imposed  only  on  those  who  follow 
that  profession.  The  special  standard  imposed 
on  members  of  the  medical  profession  has 
been  oft  repeated  in  Colorado  cases. 

In  a 1957  case  the  Supreme  Court  reaf- 
firmed its  adherence  to  the  long  established 
standard  that,  “A  physician  is  bound  to  ac- 
cord his  patients  such  reasonable  care,  skill 
and  diligence  as  physicians  in  good  standing 
in  the  same  neighborhood  in  the  same  gen- 
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eral  line  of  practice  ordinarily  have  and  exer- 
cise in  like  cases.” 

Earlier  Colorado  cases  had  not  restricted 
the  standard  to  the  same  neighborhood,  but 
had  measured  a defendant’s  act  by  whether 
it  would  have  been  considered  good  medical 
practice  in  the  same  or  similar  localities.  The 
distinction  might  have  practical  importance 
in  a case  involving  conduct  of  a doctor  prac- 
ticing in  an  area  where  all  doctors  have  been 
negligent  in  keeping  abreast  of  developments 
in  the  profession.  That  others  also  are  negli- 
gent is  not  ordinarily  a defense. 

The  trend  of  later  cases  from  other  juris- 
dictions is  to  recognize  as  too  narrow  the 
standard  of  the  “same  locality”  and  substi- 
tute the  phrase  “the  same  or  similar  locali- 
ties.” This  broader  rule  may  work  to  the 
advantage  of  a physician  charged  with  negli- 
gence for  using  a treatment  not  in  general 
use  in  his  own  community.  He  may  be  ahead 
of  his  fellows  in  adopting  a new  development 
already  proven  through  wide  use  in  similar 
localities.  Such  leadership  should  not  be  con- 
sidered negligence. 

Nevertheless  the  law  continues  to  take 
into  account  the  differences  in  opportunities 
and  facilities  in  dissimilar  communities  and 
recognizes  that  the  country  doctor  cannot  be 
held  to  the  standard  applied  to  him  who 
practices  in  a metropolitan  medical  center. 
So  too  the  law  recognizes  that  a general 
practitioner  cannot  be  expected  to  have  as 
much  skill  or  knowledge  as  a specialist. 

In  some  cases  the  plaintiff  admits  that 
the  defendant  doctor  was  both  careful  and 
skillful  in  carrying  out  the  treatment  given, 
but  claims  that  he  was  negligent  in  the  first 
instance  in  choosing  the  wrong  treatment 
procedure.  In  such  a case  the  key  issue  of 
negligence  depends  on  whether  the  treatment 
selected  was  one  which  reasonably  skilled, 
prudent  and  careful  practitioners  in  the  same 
or  similar  localities  would  have  approved  for 
the  plaintiff’s  ailment.  Only  expert  testimony 
can  establish  this  standard. 

The  last  mentioned  standard  applies  only 
to  negligence  in  the  choice  of  treatment  for 
an  ailment  whose  proper  treatment  is  well 
established  among  medical  men  at  the  time 
the  defendant  acts.  Where  the  medical  au- 
thorities are  not  in  accord  on  the  proper 
treatment  or  where  no  effective  procedures 


have  been  proven  by  legitimate  experimenta- 
tion, the  physician  is  free  to  exercise  his  own 
judgment.  With  wise  restraint,  the  law  re- 
fuses to  interfere  with  that  judgment,  lest 
physicians  be  deterred  from  exerting  their 
best  efforts  in  doubtful  cases.  An  1895  Colo- 
rado case  stated  the  rule,  which  is  still  good 
law,  that,  “in  a case  involving  doubt,  or 
when  there  are  reasonable  grounds  for  a dif- 
ference of  opinion  as  to  the  nature  of  the 
disease  and  the  proper  mode  of  treatment, 
if  a physician  or  surgeon  possessing  the 
requisite  qualifications  applies  his  best  skill 
and  judgment,  with  ordinary  care  and  dili- 
gence, to  the  examination  and  treatment  of 
a case,  he  is  not  responsible  for  an  honest 
mistake  or  error  of  judgment  as  to  the  char- 
acter of  the  disease  or  the  best  mode  of  treat- 
ment.” This  is  a sensible  rule  and  one  which 
avoids  imposing  on  physicians  a stricter 
standard  of  liability  than  that  imposed  on 
other  professional  men. 

In  interpreting  the  rule  concerning  errors 
of  judgment,  the  Colorado  court  has  been 
most  reluctant  to  second-guess  the  physician 
and  most  lenient  in  giving  him  the  benefit 
of  the  doubt.  For  example,  in  a 1937  case 
where  five  physicians  condemned  the  pro- 
cedure followed  by  the  defendant,  but  ten 
others  approved  it,  the  high  court  reversed 
a jury  verdict  for  the  plaintiff  and  ordered 
a non-suit  without  a new  trial.  It  would  seem 
that  in  such  a case  there  is  at  least  a question 
of  fact  for  the  jury,  especially  when  one  con- 
siders how  difficult  it  is  to  get  even  one 
physician  to  fully  express  his  real  feelings 
in  an  action  against  another  doctor.  Whether 
the  present  Supreme  Court  would  be  inclined 
to  take  such  a case  from  the  jury  is  at  best 
a matter  of  conjecture. 

Honest  mistake  of  judgment  is  available 
as  a defense  only  if  it  appears  that  the  physi- 
cian used  reasonable  care  in  exercising  that 
judgment.  One  who  has  the  utmost  skill  and 
learning  may  nevertheless  be  liable  if  he 
fails  to  apply  his  ability  in  gathering  facts 
on  which  to  base  a judgment  of  the  treatment 
to  follow.  Whether  reasonable  care  is  em- 
ployed in  exercising  judgment  is  usually  a 
question  of  fact  for  the  jury. 

The  rule  restricting  medical  practitioners 
to  the  use  of  proven  and  generally  recognized 
methods  of  treatment  is  intended  to  protect 
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the  public  against  injury  through  unwar- 
ranted experimentation  with  new  methods 
and  untried  theories.  At  this  point  it  is  im- 
portant to  note  two  Colorado  cases  which 
espouse  a novel  test  of  negligence  for  cases 
where  the  treatment  procedure  is  questioned. 
In  Brown  v.  Hughes  the  1934  court,  without 
citing  any  authority,  declared:  “The  defend- 
ants herein  must  first  have  left  and  aban- 
doned all  knowledge  acquired  in  the  fields 
of  exploration  and  adopted  some  rash  or  ex- 
perimental methods  before  they  approached 
the  danger  zone  of  liability.”  In  the  court’s 
words,  the  issue  was,  “Does  the  evidence 
here  evince  want  of  skill  or  a reckless  dis- 
regard of  consequences?”  The  error  was  com- 
pounded by  repetition  in  another  case  three 
years  later.  In  the  latter  case  the  court  con- 
cluded that  the  jury  had  no  right  to  find  the 
defendant  liable  for  a death  following  an 
operation  condemned  by  five  medical  wit- 
nesses. Said  the  opinion:  “The  defendant  did 
not  undertake  a wholly  new  experiment  but, 
according  to  the  evidence,  followed  a method 
that  had  previously  been  used  with  success 
by  himself,  and  a procedure  — admittedly 
rare — but  known  to  have  been  sometimes 
used.”  Certainly  the  law  should  be  reluctant 
to  stifle  new  methods  and  improved  treat- 
ments but  the  test  laid  down  in  these  two 
cases  requires  that  a plaintiff  prove  what  is 
tantamount  to  gross  negligence  if  not  willful 
wrongdoing.  Considering  that  in  this  kind 
of  case  the  only  proof  acceptable  must  come 
from  the  defendant’s  fellow  practitioners, 
the  practical  impossibility  of  meeting  such 
a test  is  obvious.  It  is  submitted  that  these 
two  cases  are  without  foundation  in  reason, 
policy  or  law  and  should  be  repudiated  at 
the  first  opportunity. 

In  addition  it  must  be  borne  in  mind  that 
in  determining  whether  a particular  pro- 
cedure is  medically  approved,  the  question 
must  be  answered  according  to  the  tenets  of 
the  school  of  practice  to  which  the  defendant 
belongs.  Under  this  rule  an  osteopath’s  pro- 
cedures and  treatments  are  to  be  tested 
against  the  standard  of  methods  among  osteo- 
paths. It  follows  that  what  is  negligence  if 
done  by  a medical  doctor  may  not  be  negli- 
gence when  done  by  a chiropractor  and  vice 
versa.  This  is  a judicial  recognition  that  med- 
icine is  yet  an  incomplete  science  and  no 


one  school  of  practitioners  has  a monopoly 
on  knowledge  of  effective  treatment  meth- 
ods. Furthermore,  one  must  not  forget  that 
methods  forbidden  by  the  standards  in  one 
type  of  locality  may  be  quite  acceptable  in 
another.  It  should  be  noted,  however,  that 
the  trend  of  later  cases  from  other  states  is 
toward  holding  all  who  practice  the  healing 
arts  close  to  the  high  standards  of  the  medi- 
cal profession  proper.  These  cases  reason 
that  advances  in  medical  knowledge,  com- 
bined with  tremendous  improvements  in 
communications  media,  make  it  easier  for  all 
practitioners  regardless  of  locality  or  school 
of  practice  to  have  the  minimum  knowledge 
required  to  protect  the  public. 

These  standards  of  care  can  best  be  un- 
derstood by  considering  instances  where  the 
Supreme  Court  has  applied  them  to  particu- 
lar acts  or  omissions  claimed  to  constitute 
negligence. 

HHBB  ACTS  OR  OMISSIONS 

CONSTITUTING  NEGLIGENCE 

It  is  of  course  elemental,  in  this  context 
as  elsewhere,  that  “negligence  may  consist 
of  either  wrongful  action  or  wrongful  in- 
action.” Stated  another  way,  a physician’s 
negligence  may  consist  “in  his  doing  some- 
thing which  he  should  not  have  done,  or  in 
omitting  to  do  something  which  he  should 
have  done.” 

Negligent  omission.  Plaintiffs  in  Colorado 
cases  have  alleged  negligence  through  in- 
action in  the  form  of  failure  properly  to 
diagnose  an  ailment  or  injury,  failure  to 
x-ray  where  a possible  fracture  was  indicat- 
ed, failure  to  direct  immobilization  of  a frac- 
tured limb,  and  failure,  after  setting  a frac- 
tured bone,  to  use  reasonable  care  to  ascer- 
tain whether  it  has  remained  in  proper  posi- 
tion. 

In  one  suit  the  claimant  alleged,  but  could 
not  prove,  that  the  attending  physician  had 
been  asked  to  bring  a specialist  into  the  case 
but  had  failed  or  refused  to  do  so.  A some- 
what similar  early  case  held  that  a physician 
called  to  treat  the  plaintiff  for  typhoid  fever 
was  not  guilty  of  malpractice  in  failing  to 
comply  with  the  latter’s  request  that  an  ocu- 
list be  brought  into  the  case  to  treat  a serious 
eye  condition,  at  least  in  absence  of  proof 
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that  the  typhoid  fever  had  caused  the  eye 
ailment. 

Occasionally,  the  threat  of  legal  liability 
may  interfere  with  good  medical  practice. 
Such  an  instance  might  occur  where  a physi- 
cian decides  that  for  medical  reasons  it  would 
be  better  if  the  patient  does  not  immediately 
realize  the  gravity  of  his  condition.  If;  the 
serious  condition  improves  or  disappears  this 
will  be  considered  good  therapy.  But  if  not, 
the  doctor  may  be  sued  by  an  irate  patient 
claiming  that  the  condition  was  not  diag- 
nosed properly  or  that  it  was  negligence  not 
to  fully  inform  him  of  the  seriousness  of  his 
malady.  Similarly  it  may  be  alleged  as  the 
basis  of  a claim  that  upon  discharge  the 
physician  neglected  to  inform  the  patient 
that  further  treatment  would  be  required. 
Courts  in  other  jurisdictions  have  frequently 
stated  “that  the  relation  between  the  physi- 
cian and  his  patient  is  a fiduciary  one  and 
therefore  the  physician  has  an  obligation  to 
make  a full  and  frank  disclosure  to  the  pa- 
tient of  all  pertinent  facts  related  to  his  ill- 
ness.” 

Negligent  omission  may  involve  occur- 
rences having  neither  relation  to  nor  bearing 
upon  the  physician’s  technical  skill.  Thus  it 
is  obvious  negligence  for  a surgeon  to  allow 
an  unconscious  patient  to  roll  off  an  operat- 
ing table  quite  without  regard  to  the  stand- 
ard of  skill  and  care  observed  by  the  surgeon 
while  actually  performing  the  surgery.  Like- 
wise failure  to  take  the  minimum  precau- 
tions necessary  to  assure  that  the  patient  gets 
the  operation  intended  for  him  and  not  that 
requested  by  another  would  seem  to  present 
a clear  case  of  negligence. 

Finally,  in  the  category  of  negligent  mal- 
practice by  omission  would  fall  the  cases 
where  it  is  charged  that  the  patient’s  condi- 
tion was  unnecessarily  aggravated  or  death 
resulted  because  of  the  physician’s  general 
inattention  and  failure  to  respond  to  urgent 
requests  for  aid.  Although  a doctor  may  have 
no  legal  duty  to  undertake  care  of  a particu- 
lar patient  in  the  first  instance,  once  he  com- 
mences treatment  he  “cannot  discharge  a 
case  and  relieve  himself  of  the  responsibility 
for  it  simply  by  staying  away  without  notice 
to  the  patient.” 

Negligent  affirmative  acts.  Colorado  cases 
have  dealt  with  two  distinct  kinds  of  affirma- 


tive action  constituting  negligent  malprac- 
tice. The  first  type  consists  of  adopting  a pro- 
cedure or  prescribing  a treatment  other  than 
the  procedures  and  treatments  generally  con- 
sidered acceptable  and  effective  remedies 
for  the  disease  or  injury  involved.  If  an  un- 
proved or  otherwise  unacceptable  method 
is  chosen  and  injury  results,  the  physician 
may  be  liable  even  though,  once  adopted,  the 
procedure  is  carried  out  with  the  utmost  care 
and  skill.  Thus  a doctor  who  perscribed  a 
poultice  instead  of  the  usual  minor  surgery 
was  required  to  pay  damages  in  spite  of  his 
plea  that  at  most  he  was  guilty  of  an  honest 
mistake  on  a matter  of  judgment.  Similarly, 
a surgeon  and  dentist  who  cooperated  in  ad- 
ministering a general  anaesthetic  to  a patient 
known  to  have  a weak  heart  and  then  ex- 
tracted his  tonsils  plus  16  impacted  teeth, 
failed  to  convince  a jury  they  were  not  liable 
for  the  patient’s  death. 

The  procedure  adopted  must  be  appropri- 
ate to  the  case  at  hand,  and  thus  the  question 
of  proper  diagnosis  may  overlap  the  problem 
of  choice  of  treatment.  A method  considered 
safe  for  removing  foreign  objects  from  the 
throat  may  not  be  approved  for  removing 
them  from  the  esophagus.  Measures  effective 
for  dislocated  shoulders  may  not  be  advisable 
for  fractured  arms. 

Whether  a particular  procedure  or  treat- 
ment is  acceptable  must  be  proved  as  part 
of  the  plaintiff’s  case  and  generally  the  only 
acceptable  evidence  is  expert  medical  testi- 
mony. 

In  a second  and  more  common  form  of 
malpractice  by  affirmative  negligence,  the 
negligence  involved  is  not  the  adoption  of  an 
incorrect  diagnosis  or  treatment  but  consists 
of  performing  an  approved  procedure  in  a 
careless  or  otherwise  substandard  manner. 
Thus  where  a physician  in  treating  a frac- 
tured collar  bone  employed  the  proper  meth- 
od but  so  carelessly  set  the  bone  that  the 
fragments  overlapped  causing  a crippling  de- 
formity, it  was  held  that  a verdict  for  the 
patient  was  justified.  This  form  of  negligence 
may  occur  in  diagnosis  or  in  treatment.  For 
example,  in  a given  case  proper  diagnostic 
examination  might  justify  use  of  an  x-ray, 
but  if  serious  burns  result,  a jury  might  con- 
clude that  the  x-ray  was  improperly  used. 

continued  on  next  page 
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Colorado  case  law  examples  of  affirmative 
negligence  in  treatment  range  from  malad- 
ministration of  drugs  to  tearing  of  the  pa- 
tient’s esophagus  while  attempting  to  re- 
move a bone  lodged  in  her  throat. 

This  type  of  affirmative  negligence  fre- 
quently occurs  where  an  approved  surgical 
operation  is  performed  in  a negligent  man- 
ner. Thus  where  the  surgeon  performing  an 
appendectomy  severs  the  patient’s  intestine, 
or  otherwise  cuts  or  injures  some  part  of  the 
anatomy  not  properly  involved  in  the  in- 
tended operation,  the  negligence  may  some- 
time be  obvious  even  to  a layman  and  no 
expert  testimony  should  be  required  to  estab- 
lish negligence. 

Of  like  kind  are  the  cases  where  surgeons 
have  left  foreign  objects  inside  patients,  cases 
once  so  numerous  as  to  evoke  from  the  Colo- 
rado court  the  comment  that,  “Their  perusal 
would  almost  lead  to  the  conclusion  that 
certain  surgeons  use  such  incisions  as  waste 
baskets.”  In  such  cases  also  the  negligence 
is  manifest.  Even  proof  by  the  defendant  sur- 
geon that  a sponge  count  came  out  correctly 
may  not  be  conclusive  to  clear  him.  It  follows 
that  if  the  surgeon  had  notice  immediately 
following  the  operation  that  the  sponge  count 
did  not  check,  his  inaction  thereafter  would 
seem  to  constitute  strong  evidence  of  negli- 
gence. 

One  need  not  spend  years  in  medical 
school  or  specialized  practice  to  discern  that 
in  cases  such  as  these  somebody  has  been 
negligent.  They  are  not  unlike  the  classic 
Mississippi  case  where  the  court,  with  typical 
Southern  reserve,  declared:  “We  can  imagine 
no  reason  why,  with  ordinary  care,  human 
toes  could  not  be  left  out  of  chewing  tobacco, 
and  if  toes  are  found  in  chewing  tobacco,  it 
seems  to  us  that  somebody  has  been  very 
careless.”  To  paraphrase,  the  layman  can 
imagine  no  reason  why,  with  ordinary  care, 
sponges  and  surgical  instruments  cannot  be 
left  out  of  human  beings,  and  if  such  foreign 
objects  are  found  in  a patient  after  an  opera- 
tion, it  would  appear  that  somebody  has  been 
negligent.  This  of  course  involves  the  very 
practical  problem  of  the  plaintiff’s  burden  of 
proving  negligence  and  the  extent  to  which 
that  burden  may  be  lightened  by  the  doctrine 
of  res  ipsa  loquitur. 


Burden  and  manner  of  proof 

PROOF  BY  EXPERT  TESTIMONY 

In  many  medical  malpractice  cases  the 
plaintiff  has  the  burden  of  proving  the  stand- 
ard of  care  as  part  of  his  case.  If  he  fails  to 
prove  the  standard,  the  case  cannot  go  to 
the  jury,  for  the  jury  will  not  be  allowed  to 
set  up  a standard  of  its  own.  This  rule  applies 
where  it  is  claimed  that  the  defendant  has 
employed  a treatment  not  generally  recog- 
nized in  the  profession.  Here  the  essence  of 
the  negligence  is  in  deciding  to  do  what  was 
done,  not  in  the  manner  of  doing  it,  and  ob- 
viously a lay  witness  cannot  say  whether 
doctors  generally  would  react  to  particular 
symptoms  by  employing  a particular  pro- 
cedure, operation  or  medication.  In  such 
cases,  therefore,  the  standard  to  be  applied 
by  the  trier  of  facts  must  be  established  by 
expert  medical  testimony,  and  cannot  be 
otherwise  established.  Furthermore,  if  dif- 
ferent schools  of  medicine  recognize  differ- 
ent standards  or  methods  of  treating  a par- 
ticular condition,  the  expert  testimony  re- 
quired should  come  from  adherents  of  the 
school  which  the  defendant  follows.  Defend- 
ants should  be  careful  lest  in  seeking  to  ex- 
culpate themselves  by  describing  their  usual 
methods  and  precautions  they  incidentally 
provide  the  plaintiff  with  otherwise  unob- 
tainable expert  testimony  establishing  a 
standard. 

Once  the  standard  of  care  has  been  estab- 
lished by  medical  testimony,  the  plaintiff 
must  produce  evidence  that  it  has  been  vio- 
lated. If  the  case  concerns  a charge  that  the 
defendant  engaged  in  a medically  unaccept- 
able procedure,  the  necessary  expert  evi- 
dence will  often  take  the  form  of  answers 
to  hypothetical  questions.  For  example,  in 
Dixon  V.  Norherg  the  plaintiff  claimed  that 
her  esophagus  had  been  injured  by  the  de- 
fendant’s unorthodox  procedure  in  trying  to 
remove  a pork  bone  which  had  lodged  there. 
After  the  plaintiff  testified  describing  her 
condition,  the  defendant’s  treatment  proced- 
ure, and  the  resulting  injury,  the  plaintiff’s 
attorney  called  medical  witnesses  to  estab- 
lish that  the  defendant’s  procedure  in  the 
case  constituted  negligence.  These  medical 
specialists,  “in  answer  to  hypothetical  ques- 
tions, testified  that,  assuming  the  existence 
of  a bone  in  the  esophagus  and  a probing  for 
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it  in  the  manner  related  by  plaintiff,  such 
a procedure  was  not  good  practice  consider- 
ing the  present  standards  in  the  profession 
for  a general  practitioner  and  would  be 
dangerous  to  the  patient.”  Similar  procedure 
has  been  followed  in  other  cases  requiring 
expert  evidence. 

Occasionally  the  courts  have  mentioned 
the  practical  difficulties  encountered  by 
plaintiffs  seeking  expert  testimony.  It  is  nat- 
ural for  medical  men,  out  of  empathy  or 
sympathy,  to  be  reluctant  to  testify  against 
a colleague  embroiled  in  legal  difficulties. 
But  it  is  difficult  to  understand  the  usual 
explanation  to  the  effect  that  a code  of  ethics 
forbids  such  testimony.  For  professional  men 
whose  first  duty  is  to  the  patients  they  serve 
to  refuse  to  testify  fully  and  frankly  in  order 
to  right  a wrong  against  one  of  those  patients 
is  bad  enough.  But  to  so  refuse  on  the  ground 
that  to  tell  the  truth  would  be  unethical  com- 
pounds the  original  wrong  and  perverts  the 
meaning  of  ethics.  No  self-respecting  lawyer 
seeks  from  any  witness,  medical  or  other- 
wise, anything  but  the  truth.  No  self-respect- 
ing doctor  should  suppress  the  truth,  even  if 
it  happens  to  be  evidence  in  a lawsuit  against 
another  doctor.  In  the  long  run  the  “con- 
spiracy of  silence”  among  medical  men  will 
hurt  them  far  more  than  it  will  help  them. 
This  is  already  obvious  in  the  form  of  judi- 
cial departures  from  the  once  universal  rule 
requiring  expert  testimony  to  establish  negli- 
gence in  a malpractice  case. 

PROOF  WITHOUT  EXPERT  TESTIMONY 

All  too  often  attorneys,  frustrated  by  the 
near  impossibility  of  obtaining  medical  testi- 
mony to  establish  the  standard  of  care  and 
the  fact  of  negligence,  advise  against  pursu- 
ing a well  founded  claim  or  settle  for  far  less 
than  the  case  is  worth.  This  may  be  a mis- 
take. There  is  abundant  Colorado  authority 
recognizing  that  in  certain  types  of  medical 
malpractice  cases  no  expert  evidence  is  re- 
quired to  establish  negligence.  Only  where 
the  negligence  charged  is  that  the  defendant 
treated  the  injury  or  disease  by  a procedure 
or  operation  not  acceptable  to  his  own  school 
must  the  standard  of  care  be  established 
solely  by  medical  testimony. 

On  the  other  hand,  where  it  is  alleged 
that  a procedure  admittedly  proper  for  the 


ailment  involved  has  been  negligently  per- 
formed, and  the  matter  under  investigation 
is  so  simple  that  laymen  as  well  as  experts 
can  understand  it,  negligence  may  be  estab- 
lished without  medical  testimony.  Indeed,  it 
may  even  be  error  to  admit  expert  testimony 
in  some  cases  of  this  nature.  Thus  where  an 
oral  surgeon  continued  to  operate  after  pro- 
fuse bleeding  had  blocked  his  vision,  and  he 
accidentally  severed  a nerve,  it  was  held 
prejudicial  error  to  instruct  the  jury  that 
only  expert  evidence  could  be  considered  in 
determining  whether  the  defendant  had  been 
negligent.  Again,  where  an  osteopath  treat- 
ing a stiff  neck  employed  the  procedure  gen- 
erally approved  by  osteopaths,  i.e.,  manipu- 
lation, but  applied  force  so  great  that  paraly- 
sis immediately  resulted,  it  was  not  necessary 
for  another  osteopath  to  explain  to  the  jury 
that  there  may  have  been  negligence. 

In  cases  where  it  is  possible  to  prove  neg- 
ligence without  expert  testimony  or  by  a 
combination  of  expert  and  lay  testimony,  the 
quantum  of  evidence  necessary  to  take  the 
case  to  the  jury  is  no  greater  than  in  other 
kinds  of  cases.  Any  pertinent  evidence  hav- 
ing a fair  tendency  to  sustain  the  alleged 
negligence  will  suffice  for  this  purpose. 

However,  it  has  long  been  established 
that  mere  proof  that  the  patient  died  or  that 
the  treatment  failed  is  no  evidence  whatever 
of  the  physician’s  negligence.  This  follows 
from  the  previously  discussed  rule  that  in 
absence  of  expression  contrary,  a physician 
does  not  warrant  a cure  or  favorable  result. 
Thus  it  has  been  held  that  proof  that  an  in- 
jured limb  is  defective  after  treatment  is  not 
evidence  of  negligent  treatment.  Nor  was 
the  death  of  a cardiac  patient  following  a 
combined  tonsilectomy  and  wholesale  ex- 
traction of  teeth  considered  evidence  of  neg- 
ligence. 

Occasionally,  even  in  cases  where  it  would 
seem  to  the  layman  that  the  injury  could  not 
have  occurred  in  the  ordinary  course  of 
events  without  negligence,  the  Colorado  court 
has  required  a high  degree  of  precision  and 
detail  in  the  plaintiff’s  evidence  of  negli- 
gence. This  reached  an  extreme  in  the  1953 
case  of  McBrayer  v.  Zordel.  There  a four- 
year-old  girl  sued  a surgeon  and  anesthetist 
for  loss  of  four  teeth  knocked  out  during  a 
tonsilectomy.  The  plaintiff’s  evidence  includ- 
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ed  testimony  that  immediately  prior  to  the 
operation  the  teeth  had  been  sound  and 
strong.  This  the  surgeon  admitted.  In  addi- 
tion the  plaintiff’s  mother  and  father  testi- 
fied that  immediately  after  the  operation  the 
surgeon  and  anesthetist  had  placed  the  blame 
for  the  occurrence  upon  each  other.  At  the 
trial  both  doctors  denied  this  and  each 
claimed  he  had  no  idea  how  the  teeth  had 
been  loosened.  For  the  defendants,  10  experts 
testified  that  during  such  operations  baby 
teeth  are  often  knocked  out  even  though 
reasonable  care  is  used. 

The  trial  jury  found  for  the  plaintiff,  but 
on  writ  of  error  the  Supreme  Court  not  only 
reversed  but  ordered  the  complaint  dis- 
missed. This  disposition  of  the  case  was  based 
in  part  upon  the  Supreme  Court’s  view  that 
there  was  no  evidence  of  any  negligence  to 
take  the  case  to  the  jury.  Said  the  court,  “it 
was  not  shown  by  any  evidence  exactly  how 
the  incident  occurred,  and  neither  of  the 
operating  doctors  seemed  to  know,  but  said 
that  without  any  apparent  cause  or  reason, 
it  happened  frequently  in  such  operations.” 
Such  a result  is  quite  acceptable  to  anyone 
willing  to  suppose  that  four  firm  and  healthy 
teeth  (not  properly  involved  in  any  opera- 
tion) are  quite  likely  to  drop  out  of  a child’s 
mouth  simultaneously  and  of  their  own  ac- 
cord while  the  child  is  lying  immobile.  That 
supposition  is  as  reasonable  as  expecting  a 
four-year-old  child  who  was  unconscious  at 
the  time  of  the  occurrence  to  describe  in 
detail  “exactly  how  the  incident  occurred  . . .” 
when  two  physicians  who  were  present,  con- 
scious, and  presumably  attentive  claimed 
they  didn’t  know  how  it  happened.  In  a not 
dissimilar  leading  California  case  where  five 
doctors  and  hospital  personnel  were  present 
when  a patient  rendered  unconscious  for  an 
appendectomy  somehow  received  a shoulder 
injury,  and  all  five  were  unable  or  unwilling 
to  explain  how  the  injury  occurred,  all  were 
held  liable.  Thus  did  one  of  the  nation’s  lead- 
ing courts  express  its  exasperation  at  the 
“conspiracy  of  silence.” 

Happily  the  present  Colorado  court  does 
not  seem  to  require  detailed  evidence  of  spe- 
cific negligent  acts  in  similar  cases  where  a 
layman  is  justified  in  inferring  from  the  re- 
sult that  someone  must  have  been  negligent. 


RES  IPSA  LOQUITUR 

Any  meaningful  discussion  at  this  date  of 
the  Colorado  res  ipsa  loquitur  doctrine  must 
begin  and  end  with  the  truly  remarkable 
1958  case  of  Weiss  v.  Axler.  Although  not  a 
medical  malpractice  case,  Weiss’  broad  inter- 
pretation and  liberal  application  of  the  res 
ipsa  rule  provide  a precedent  of  landmark 
significance  for  future  malpractice  litigation. 

In  Weiss  v.  Axler  the  plaintiff  sought 
damages  for  loss  of  her  hair  following  a per- 
manent wave  treatment  in  the  defendant’s 
beauty  salon.  Her  complaint  contained  a gen- 
eral allegation  of  negligence,  and  in  addition 
averred  specific  negligence  of  the  beauty 
operator  either  in  using  too  strong  a wave 
solution  or  in  allowing  the  solution  to  remain 
in  the  hair  too  long.  As  evidence  of  the  spe- 
cific negligent  acts,  the  plaintiff  testified 
that  the  defendant  had  orally  stated  his  opin- 
ion that  the  damage  had  resulted  from  either 
too  strong  a solution  or  too  long  an  exposure. 

The  defendant  denied  any  negligence  and 
denied  making  the  claimed  admission  against 
interest. 

Over  objection  the  trial  court  instructed 
the  jury  on  the  law  governing  res  ipsa  loqui- 
tur. The  jury  found  for  the  plaintiff.  On  writ 
of  error,  the  defendant  contended  that  the 
case  was  not  a proper  one  for  application  of 
res  ipsa  loquitur,  especially  in  view  of  the 
fact  that  the  plaintiff  had  introduced  evi- 
dence of  specific  acts  of  negligence  and  there- 
fore there  was  no  need  to  infer  negligence 
occurring  in  some  unknown  manner. 

The  court,  in  a scholarly  opinion  by  Mr. 
Justice  Frantz,  reviewed  the  hopelessly  con- 
fusing and  contradictory  prior  Colorado  case 
law  on  res  ipsa,  then  seized  the  opportunity 
presented  to  clear  these  muddy  waters. 
Unanimously  the  court  held:  (a)  the  case  was 
a proper  one  for  application  of  the  res  ipsa 
loquitur  doctrine,  and  (b)  evidence  of  par- 
ticular acts  of  negligence  does  not  preclude 
reliance  on  res  ipsa.  Concerning  the  pro- 
cedural effect  of  res  ipsa  loquitur  the  court 
declared:  (1)  whether  the  doctrine  applies 
to  the  particular  case  is  a question  of  law  to 
be  determined  by  the  trial  judge  upon  the 
plaintiff’s  evidence,  (2)  once  the  trial  judge 
determines  that  the  doctrine  applies,  there 
arises  a “compulsive  presumption  of  negli- 
gence” which  is  a presumption  of  law,  not 
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fact,  and  (3)  this  presumption  shifts  the 
burden  of  proof  (not  merely  the  burden  of 
going  forward  with  evidence)  and  is  “con- 
clusive as  a matter  of  law”  unless  the  de- 
fendant satisfies  the  jury  “by  a preponder- 
ance of  the  evidence  that  he  was  not  negli- 
gent.” 

“Thus,”  said  the  court,  “the  sole  question 
in  a res  ipsa  loquitur  case  is:  has  the  defend- 
ant overcome  the  prima  facie  case  of  negli- 
gence against  him  by  establishing  by  evi- 
dence satisfactory  to  the  jury  that  he  was 
not  negligent?”  The  presumption  is  not  nec- 
essarily destroyed  by  a mere  explanation 
from  the  defendant  showing  how  the  injury 
occurred  or  that  he  was  not  negligent.  It  is 
for  the  jury  to  decide  not  only  whether  the 
defendant’s  explanation  is  sufficiently  con- 
vincing to  justify  exonerating  him,  but  also 
whether  the  defendant’s  witnesses  are  worthy 
of  belief. 

Although  the  opinion  left  several  ques- 
tions unanswered,  it  certainly  represents 
great  progress  in  a murky  area  of  the  law. 
More  important,  perhaps,  it  indicates  that 
the  present  Supreme  Court  believes  that  a 
trial  should  be  an  effective  search  for  truth 
and  that  where  the  very  nature  of  an  oc- 
currence indicates  that  someone  must  have 
been  careless,  the  party  having  best  access  to 
the  true  facts  must  bear  the  onus  of  produc- 
ing them  or  suffer  the  consequences. 

Does  the  Weiss  v.  Axler  rationale  apply 
to  medical  malpractice  cases?  A 1912  Colo- 
rado Court  of  Appeals  dictum  indicated  that 
the  fact  that  a fractured  bone  healed  in  im- 
perfect position  could  not  be  treated  as  evi- 
dence of  negligence,  and  the  doctrine  of  res 
ipsa  loquitur  could  not  be  applied.  But  this 
seems  to  be  no  more  than  a proper  applica- 
tion of  the  well  settled  rule  that  mere  proof 
of  an  unfortunate  result  is  not  evidence  of 
negligence. 

Medical  malpractice  cases  should  be  treat- 
ed the  same  as  other  kinds  of  negligence  cases 
for  purposes  of  determining  whether  res  ipsa 
loquitur  applies.  Professional  men  should  be 
entitled  to  the  same  legal  protections  afford- 
ed others,  and  the  usual  prerequisites  for  ap- 
plication of  res  ipsa  should  apply. 

It  is  doubtful  whether  res  ipsa  loquitur 
could  ever  apply  to  a case  where  the  claimed 
negligence  is  that  the  defendant  employed 


a procedure  not  medically  approved  for  the 
ailment  being  treated.  Since  the  only  recog- 
nized standard  of  care  in  such  cases  depends 
upon  contemporaneous  expert  opinions  from 
other  doctors  practicing  in  localities  similar 
to  that  where  the  alleged  negligence  oc- 
curred, it  would  seem  to  follow  that  the 
plaintiff’s  burden  to  prove  the  standard  could 
not  be  discharged  by  res  ipsa  loquitur.  Here 
the  case  would  fail  to  meet  the  usual  condi- 
tion limiting  the  doctrine  to  cases  where  the 
occurrence  is  “of  a kind  which  ordinarily 
does  not  occur  in  the  absence  of  someone’s 
negligence  . . . .” 

However,  where  the  negligence  charged 
is  the  careless  performance  of  a medically 
approved  procedure,  there  would  seem  to  be 
no  objection  to  applying  res  ipsa  loquitur  if 
the  usual  conditions  are  met.  For  example, 
what  if  Weiss  v.  Axler  had  involved  not 
chemical  injuries  incurred  during  a hair 
wave  treatment  administered  by  a beauty 
operator,  but  similar  injuries  received  during 
a scalp  treatment  administered  by  a derma- 
tologist? Should  the  court  have  applied  a 
different  rule  of  law? 

Some  might  insist  that  the  1952  case  of 
St.  Luke’s  Hospital  Association  v.  Long 
stands  in  the  way  of  applying  res  ipsa  loqui- 
tur to  medical  negligence.  There  a three- 
year-old  child,  in  the  hospital  for  removal  of 
his  tonsils  and  adenoids,  was  strangled  when 
he  slipped,  while  asleep,  through  the  side 
rails  of  a hospital  bed  and  caught  his  head 
between  them.  Although  the  plaintiffs’  evi- 
dence did  not  show  exactly  how  the  unfor- 
tunate incident  happened,  the  defendant,  by 
affirmative  evidence,  “explained  and  made 
known  the  cause  of  the  death  and  disclosed 
all  its  knowledge  and  means  of  information 
as  to  the  accident.”  The  court  indicated  that 
on  the  plaintiff’s  evidence  alone  res  ipsa 
loquitur  would  have  properly  applied,  but 
held  that  the  defendant’s  full  disclosure  gave 
the  plaintiffs  “equal  knowledge  and  means 
of  information  and  the  res  ipsa  doctrine  could 
no  longer  be  invoked.”  It  seems  clear  that  on 
this  point,  i.e.,  that  the  defendant’s  explana- 
tion may  deprive  the  plaintiff’s  res  ipsa 
loquitur  case  of  its  character  as  such  a case, 
Weiss  V.  Axler  has  overruled  the  Long  case. 

In  other  jurisdictions  there  is  a fast  grow- 
ing body  of  authority  applying  res  ipsa  loqui- 
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tur  to  medical  malpractice  cases.  It  may  or 
may  not  be  significant  that  one  leading  Cali- 
fornia malpractice  case  applying  res  ipsa  was 
quoted  with  approval  in  Weiss  v.  Axler  and 
cited  with  apparent  approval  in  a 1957  Colo- 
rado malpractice  case  which  was  tried  on  a 
res  ipsa  theory.  There  is  no  reason  to  expect 
that  res  ipsa  loquitur  will  not  be  applied  in 
future  Colorado  malpractice  cases. 

■■■■  BUEDEN  OF  PROVING  CAUSATION 

One  final  point  on  the  plaintiff’s  burden 
of  proof  deserves  thorough  discussion  in  a 
separate  article  and  therefore  will  receive 
but  brief  mention  here.  This  is  the  claimant’s 
obligation  to  prove  that  the  defendant’s  neg- 
ligent act  caused  the  injuries.  Many  a plain- 
tiff’s bark  has  sailed  serenely  past  the  straits 
of  negligence  only  to  be  wrecked  on  the 
rocky  coast  of  causation. 

Proof  of  causation  has  a dual  aspect.  As 
usual  in  negligence  cases  the  legal  test  of 
proximate  cause  must  be  met.  Nearly  always 
in  malpractice  cases  the  additional  hurdle  of 
medical  cause  is  present.  True,  in  an  occa- 
sional case  nothing  but  an  identifiable  doc- 
tor’s negligence  could  account  for  the  injury, 
as  in  some  “sponge”  cases.  In  a rare  case,  too, 
the  mere  proximity  in  time  between  the 
physician’s  ministrations  and  appearance  of 
the  patient’s  injury  symptoms  may  be  suffi- 
cient. For  example,  where  an  osteopath  sud- 
denly and  with  great  force  twisted  the  plain- 
tiff’s neck,  and  the  plaintiff  instantaneously 
experienced  nausea,  terrific  pain  and  paraly- 
sis, the  Supreme  Court  felt  that  causation 
had  been  sufficiently  shown  to  take  the  case 
to  the  jury. 

In  most  malpractice  cases,  however,  proof 
of  causation  requires  medical  testimony.  Thus 
where  the  question  was  whether  a particular 
trauma  caused  an  eye  infection  which  did 
not  develop  until  several  months  later,  medi- 
cal testimony  that  the  infection  possibly 
could  have  resulted  from  the  trauma  was 
held  insufficient  to  support  a jury  verdict. 
In  malpractice  cases,  as  in  other  personal 
injury  cases,  evidence  that  the  cause-effect 
relationship  is  a possibility  is  not  sufficient; 
opinion  evidence  must  indicate  at  least  a 
probability. 

Once  the  plaintiff  by  competent  evidence 
has  established  that  the  defendant’s  act  prob- 


ably was  the  efficient  cause  of  the  injuries, 
it  would  seem  that  the  defendant  would  have 
the  burden  of  going  forward  with  contrary 
evidence  or  with  evidence  of  some  other 
cause  independent  of  his  own  act.  But  there 
is  some  Colorado  authority  indicating  that 
the  plaintiff’s  affirmative  showing  that  the 
defendant  probably  caused  the  injury  must 
be  accompanied  by  evidence  “eliminating  the 
intervention  of  other  causes  which  might 
exist.” 

After  the  burden  of  proving  negligence, 
causation  and  damages  has  been  met,  the 
plaintiff  will  have  to  meet  and  overcome 
whatever  defenses  the  defendant  has  raised. 

Defenses 

The  usual  defenses  to  negligence  liability 
are  available  in  medical  malpractice  cases 
on  the  same  terms  as  in  other  cases.  For 
example,  the  plaintiff  may  be  guilty  of  con- 
tributory negligence  in  failing  to  follow  his 
physician’s  advice  to  remain  in  the  hospital 
for  further  treatment  or  diagnosis  or  failing 
to  seek  other  medical  care  after  becoming 
dissatisfied  with  the  defendant  physician’s 
ministrations. 

For  the  most  part  the  law  governing  de- 
fenses presents  few  problems  peculiar  to  mal- 
practice law.  One  possible  exception  is  the 
defense  of  mistake  of  Judgment,  which  has 
already  been  discussed.  Two  others  are  the 
defenses  of  -release  and  statute  of  limitations. 

■■■■■  RELEASE 

The  nature  and  theory  of  the  plaintiff’s 
claim  m,ay  be  important  in  determining 
whether  the  defense  of  release  is  available 
to  the  defendant.  This  defense  is  the  plea 
that  the  plaintiff  has  released  another  and 
the  release  operates  to  bar  the  malpractice 
claim.  For  example,  in  Sams  v.  Curjman  the 
plaintiff  was  injured  when  his  car  collided 
with  a creamery  company  truck.  The  injuries 
he  thus  received  were  treated  by  the  defend- 
ant physicians.  First  the  plaintiff  sued  the 
creamery  company  and  its  driver,  receiving 
a sizable  cash  settlement  in  return  for  sign- 
ing a release  in  the  usual  broad  terms.  The 
physicians  were  not  parties  tO‘  the  action 
thus  compromised  and  they  were  not  men- 
tioned in  the  release. 

Soon  after  settling  the  first  lawsuit,  the 
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plaintiff  filed  a second,  entirely  separate, 
action  against  the  physicians.  This  suit  asked 
compensatory  and  exemplary  damages  for 
“gross  negligence  and  wrongdoing”  in  diag- 
nosis and  treatment  of  the  same  injuries  in- 
volved in  the  first  action. 

The  doctor-defendants  pleaded  in  bar  the 
settlement  and  release  with  the  creamery 
company,  and  the  trial  judge  granted  the  de- 
fendants judgment  on  the  pleadings.  In  the 
Supreme  Court,  the  plaintiff  argued  that  his 
complaint  for  malpractice  alleged  both  a tort 
and  a breach  of  contract.  He  contended  that 
the  contract  action  against  the  physicians 
should  not  be  barred  by  his  settlement  of  a 
tort  action  against  the  creamery  company. 
Moreover,  he  asserted,  there  was  no  causal 
connection  between  the  wrong  of  the  cream- 
ery company  driver  and  the  later  malprac- 
tice. 

Defendants  countered  that  the  action 
against  the  doctors  was  in  form  and  nature 
a tort  action,  that  it  asked  damages  which 
would  have  been  recoverable  in  the  initial 
action  as  proximately  caused  by  the  cream- 
ery’s original  wrong,  and  that  the  one  cause 
of  action  for  those  damages  had  been  settled 
and  co-liable  tortfeasors  released. 

The  high  court,  after  a brief  struggle  with 
the  issue  whether  the  complaint  sounded  in 
tort  or  contract,  held  that  the  complaint  set 
out  a tort  cause  of  action,  and  therefore  it 
was  barred  by  the  release.  By  implication,  at 
least,  the  opinion  indicates  that  an  action 
against  the  physicians  for  breach  of  contract 
would  not  have  been  barred  by  settling  the 
claim  against  the  prior  tortfeasor. 

The  Sams  case  points  out  a pitfall  for 
plaintiff’s  attorneys.  They  should  not  be 
tempted,  in  cases  involving  medical  malprac- 
tice in  treating  injuries  caused  by  a prior 
tortfeasor,  to  settle  with  the  wrongdoer 
whose  tort  brought  the  claimant  to  the  doc- 
tor’s office,  even  where  the  original  tort 
caused  minor  damage  in  comparison  with 
the  malpractice,  or  where  the  original  tort- 
feasor’s liability  is  highly  doubtful.  Even  as- 
suming such  a settlement  would  not  bar  a 
later  contract  claim  against  the  physician, 
damages  for  breach  of  contract  might  be 
severely  limited,  and  of  course  no  exemplary 
damages  are  available  in  a contract  action. 

It  might  be  noted  that,  strictly  speaking. 


the  Sams  rationale  may  not  apply  today.  The 
court  carefully  specified  that  the  complaint 
was  governed  by  rules  of  pleading  which 
did  not  allow  commingling  of  tort  and  con- 
tract theories  in  a single  cause  of  action.  It 
is  possible  that  under  the  present  more  lib- 
eral pleading  the  court  would  hold  in  similar 
circumstances  that  if  the  facts  alleged  stated 
a claim  on  a contract  theory,  settlement  of 
a tort  claim  against  a prior  wrongdoer  would 
not  bar  the  contract  action  against  the  doc- 
tors. Moreover,  the  whole  idea  that  a release 
of  one  joint,  concurrent  or  consecutive  tort- 
feasor releases  all  others  has  justification 
in  neither  logic  nor  legal  history  and  has 
been  severely  criticized.  This  is  another  area 
where  the  Supreme  Court  of  Colorado,  which 
of  late  has  so  dramatically  demonstrated  its 
determination  not  to  adhere  blindly  to  un- 
sound or  unjust  precedents,  may  greatly  im- 
prove the  law  if  given  the  opportunity. 

The  Colorado  court  has  already  recognized 
certain  limitations  on  the  harsh  rule  that  the 
release  of  a prior  tortfeasor  releases  a physi- 
cian who  negligently  treats  injuries  caused  by 
that  tortfeasor.  Thus  where  the  initial  injury 
is  covered  by  workmen’s  compensation,  the 
injured  workman  may,  in  some  cases,  accept 
his  compensation  award  and  release  his  em- 
ployer without  necessarily  sacrificing  his  ac- 
tion for  medical  malpractice.  Whether  this  is 
possible  in  a particular  case  turns  on  the 
theory  of  the  action  and  the  relation  of  the 
party  sued  to  the  plaintiff. 

For  example,  in  Hennig  v.  Crested  Butte 
Co.  the  injured  workman,  after  accepting  a 
compensation  award  and  releasing  his  em- 
ployer, brought  action  against  the  employer 
for  injuries  allegedly  sustained  through  mal- 
practice of  a physician  who  had  been  em- 
ployed by  the  defendant-employer  to  treat 
the  workman.  Apparently  the  plaintiff  sought 
to  hold  the  defendant,  the  employer  of  both 
the  physician  and  the  plaintiff,  vicariously 
liable  for  the  physician’s  alleged  malpractice. 
This,  said  the  Supreme  Court,  could  not  be 
done  in  the  face  of  a release  of  the  same 
defendant  after  payment  of  a compensation 
claim  filed  for  the  same  injury  and  all  dis- 
ability arising  from  or  connected  with  it. 

It  should  be  noted  that  the  Hennig  case 
said  nothing  about  the  right  of  an  already 
compensated  workman  to  sue  the  doctor 
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whose  negligent  treatment  may  have  greatly 
aggravated  the  injury  incurred  on  the  job. 
Hennig  was  an  action  against  the  employer. 
There  are  many  reasons  for  allowing  a sep- 
arate medical  malpractice  action  after  settle- 
ment of  the  original  workmen’s  compensation 
claim.  First,  the  compensation  act  was  in- 
tended as  humanitarian,  beneficial  protection 
for  injured  workmen,  not  as  a refuge  for 
negligent  doctors.  The  latter  are  strangers 
to  the  act,  and,  unlike  covered  employers, 
have  not  exchanged  the  disadvantage  of  li- 
ability without  fault  for  the  advantage  of 
liability  limited  in  amount.  The  act’s  purpose 
of  benefiting  workmen  should  not  be  per- 
verted into  denying  them  a common  law 
action  probably  included  in  the  Bill  of  Rights 
guarantee  of  a remedy  for  every  wrong. 

Second,  the  amount  of  a workmen’s  com- 
pensation award  has  little  or  no  relation  to 
the  actual  pecuniary  loss  of  the  claimant. 
Such  an  arbitrary  and  often  pitifully  inade- 
quate award  should  not  be  substituted  for 
an  opportunity  to  obtain  satisfaction  in  the 
form  of  damages  commensurate  with  the  in- 
jury. There  has  already  been  too  much  judi- 
cial confusion  of  “satisfaction”  of  claims  with 
“release”  or  tortfeasors.  Legislative  depriva- 
tion of  this  claim  for  compensatory  damages 
might  well  constitute  a taking  of  property 
without  due  process. 

Third,  the  claim  against  the  employer  is 
essentially  separate  and  different  from  the 
malpractice  claim.  The  job-incurred  injury 
is  generally  separated  in  time,  place  and  caus- 
ation from  the  malpractice  injury.  The  em- 
ployer and  the  doctor  usually  are  not  joint 
nor  even  concurrent  tortfeasors.  The  em- 
ployer’s liability  is  not  based  on  fault  but  is 
relational,  arising  out  of  the  contract  relation 
of  employer  and  employee.  The  physician’s 
liability,  on  the  other  hand,  is  nearly  always 
in  tort.  Often  the  damages  may  be  divisible 
or  at  least  capable  of  apportionment.  For 
example,  an  employee  may  incur  a hernia 
from  on-the-job  strain.  If,  in  preparing  him 
for  a hernia  operation,  the  surgeon  negli- 
gently allowed  him  to  fall  off  the  operating 
table  and  fracture  an  arm,  there  would  be 
no  problem  whatever  in  allocating  damages 
to  the  separate  injuries.  Yet  even  in  this  kind 
of  case  it  is  not  clear  that  the  workman  would 
have  a separate  claim  against  the  surgeon  if 


the  surgeon  had  been  employed  by  the  work- 
man’s employer. 

Fortunately  it  appears  settled  in  Colorado 
that  the  injured  employee  has  a separate 
claim  for  malpractice  against  a physician 
whom  the  employee  himself  selects  and  pays 
to  treat  an  injury  covered  by  workmen’s 
compensation.  Therefore  a settlement  of  the 
workmen’s  compensation  claim  in  such  a 
case  does  not  bar  a later  action  against  the 
workman’s  personal  physician  for  malprac- 
tice. It  is  submitted  that  the  rule  should  be 
the  same  when  the  physician  is  selected  and 
paid  by  the  employer  or  his  compensation 
insurance  carrier.  Mere  formalities,  such  as 
who  retained  and  paid  the  physician,  do  not 
affect  the  inherent  separateness  of  the  claims, 
and  they  should  not  determine  whether  set- 
tlement of  one  bars  the  other. 

STATUTE  OF  LIMITATIONS 

The  statute  of  limitations  as  a defense 
presents  special  problems  in  malpractice 
cases.  At  least  two  of  these  problems  have 
been  dealt  with  by  the  Colorado  Supreme 
Court  and  are  worthy  of  discussion  here. 
They  are  the  problems  encountered  by  courts 
when  asked  to  decide:  (a)  when  the  statute 
of  limitations  begins  running  or  is  tolled, 
and  (b)  which  of  several  possibly  applicable 
statutes  of  limitations  properly  applies  in  a 
particular  case. 

A third  problem,  the  question  whether 
the  special  two-year  Colorado  malpractice 
statute  is  constitutional,  has  never  been 
raised  for  decision  by  the  Supreme  Court. 
However,  the  question  has  more  than  aca- 
demic interest  and  will  be  discussed  briefly 
here. 

When  statute  begins  running  — tolling. 
The  weight  of  authority  holds  that  a statute 
of  limitations  governing  malpractice  begins 
to  run  when  the  act  or  omission  alleged  as 
malpractice  occurs.  The  majority  seem  to 
enforce  this  view  even  where  the  malpractice 
is  not  discovered  until  after  the  statute  has 
barred  any  action.  Other  courts,  however, 
have  held  that  the  statute  does  not  commence 
running  until  the  malpractice  results  in  in- 
jury. The  latter  view  seems  more  consistent 
with  the  broader  rule  that  statutes  of  limita- 
tions do  not  start  running  until  a claim  ac- 
crues, at  least  when  it  is  considered  that 
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actual  loss  or  damage  is  an  indispensable 
element  of  a negligence  claim.  Still  another 
minority  view  holds  that  the  statute  does  not 
run  prior  to  the  time  the  plaintiff  discovers 
or  by  reasonable  diligence  should  have  dis- 
covered the  malpractice. 

The  Colorado  Supreme  Court  has  never 
directly  declared  which  of  the  above  views 
it  prefers,  and  on  at  least  one  occasion  has 
expressly  declined  to  decide  when  the  statute 
commences  to  run,  while  seeming  to  hold,  in 
effect,  that  the  statute  does  not  run  until  dis- 
covery of  the  injury. 

Two  Colorado  cases  have  involved  the 
problem  of  tolling  the  statute  of  limitations. 
The  first,  and  most  dramatic,  was  Rosane  v. 
Senger.  There  the  defendants  had  left  a gauze 
pad  in  the  plaintiff’s  abdomen  during  sur- 
gery performed  on  her  in  1930.  After  more 
than  ten  years  of  suffering  without  realizing 
the  cause,  the  plaintiff  learned  through  ex- 
ploratory surgery  performed  by  another  doc- 
tor that  the  gauze  pad  left  behind  in  the 
prior  surgery  had  been  causing  her  discom- 
fort. Thus  it  appeared  from  the  plaintiff’s 
own  evidence  not  only  that  injury,  i.e.  dam- 
age, had  occurred,  but  also  that  she  had  dis- 
covered the  fact  of  injury  (although  not  the 
precise  cause)  more  than  two  years  before 
she  brought  suit.  She  instituted  action  in 
1941,  over  11  years  after  the  act  alleged  as 
malpractice,  but  only  about  one  year  after 
she  first  learned  of  that  act.  The  Supreme 
Court  opinion  does  not  state  whether  the 
defendant  surgeons  knew  they  had  left  the 
pad  inside  the  plaintiff,  nor  is  there  a recital 
of  any  specific  attempt  by  them  to  conceal 
their  mistake. 

As  seen  by  the  court  the  issue  was:  “Does 
justifiable  delay,  due  to  plaintiff’s  ignorance 
of  the  cause  of  a known  injury,  stop  the 
running  of  the  statute  when  plaintiff  has 
used  every  reasonable  effort  to  ascertain  that 
cause  and  been  frustrated  solely  by  defend- 
ants’ concealment?  In  other  words  under 
such  circumstances,  when  did  the  cause  of 
action  accrue?” 

The  Supreme  Court,  acknowledging  but 
repudiating  the  contrary  majority  view,  held 
that  the  statute  commenced  running  only 
upon  the  plaintiff’s  discovery  that  the  pad 
had  been  left  inside  her.  In  reference  to  the 
prevailing  rule  that  the  statute  is  tolled  only 


by  fraudulent  concealment,  the  opinion  de- 
clared: “We  are  not  impressed  with  the  rea- 
soning which  supports  the  materiality  of 
fraud.”  The  court  reasoned  that  whether  the 
concealment  was  fraudulent  or  not  made  no 
practical  difference  to  the  plaintiff,  for  with- 
out knowledge  of  facts  upon  which  to  base 
a complaint,  “the  victim  (would  be)  equally 
helpless  regardless  of  the  motive  for  conceal- 
ment.” Further  the  court  expressed  concern 
that  strict  enforcement  of  the  majority  posi- 
tion might  raise  serious  constitutional  ques- 
tions. 

Clearly  the  Rosane  case  establishes  that 
to  toll  the  statute  no  fraud  in  the  sense  of 
scienter  or  actual  intent  to  deceive  need  be 
shown.  But  throughout  the  opinion  the  court 
indicates  that  concealment  is  the  effective 
ingredient.  Yet  nowhere  is  there  mention  of 
what  constituted  concealment  in  this  case. 
It  is  not  even  stated  that  the  defendants 
knew  they  had  left  the  pad  inside  the  plain- 
tiff. This  poses  the  question  whether  the 
court  really  held  that  mere  ignorance  of  facts 
constituting  the  claim  tolls  the  statute.  If 
this  be  the  proper  interpretation,  the  case 
created  a new  and  not  generally  recognized 
exception  to  the  general  rule  that  the  plain- 
tiff’s mere  ignorance  of  facts  giving  him  an 
action  does  not  delay  the  running  of  the 
statute  of  limitations.  The  latter  rule  has 
been  recognized  in  Colorado,  but  in  a case 
rejected  in  Rosane  as  not  in  point  and  later 
modified  if  not  overruled  by  legislation. 

Colorado’s  apparent  adherence  to  the  lib- 
eral minority  view  that  ignorance  of  the 
facts  constituting  a cause  of  action  tolls  the 
statute  was  affirmed  if  not  extended  in  the 
1957  case  of  Davis  v.  Bonebrake.  There  the 
plaintiff  alleged  that  during  a hysterectomy 
done  August  17,  1951,  the  defendant  surgeons 
left  a sponge  in  her  abdomen.  A second  oper- 
ation was  performed  September  5,  1951,  and 
the  plaintiff  learned  in  October,  1953,  that 
the  latter  operation  had  been  done  for  the 
purpose  of  removing  the  sponge  left  behind 
in  the  first  operation.  The  complaint  was 
filed  October  16,  1953,  more  than  two  years 
after  both  operations,  but  shortly  after  the 
plaintiff  obtained  specific  knowledge  of  the 
alleged  malpractice. 

The  plaintiff  contended  that  the  defend- 
ants had  been  guilty  of  fraudulent  conceal- 
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ment  which  tolled  the  statute.  The  defendants 
cited  testimony  of  the  plaintiff  as  showing 
that  she  knew,  or  with  reasonable  care  should 
have  known,  shortly  after  the  first  operation 
that  something  had  been  left  inside  her.  Spe- 
cifically, the  plaintiff  had  testified  in  a depo- 
sition that  shortly  after  the  first  operation 
she  noticed  on  her  abdomen  a lump  about 
the  size  of  a partially  opened  fist.  The  follow- 
ing cross-examination  occurred: 

“Q.  Now,  you  thought  that  it  was  a foreign 
object  of  some  kind,  didn’t  you,  Mrs.  Bone- 
brake?  A.  Well,  I didn’t  think  you  could  grow 
something  just  that  fast  . . . 

“Q.  But  you  believe  (sic)  that  it  was  not 
something  that  was  part  of  you,  is  that  cor- 
rect? A.  Well,  I felt  — I mean  — there  was 
something  there.” 

Plaintiff  further  testified  that  she  knew 
something  was  wrong  but  had  no  idea  pre- 
cisely what  the  matter  was.  In  addition  she 
claimed  that  she  had  questioned  the  doctors 
and  the  surgical  nurse  seeking  information 
but  had  been  rebuffed.  Eventually  she  had 
learned  from  the  surgical  nurse  that  the  sec- 
ond operation  had  been  performed  to  correct 
the  error  of  the  first. 

On  appeal  of  a trial  court  judgment  for  the 
plaintiff,  the  Supreme  Court  held  that  the 
evidence  presented  a jury  issue  whether  the 
plaintiff  knew  about  the  malpractice  more 
than  two  years  before  she  filed  action.  An 
additional  ground  for  affirming  the  trial 
court  on  this  point,  said  the  high  court,  was 
that,  at  best,  the  plaintiff’s  testimony  as  to 
what  occurred  during  the  allegedly  negligent 
operation  “cannot  arise  above  that  of  the 
conjecture  of  a non-observer  of  the  event.” 
The  court  indicated  that  such  testimony  is 
incompetent  to  establish  “discovery”  by  the 
plaintiff  which  would  start  the  statute  of 
limitations  running. 

Bonehrake  indicates  the  lengths  to  which 
the  Supreme  Court  will  go  to  avoid  enforcing 
the  two-year  statute  of  limitations.  Mr.  Jus- 
tice Day,  in  a dissenting  opinion,  asserted 
that  the  majority  opinion  in  effect  had  re- 
pealed the  statute.  This  general  attitude  of 
the  court  toward  the  special  malpractice 
statute  of  limitations  is  extremely  significant 
in  a context  yet  to  be  discussed,  the  question 
whether  the  special  statute  is  unconstitu- 
tional. 


Which  statute  of  limitations  applies.  The 
leading  Colorado  case  governing  applicability 
of  limitations  is  the  Smith  case.  There  the 
complaint  alleged  that  the  plaintiff  had  em- 
ployed the  defendant  surgeon  to  perform  a 
circumcision  operation,  but  the  defendant, 
“without  Plaintiff’s  authorization  did  then 
and  there  commit  an  unlawful  battery  . . . 
by  performing  upon  Plaintiff’s  person  a sur- 
gical operation  known  as  a Vasectomy  which 
rendered  the  Plaintiff  sterile.  ...”  No  cir- 
cumcision was  performed.  It  was  not  claimed 
that  the  vasectomy  was  performed  in  any 
but  the  most  careful  and  expert  manner;  the 
sole  complaint  was  that  the  claimant  did  not 
get  the  operation  he  asked  for. 

Alert  defense  counsel  moved  to  dismiss 
on  the  ground  that  the  action,  by  the  plain- 
tiff’s own  characterization,  constituted  a suit 
for  “an  unlawful  battery”  and  since  it  had 
not  been  commenced  within  one  year  after 
the  defendant’s  act,  it  was  barred  by  the  one 
year  statute  of  limitations  governing  battery 
cases.  The  trial  court  denied  the  motion,  hold- 
ing the  special  two-year  malpractice  statute 
of  limitations  applicable.  After  taking  evi- 
dence, the  trial  judge  directed  a verdict  for 
the  plaintiff  on  the  issue  of  liability,  leaving 
only  the  question  of  damages  to  the  jury. 

On  writ  of  error,  the  Supreme  Court  of 
Colorado  upheld  the  trial  court  decision  that 
the  special  two-year  medical  malpractice 
statute  of  limitations  applied.  The  high  court, 
however,  acknowledged  that  negligence  in 
treatment  and  treatment  without  employ- 
ment present  claims  basically  different  in 
nature.  “The  one  is  based  on  the  existence  of 
a contract  and  authority  for  service,  and  the 
other  upon  the  lack  of  such  contract  or  au- 
thority. The  one  is  based  on  lack  of  care  or 
skill  in  the  performance  of  services  contract- 
ed for,  and  the  other  on  wrongful  trespass 
on  the  person  regardless  of  the  skill  or  care 
employed.”  Distinguishing  a prior  case  where 
the  complaint  had  alleged  battery  in  continu- 
ing treatment  after  the  patient’s  consent  had 
been  revoked  by  discharging  the  physician, 
the  Supreme  Court  ruled  that  the  special 
two-year  statute  governing  malpractice  ap- 
plies wherever  the  doctor’s  act  occurs  while 
there  is  in  force  a contract  of  employment 
from  which  a professional  relation  to  the 
patient  arises.  The  court  reasoned  that  the 
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gist  of  the  action  was  an  alleged  negligent 
act,  not  in  lack  of  surgical  skill  but  in  failure 
to  observe  “that  degree  of  care  which,  as 
practitioners,  they  owed  to  their  patient  in 
the  practice  of  their  profession.” 

The  opinion  indicated  that  wherever  the 
basic  relationship  of  physician  and  patient 
is  established,  malpractice  is  not  classifiable, 
for  purposes  of  statutes  of  limitations,  as 
either  battery  or  negligence,  but  is  a kind  of 
hybrid.  Said  the  court,  “While  an  unauthor- 
ized operation  is,  in  contemplation  of  law,  an 
assault  and  battery,  it  also  amounts  to  mal- 
practice, even  though  negligence  is  not 
charged” 

Thus  it  appears  settled  in  Colorado  that 
the  special  two-year  medical  malpractice 
statute  of  limitations  applies  to  either  negli- 
gent or  intentional  acts  of  a doctor  who  has 
been  employed  to  perform  some  treatment 
or  operation.  But  this  by  no  means  solves  all 
the  problems. 

Although  the  special  two-year  malprac- 
tice statute  of  limitations  applies  even  to 
claims  founded  on  treatments  or  operations 
beyond  the  patient’s  consent,  it  probably  does 
not  apply  to  actions  arising  from  treatment 
or  surgery  without  consent.  A dictum  in  the 
1954  Smith  case  declared  that  if  the  patient 
consents  “to  no  operation  at  all,  then  clearly 
it  is  a case  of  assault  and  battery,  which 
would  be  barred  by  the  (one-year)  statute 
of  limitations.” 

The  Smith  opinion  carefully  distinguished 
the  facts  there  presented  from  the  facts  al- 
leged in  the  earlier  case  of  Cady  v.  Fraser. 
In  Cady  the  plaintiff  claimed  “malpractice 
similar  to  an  assault”  consisting  of  the  physi- 
cian’s continuing  treatment  after  the  plain- 
tiff had  told  him  to  “get  off  the  case.  . . .” 
Although  the  precedent  value  of  Cady  is 
weakened  by  the  fact  that  there  the  plain- 
tiff’s claim  died  for  lack  of  proof,  the  sig- 
nificance of  the  case  lies  in  the  fact  that  in 
Smith  the  Supreme  Court  took  pains  to  dis- 
tinguish the  facts  alleged  in  Cady.  Thus  the 
Smith  opinion  clearly  implied  that  facts  such 
as  those  pleaded  in  Cady  would  present  a 
claim  in  the  nature  of  assault  and  battery, 
subject  to  a one-year  statute  of  limitations. 
This  rationale  affirms  the  fundamental  prop- 
osition that  the  physician-patient  relation  is 
consensual  and  indicates  that  the  relation- 


ship may  be  terminated  by  the  patient’s  with- 
drawing a consent  previously  given.  Treat- 
ment after  withdrawal  of  consent  would 
amount  to  trespass.  A fortiori  it  would  seem 
that  a physician  who  renders  treatment  with- 
out ever  obtaining  consent  in  the  first  in- 
stance commits  battery  and,  if  the  patient 
is  conscious,  both  assault  and  battery.  An 
action  seeking  damages  for  such  conduct 
would  have  to  be  brought  within  one  year. 
Under  the  Smith  rationale  it  would  seem 
proper  to  infer  that  a malpractice  claim  based 
on  a breach  of  contract  theory  would  be  gov- 
erned by  the  two-year  malpractice  limitation 
rather  than  the  statute  of  limitations  govern- 
ing other  contract  actions. 

Constitutionality  of  the  special  statute  of 
limitations  on  malpractice.  The  Smith  prece- 
dent, obviating  many  problems  inevitably 
present  where  the  inherent  unlikeness  of 
various  kinds  of  malpractice  claims  is  recog- 
nized, rests  on  the  bald  assumption  that  the 
special  two-year  statute  of  limitations  is  con- 
stitutional. If  that  statute  is  not  constitu- 
tional, a question  never  decided  by  the  Colo- 
rado Supreme  Court,  then,  presumably,  a 
malpractice  claim  would  be  barred  in  one 
year  or  six  years  depending  on  whether  it 
was  in  the  nature  of  battery,  negligence,  or 
breach  of  contract.  Thus  a consideration  of 
the  constitutionality  of  the  special  two-year 
medical  malpractice  statute  becomes  impera- 
tive. 

The  Colorado  Constitution  guarantees 
that,  “Courts  of  justice  shall  be  open  to  every 
person,  and  a speedy  remedy  afforded  for 
every  injury  to  person  . . . and  right  and  jus- 
tice should  be  administered  without  sale, 
denial  or  delay.”  In  a 1934  case  the  Supreme 
Court  indicated  that  this  provision  might  be 
offended  by  legislation  abrogating  the  com- 
mon law  rule  that,  “a  physician  or  surgeon 
is  beholden  for  injury  to  his  patient  result- 
ing from  malpractice.”  The  court  there  im- 
plied that  an  attempt  by  the  legislature  to 
substitute  a workmen’s  compensation  claim 
for  an  injured  employee’s  malpractice  action 
against  his  physician  would  be  unconstitu- 
tional. 

In  a 1944  case  involving  the  special  medi- 
cal malpractice  statute,  the  court  served  no- 
tice that,  “A  legal  right  to  damage  for  injury 
is  property  and  one  cannot  be  deprived  of 
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his  property  without  due  process.”  More  re- 
cent opinions  indicate  that  the  present  Su- 
preme Court,  to  the  credit  of  its  incumbents, 
will  not  meekly  tolerate  legislative  denials  of 
or  infringements  upon  constitutional  rights. 

But  the  Colorado  Constitution  poses  a 
more  potent  threat  to  the  special  malpractice 
statute  of  limitations.  The  Constitution  ex- 
pressly forbids  the  general  assembly  to  pass 
“special  laws  . . . for  limitation  of  civil  ac- 
tions. . . .”  Prior  to  1925,  there  was  no  special 
statute  of  limitations  on  malpractice  in  Colo- 
rado. Presumably  members  of  the  healing 
professions  were  then  shielded  only  by  the 
same  limitations  statutes  applied  to  others, 
including  other  professional  men  liable  to 
malpractice  claims.  But  by  the  1920’s  the 
American  Medical  Association  was  making 
its  influence  felt  in  legislatures  across  the 
land.  In  1925  the  Colorado  legislature  passed 
the  present  special  statute.  With  magnani- 
mous generosity,  or  perhaps  with  one  eye  on 
the  constitutional  prohibition  of  class  legis- 
lation and  the  other  on  the  electorate,  the 
statute’s  protection  was  extended  to  not  only 
the  more  orthodox  practitioners  of  medicine 
and  surgery,  but,  in  addition,  to  anyone  li- 
censed to  practice,  “chiropractic,  osteopathy, 
chiropody,  midwifery,  or  dentistry.  . . .”  This 
broad  coverage  may  somewhat  bolster  the 
statute  against  a contention  that  it  is  class 
legislation. 

Notably,  however,  the  statute  does  not 
protect  a nurse  or  hospital  from  an  action 
for  the  same  kind  of  negligence,  possibly  the 
same  act  of  negligence,  for  which  an  action 
against  the  named  practitioners  would  be 
barred.  This  points  up  the  essential  weakness 
of  the  statute.  It  is  not  in  essence  a legislative 
declaration  that  a certain  type  of  action — 
malpractice — is  a disfavored  action  and  will 
be  barred  unless  promptly  instituted.  It  is 
not  like  the  statute  barring  actions  for  assault 
and  battery,  false  imprisonment,  or  slander 
and  libel  after  one  year.  Those  actions  are 
barred  whether  the  defendant  be  a doctor, 
lawyer  or  Indian  chief.  There  the  basis  for 
legislative  classification  is  the  nature  of  the 
action,  not  the  profession  of  the  defendant. 
But  the  malpractice  statute  is  solely  for  the 
benefit  of  a favored  class  of  medical  practi- 
tioners, and  bars  all  actions  whether  based 


on  “tort  or  implied  contract.”  What  non- 
arbitrary  and  non-discriminatory  reason  ex- 
ists for  classifying  all  “tort  or  implied  con- 
tract” malpractice  actions  against  a doctor 
differently  from  the  same  kinds  of  actions 
against  a nurse  or  a lawyer?  The  arbitrari- 
ness of  the  classification  would  be  immedi- 
ately apparent  to  physicians  if  the  legislature 
should  provide  that  all  negligence  actions  be 
barred  in  two  years,  except  that  negligence 
actions  against  a practitioner  of  “medicine, 
chiropractic,  osteopathy,  chiropody,  midwif- 
ery or  dentistry  . . .”  should  not  be  barred 
in  less  than  ten  years.  That  the  Colorado 
Supreme  Court  is  not  thoroughly  in  sym- 
pathy with  the  special  statute  is  indicated 
by  recent  decisions  severely  limiting  its  scope. 
Given  an  opportunity,  the  court  might  seri- 
ously consider  invalidating  the  statute  alto- 
gether. 

Conclusion 

As  should  be  obvious  from  the  above  dis- 
cussion, the  medical  malpractice  area  is  one 
of  great  technical  and  practical  difficulty 
for  the  lawyer.  For  the  doctor  the  increasing 
frequency  of  malpractice  claims  presents  a 
growing  threat  to  professional  reputation  as 
well  as  financial  solvency.  Physicians  should 
not  be  distracted  from  concentrating  their 
best  efforts  on  behalf  of  a patient  by  the 
ever-present  storm  cloud  of  potential  legal 
liability.  This  is  an  area  calling  for  greater 
cooperation  of  the  medical  and  legal  profes- 
sions in  the  public  interest.  The  public  inter- 
est would  be  served  by  more  stringent  en- 
forcement of  the  lawyer’s  duty  not  to  accept 
claims  not  well  founded  in  fact,  law  and 
basic  justice.  A professional  man’s  most  valu- 
able asset  is  his  reputation  for  competence 
in  his  chosen  field.  An  attorney  as  a pro- 
fessional man  should  refuse  to  have  any 
part  in  damaging  the  reputation  of  another 
professional  man  unless  convinced  that  the 
claimant  has  really  been  injured  and  that  his 
claim  has  genuine  and  provable  merit. 

The  Colorado  Medical  Society  and  the 
Colorado  Bar  Association  are  presently  vmrk- 
ing  to  establish  a joint  medical-legal  board 
to  hear  and  screen  malpractice  cases.  If  a 
claim  is  found  to  have  merit,  the  medical 
society  will  aid  the  claimant  in  obtaining 
needed  expert  evidence.  If  a claim  is  found 
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to  be  without  merit,  the  claimant  will  be  left 
to  his  usual  legal  remedies.  It  is  the  hope  of 
both  cooperating  groups  that  this  screening 
process  will  be  effective  in  helping  claimants’ 
attorneys  determine  for  themselves  whether 
claims  they  are  pressing  should  be  litigated. 
If  the  plan  functions  properly,  it  should  elim- 


I 


Here  is  a quick  review  of  the  confusing 
array  of  cortisone  derivatives  with 
which  we  are  confronted  today. 

Trade  names  and  manufacturers  are 
included,  making  this  a handy  reference. 


In  the  decade  which  has  passed  since  the 
development  of  Cortisone  in  1949,  tremen- 
dous amounts  of  effort,  time,  and  money 
have  been  expended  in  the  search  for  new, 
improved  therapeutic  agents  of  steroid  struc- 
ture. Interesting  developments  in  this  period 
of  time  have  been  the  discovery  that  the 
original  glucocorticoid  activity  of  Cortisone 
can  be  increased  many  times,  and  conversely, 
that  the  accompanying  catabolic  and  mineral 
retention  effects  are  able  to  be  separated  in 
new,  selectively  acting  compounds.  In  this 
paper  it  is  desired  to  review  the  chief  ad- 
vances that  have  been  made  in  the  develop- 
ment of  steroids  of  glucocorticoid  activity, 
those  with  anabolic  and  mineral  excretion 
effects,  and  to  make  a few  brief  remarks 
about  some  other  therapeutic  indications  for 
steroids  in  entirely  different  areas. 


*Presentad  to  the  Montana  Medical  Association,  Interim  Ses- 
sion, April  3,  1959,  Helena,  Montana.  Twenty  figures,  showing 
structural  formulae,  beneficial  effects,  and  disadvantages  have 
been  omitted  because  of  space  limitations. 


inate  many  groundless  claims  not  only  short 
of  actual  trial,  but  prior  to  release  of  pub- 
licity which  may  cause  irreparable  damage 
to  an  entirely  innocent  doctor.  This  is  an 
effort  at  interprofessional  cooperation  which 
should  have  the  sincere  support  of  every  man 
of  good  will  in  either  profession.  • 


Development  of  steroids 

Among  the  most  useful  steroids  employed 
up  to  now  are  diosgenin  and  hecogenin  from 
Mexican  plants;  cholesterol  and  stigmasterol, 
chiefly  from  beef  nervous  tissue  or  from  fish 
oils  and  soy  beans;  and  cholic  acid  or  de- 
soxycholic  acid  from  bile  salts.  The  latter 
were  used  originally  and  still  are  employed 
in  the  manufacture  of  Cortisone. 

It  is  also  interesting  to  note  that  in  spite 
of  advances  in  the  steroid  field,  few  of  the 
original  products  are  no  longer  being  used. 
This  is  explained  by  the  fact  that  many  of 
the  earlier  steroid  drugs  are  now  employed 
as  starting  materials  or  as  intermediates  in 
the  manufacture  of  the  new  products.  We 
might  say  that  old  steroids  never  die,  they 
just  turn  up  under  a new  label  with  slight 
structure  modifications. 

A large  number  of  pharmaceutical  firms 
have  entered  the  picture  in  the  development 
of  steroid  products  and  physicians  are  being 
constantly  assailed  with  literature  from  these 
companies.  Chief  among  the  leaders  in  new 
developments  to  date  are  Merck,  Upjohn, 
Searle,  Pfizer,  Schering  and  Syntex  of  Mex- 
ico. Foreign  companies  are  joining  the  parade 
and  undoubtedly  some  of  their  products  will 
appear  in  our  armamentarium  in  the  near 
future. 

Therapeutic  effects  and  side  effects 

The  emphasis  during  the  original  hunt 
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for  steroids  was  placed  on  anti-inflammatory 
activity.  Cortisone  was  the  first  successful 
drug  of  this  type  and  was  soon  followed  by 
Hydrocortisone,  which  had  increased  gluco- 
corticoid effects  as  a result  of  the  alteration 
of  the  ketone  at  C„  to  a hydroxyl.  Nitrogen 
loss,  mineral  retention,  digestive  upset  and 
other  side  effects  remained  serious  problems 
with  Hydrocortisone  in  spite  of  its  greater 
potency  as  an  anti-inflammatory  agent. 

This  led  to  further  investigation  and  the 
next  to  appear  was  the  9-alpha-fluoro  hydro- 
cortisone (F-Cortef)  in  which  the  anti- 
inflammatory activity  was  stepped  up  by  a 
factor  of  from  10  to  15  times  that  of  hydro- 
cortisone. At  approximately  the  same  time 
(1954)  that  the  9-alpha-fluoro  compounds 
came  out.  Sobering  produced  the  “Fred” 
steroids  in  which  an  additional  double  bond 
in  the  1-2  positions  enhanced  the  anti-inflam- 
matory activity  from  three  to  five  times  with 
decreased  salt  retention  being  observed. 
Prednisone,  Prednisolone,  6-methyl  predniso- 
lone, Upjohn-Medrol,  1956,  and  Triamcino- 
lone produced  by  Lederle  in  1956  as  Aristo- 
cort  or  Kenacort,  as  well  as  Dexamethasone, 
called  Decadron  and  Deronil  by  Merck, 
Sharpe  and  Dohme  in  1958,  are  representa- 
tive of  the  variety  of  products  which  gained 
acceptance  on  the  market  in  a space  of  only 
four  years. 

All  of  the  above  show  increasing  anti- 
inflammatory activity  but  with  varying  de- 
grees of  effect  on  mineral  retention  or  ex- 
cretion. Each  compound  has  certain  proposed 
advantages,  and  less  often  mentioned,  certain 
disadvantages.  The  increase  in  potency  of 
some  has  made  therapeutic  use  difficult  and 
a few  seem  to  lend  themselves  more  spe- 
cifically to  topical  use  rather  than  to  general 
systemic  dosage. 

The  addition  of  the  methyl  group  in  6- 
methyl  prednisolone,  and  subsequently  the 
introduction  of  a fluorine  atom,  and  the  con- 
version of  the  21  hydroxyl  group  to  a 21 
desoxy  group,  has  resulted  in  still  greater 
glucocorticoid  activity.  Another  development 
was  the  addition  of  an  additional  fluorine 
or  chlorine  atom  for  further  increased  effect. 
Oxylone  from  the  Upjohn  Company  is  an 
example  of  the  last  named  type.  It  is  claimed 
to  have  40  times  the  anti-inflammatory  activ- 
ity of  hydrocortisone  when  applied  topically 


but  is  only  equal  to  hydrocortisone  when 
used  orally.  This  40:1  ratio  of  topical  over 
oral  activity  should  result  in  few  systemic 
effects  from  the  use  of  the  compound  locally. 

Progestational  and  estrogenic  hormones 

Advances  have  been  made  in  certain  pro- 
gestational and  estrogenic  compounds  as  a 
result  of  these  new  developments  in  steroid 
chemistry.  Removal  of  the  CH^  results  in 
an  increased  biologic  activity  when  this  new 
compound  is  administered.  Further  altera- 
tion of  the  structure  has  resulted  in  Norlutin 
(Parke  Davis  and  Company)  which  was 
originally  prepared  by  the  Syntex  Company 
in  Mexico,  a modified  Norlutin,  with  the 
C-17  hydroxy  esterified  for  still  greater  ac- 
tivity, Enovid  (Searle)  which  is  an  isomer 
of  Norlutin.  Further  modification  of  this 
basic  molecule  has  yielded  more  compounds 
with  increased  potency  but  which  generally 
require  priming  with  estrogens  in  clinical 
conditions. 

Estrogens  of  the  Equilin  type,  formerly 
obtained  only  from  urine  in  very  small 
yields,  the  first  such  extraction  being  in  the 
order  of  a few  mg.  from  over  55,000  liters 
of  pregnant  mare’s  urine,  have  now  been 
halogenated  at  the  16  position  for  modified 
effects.  One  important  observation  has  been 
that  this  latter  type  of  compound  is  useful 
in  mobilizing  cholesterol  with  little  demon- 
strable estrogenic  activity.  The  use  of  both 
Norlutin  and  Enovid  as  antifertility  agents 
is  increasing  and  it  is  certain  that  a great 
deal  of  study  will  be  directed  to  the  evalua- 
tion of  compounds  of  this  class  in  this  coun- 
try, as  is  now  being  done  in  Japan  and  other 
populated  areas  of  the  world. 

Androgens 

Considerable  emphasis  has  been  also  di- 
rected to  the  development  of  steroids  with  an- 
drogenic activity.  Starting  with  testosterone 
Searle  has  prepared  Nilevar  which  has  the 
generic  name  of  17-ethyl-19  nortestosterone. 
Nor-compounds  are  being  studied  with  great 
interest  as  they  have  been  found  to  lose 
much  of  the  androgen  activity  but  to  have 
greatly  increased  anabolic  properties.  An- 
other superandrogen  is  fluoxymestrone,  mar- 
keted by  Upjohn  as  Halotestin,  by  Squibb 
as  Oratestril,  and  by  Ciba  as  Ultraden.  The 
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use  of  these  substances  in  building  muscle 
tissue  in  premature  infants  and  in  debilitated 
persons  promises  some  interesting  develop- 
ments in  the  future.  Additional  research  is 
being  directed  to  the  development  of  agents 
with  steroid  structure  for  the  treatment  of 
cancer,  but  no  important  breakthrough  has 
been  reported  as  yet.  Activity  is  also  con- 
tinuing among  steroid  chemists  in  the  fields 
of  cardiovascular  diseases,  hypertension, 
hemostatics,  anesthetics,  antibiotics  and  cos- 
metics. 

Future  prospects  in  steroids 

A number  of  rather  surprising  effects  of 
some  of  the  newer  steroids  have  led  the 
researchers  off  on  tangents.  Two  compounds 
of  interest  have  come  from  the  laboratories 
of  Syntex  and  Sobering.  Not  only  have  they 
shown  high  anti-inflammatory  activity  but 
also  they  demonstrate  a reversal  of  the  pre- 
viously observed  side  effect  of  salt  retention. 
In  other  words,  these  compounds  show  con- 
siderable possibility  as  diuretics  as  they  ac- 
tually enhance  sodium  excretion.  Thus,  fur- 
ther study  may  result  in  the  production  of 
compounds  which  would  be  classed  as  diu- 
retic steroids  without  any  appreciable  anti- 
inflammatory effect. 

The  use  of  newer  compounds  with  andro- 
genic activity  in  the  treatment  of  breast 
cancer  is  being  tested  by  the  National  Cancer 
Services  Center  Breast  Cancer  Group.  Among 
these  androgens  are  4-chlorotestosterone,  and 
2-hydroxymethylene,  17-methyl  dihydrotes- 
tosterone, which  is  orally  effective.  The  latter 
drugs  have  increased  anabolic  activity  with 
reduced  androgenic  effects.  Veterinarians  are 
becoming  interested  in  the  potential  of  new 
progestational  compounds.  Mention  of  the 
widespread  testing  of  these  products  as  anti- 
fertility agents  in  human  beings  has  been 
made  previously. 

Other  outlooks  for  new  steroids  include 
use  of  insecticides  as  potential  tranquilizers 
and  as  food  additives  in  developing  better 
meat  animals.  It  is  difficult  to  predict  the 


results  of  the  ramifications  of  research  in 
the  field  of  steroid  chemistry  but  hardly  an 
area  of  therapy  has  escaped  notice  in  these 
studies.  Little  is  being  said  publicly  by  re- 
searchers for  obvious  economic  reasons  but 
we  shall  undoubtedly  see  many  interesting 
new  developments  in  the  near  future. 

Economy  of  steroid  production 

Two  charts  which  appeared  in  the  Chem- 
ical Week,  January  31,  1959,  show  something 
of  the  importance  of  steroids  in  the  total 
picture  of  drug  sales  and  development  costs. 
They  show  the  portion  of  the  more  than 
$2,252  million  in  sales  of  drugs  which  have 
resulted  from  the  marketing  of  steroids  in 
1958,  and  indicate  the  growth  in  sales  in  the 
seven  years  just  past. 

Development  of  these  products  calls  for 
large  research  budgets;  for  example.  Sober- 
ing has  earmarked  over  30  per  cent  of  its 
$7.5  million  1959  research  budget  for  hunting 
new  active  steroids.  More  emphasis  is  placed 
here  and  more  people  are  engaged  in  this 
area  of  research  than  in  any  other  segment 
of  the  pharmaceutical  industry.  Due  to  the 
great  complexity  of  the  steroid  molecule  and 
the  high  cost  of  research,  little  actual  devel- 
opment other  than  in  pure  synthesis  is  being 
done  in  educational  institutions  in  this  field 
of  chemistry. 

The  role  that  the  practitioner  of  medicine 
plays  in  the  total  picture  is  of  great  im- 
portance and  he  is  not  to  be  envied  for  the 
difficult  choices  that  he  will  have  to  make 
in  administering  these  drugs  and  in  the  eval- 
uation of  their  effects. 

Also  tabulated  are  the  relations  between 
the  more  important  steroids  as  far  as  potency 
and  effect  are  concerned.  The  more  concen- 
trated the  drug,  the  more  care  that  must  be 
exercised  in  its  use  and  the  smaller  is  the 
margin  for  error.  It  is  sufficient  to  say  that 
greater  skill  will  have  to  be  employed  to 
correctly  diagnose  and  prescribe  these  more 
potent  drugs  than  has  been  ever  required 
before.  • 
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Cancer  of  the  prqstat^ 


Louis  M.  Orr,  M.D.,  Orlando,  Florida 


Incidence  of  prostatic  cancer  is 
amazingly  high  after  the  age  of  50. 
Many  of  us  are  more  personally 
concerned  than  we  realize!  Here  is 
increased  insight  into  this 
dominant  problem. 


Cancer  of  the  prostate  is  one  of  the  condi- 
tions in  which  I hope  the  interest  of  the 
medical  profession  has  increased  as  the  pro- 
portion of  aged  persons  in  the  population 
has  risen.  In  addition  to  the  relative  increase 
in  incidence  owing  to  the  large  number  of 
persons  in  the  age  group  most  subject  to  this 
form  of  cancer,  there  has  been  an  actual 
increase  in  incidence  resulting  from  better 
detection  and  earlier  diagnosis.  Consequent- 
ly, even  though  the  survival  rate  has  been 
favorable,  influenced  by  the  effort  at  early 
diagnosis,  much  still  needs  to  be  done  to 
encourage  wider  use  of  the  most  effective 
means  of  diagnosis  and  treatment  that  have 
so  far  been  developed. 

Although  there  is  no  question  that  cancer 
of  the  prostate  is  a common  condition  in 
aging  men,  the  precise  incidence  is  not 
known.  It  has  been  variously  reported  as 
ranging  from  14  to  about  50  per  cent  on  post- 
mortem examination  in  men  over  the  age  of 
50.  Some  pathologists  have  claimed  that  it  is 
the  commonest  malignancy  in  this  age  group, 
while  others  give  it  second  place  to  cancer 
of  the  skin  or  even  third  place  behind  cancer 
of  the  stomach.  Whatever  the  exact  figure, 
there  is  no  doubt  that,  even  more  than  other 


‘Presented  at  the  13th  Annual  Rocky  Mountain  Cancer  Con- 
ference, Denver,  July  22-23,  1959.  Dr.  Orr  was  President, 
A.M.A.,  1958-1959. 


cancers,  cancer  of  the  prostate  will  continue 
to  rise  in  incidence  as  the  population  grows 
older. 

Granted  that  the  high  rates  of  occurrence 
referred  to  are  based  on  autopsy  findings 
rather  than  clinical  experience,  there  is  a 
marked  discrepancy  between  the  death  rate 
from  prostatic  cancer  and  the  incidence  of 
this  type  of  cancer.  After  all,  in  many  cases 
in  which  microscopic  cancer  was  found  at 
autopsy,  the  patient  had  died  of  other  causes 
and  was  unaware  of  his  prostatic  malig- 
nancy. One  reason  is,  of  course,  that  prostatic 
cancer  usually  develops  slowly  and  probably 
often  is  present  in  situ  years  before  it  de- 
velops into  a clinically  recognizable  condi- 
tion. Exactly  what  stimulates  the  growth  and 
dissemination  of  the  malignant  cells  is  not 
understood,  but  apparently  it  is  a factor  re- 
lated to  the  decline  in  androgen  secretion. 
Like  bronchogenic  cancer,  early  prostatic 
cancer  is  simply  not  evident  to  the  patient 
or  to  the  physician  on  casual  examination. 
It  is  not  difficult  to  diagnose  but  lack  of  sus- 
picion of  the  presence  of  the  malignancy 
prevents  its  discovery  at  a stage  in  which  its 
complete  removal  is  possible. 

At  any  rate,  owing  to  earlier  diagnosis 
resulting  from  the  medical  profession’s  ap- 
preciation of  these  facts  and  to  more  efficient 
treatment,  the  death  rate  has  not  been  com- 
mensurate with  the  increase  in  incidence. 
There  have  been  several  reports  in  which  a 
significant  proportion  of  men  treated  have 
survived  as  long  as  their  counterparts  of  the 
same  age  in  the  remainder  of  the  population 
had  been  expected  to.  In  at  least  one  series, 
reported  by  Jewett^  several  years  ago,  the 
10-year  survival  rate  was  49  per  cent  for 
patients  whose  prostatic  cancers  were  con- 
fined to  the  gland  at  the  time  of  surgery. 
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while  the  comparable  survival  rate  for  men 
of  the  same  age  in  the  general  population 
was  53  per  cent.  These  results  are  certainly 
dramatic  enough  to  warrant  special  consider- 
ation of  the  means  of  early  diagnosis  and  the 
possibilities  for  complete  cure. 

Early  diagnosis  and  curative  treatment 

Short  of  accidental  discovery  at  surgery, 
the  only  practicable  means  of  early  diagnosis 
is  rectal  palpation  by  the  physician.  In  four 
out  of  five  patients  the  carcinoma  of  the 
prostate  develops  first  in  the  posterior  lamel- 
la and  becomes  clinically  evident  as  an  ele- 
vated nodule  or  an  isolated  area  of  indura- 
tion. Actually  it  should  be  said  that  only  on 
routine  rectal  palpation  is  early  diagnosis 
likely,  for  at  a truly  early  stage  there  never 
is  any  urinary  disturbance,  discomfort  or 
pain.  In  some  few  cases,  the  patient  does 
present  himself  with  complaints  related  to 
interference  with  urinary  function  related 
to  prostatic  hypertrophy  that  appears  to  be 
benign.  The  characteristic  nodule  is  not  pres- 
ent, and  while  the  gland  has  lost  its  elas- 
ticity, it  is  uniformly  soft.  In  a small  pro- 
portion of  such  cases,  through  pathologic 
study  of  the  resected  prostate,  malignant 
cells  will  be  found.  Total  prostatectomy  at 
this  point  is  almost  certain  to  prevent  de- 
velopment of  malignant  disease  traceable  to 
the  prostate.  But  such  cases  are  relatively 
rare. 

There  is  no  better  way  to  persuade  the 
physician  of  the  importance  of  routine  rectal 
palpation  than  to  recite  the  experience  at 
Walter  Reed  HospitaP,  where  half  of  the 
patients  treated  for  prostatic  malignancy 
from  1940  through  1952  were  considered  suit- 
able candidates  for  radical  prostatectomy. 
The  five-year  survival  rate  of  those  thus 
treated  was  over  50  per  cent,  twice  that  of 
those  who  could  only  be  treated  conserva- 
tively by  other  means.  In  other  series  that 
have  been  reported,  only  from  5 to  22  per 
cent  of  patients  met  the  criteria  for  radical 
treatment,  and  even  so,  the  higher  figures 
come  from  clinics  where  many  men  are  re- 
ferred specifically  for  removal  of  a suspicious 
prostatic  nodule.  The  explanation  for  spec- 
tacular results  at  Walter  Reed  is  simple: 
The  Army  requires  that  all  men  over  40 
undergo  rectal  examination  annually  and  the 


routine  palpation  of  the  prostate  multiplies 
the  number  of  early  prostatic  cancers  that 
are  found  in  time  for  successful  total  re- 
moval. 

In  spite  of  the  emphasis  placed  upon  the 
prostatic  nodule  or  induration  as  an  indica- 
tion of  prostatic  malignancy,  it  should  never 
be  taken  for  granted  that  such  a nodule  or 
area  is  cancerous.  It  may  be  due  to  a calculus, 
which  x-ray  examination  will  confirm  and 
simultaneously  reveal  metastases  if  they  are 
present.  It  may  be  due  to  infarction,  leio- 
myomas, localized  inflammation  or  tubercu- 
losis, but  only  study  of  a biopsy  specimen 
will  differentiate  these  conditions  from  can- 
cer. 

The  perineal  technic  of  exposure  of  the 
prostate  for  either  biopsy  or  resection  is 
preferable  in  most  cases  to  any  other.  It  has 
the  advantage  of  providing  direct  access  to 
the  entire  posterior  lamella  as  well  as  the 
best  approach  for  complete  extirpation  of  the 
prostate  if  the  diagnosis  of  cancer  is  con- 
firmed. The  transurethral  approach  will  often 
provide  positive  evidence  of  malignancy,  but 
the  lesion  is  more  likely  to  be  missed  with 
this  method  because  of  the  necessity  of  tak- 
ing an  extensive  specimen  which  will  include 
an  adequate  portion  of  the  posterior  capsule. 
Needle  biopsy  is  used  by  many  with  success 
and  has  one  advantage  over  the  perineal 
approach  in  that  impotence  is  never  pro- 
duced. 

The  perineal  exposure  of  the  prostate 
should  not  be  made  unless  the  surgeon  is 
prepared  to  follow  through  with  the  radical 
removal  of  the  entire  gland  upon  obtaining 
a positive  report  from  the  pathologist.  Ob- 
viously the  other  criteria  for  subjecting  a 
patient  to  this  operation  should  also  be  met, 
all  of  which  support  the  thesis  that  the  can- 
cer is  indeed  confined  to  a single  area  that 
can  be  completely  eradicated.  On  palpation 
there  should  be  no  evidence  of  invasion  of 
the  seminal  vesicles,  the  bladder,  or  any  area 
beyond  the  capsule.  There  must  be  no  ele- 
vation of  the  buffered  serum  acid  phospha- 
tase or  decline  in  the  general  physical  condi- 
tion compatible  with  extensive  malignant 
disease. 

Even  if  all  these  criteria  are  met,  there 
is  little  point  in  performing  an  operation 
which  can  only  be  justified  by  the  possibility 
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for  cure  if  the  patient’s  life  expectancy  is 
short,  whether  he  has  a prostatic  cancer  or 
not.  The  five-year  survival  rate  of  untreated 
prostatic  cancer  is  not  negligible  owing  to 
its  slow  growth,  and  one  has  to  have  a rea- 
sonable certainty  that  the  radical  approach 
will  substantially  prolong  life.  It  is  not  felt 
that  one  can  say  dogmatically  that  no  one 
over  70  is  a suitable  candidate  for  radical 
prostatectomy,  though  certainly  it  is  the  ex- 
ceptionally vigorous  man  over  that  age  whose 
cancer  has  been  found  in  a very  early  state 
for  whom  it  can  be  recommended. 

The  chief  alternative  to  radical  perineal 
prostatectomy,  and  a method  which  may  be 
considered  in  suitable  cases,  is  radical  retro- 
pubic prostatectomy.  When  metastases  of 
cancer  to  the  local  lymph  nodes  are  encoun- 
tered they  are  easily  removed  with  this 
approach.  As  with  perineal  approach,  the 
total  removal  of  the  gland,  seminal  vesicles 
and  bladder  neck  intact  and  without  damage 
to  the  external  sphincter  is  possible. 

Temporary,  or  occasionally  permanent, 
incontinence  is  a possibility  with  either  ap- 
proach and  the  patient  must  be  informed 
that  impotence  is  an  almost  inevitable  con- 
sequence of  prostatic  cancer,  as  surgery,  hor- 
monal treatment,  or  advancing  disease  itself 
suppresses  normal  powers. 

Late  diagnosis  and  conservative  treatment 

The  diagnosis  and  treatment  for  prostatic 
cancer  which  has  been  outlined  is  applicable 
in  regrettably  few  cases.  Nevertheless,  the 
outlook  is  far  from  hopeless  for  many  of  the 
patients  whose  cancers  have  obviously  ad- 
vanced beyond  a curative  stage  even  when 
they  are  discovered.  The  majority  of  all  pa- 
tients with  cancer  of  the  prostate  are  in 
this  group,  and  although  they  will  ultimately 
die  of  the  malignancy  there  are  several 
means  of  arresting  the  growth,  relieving  the 
discomfort  and  prolonging  life.  The  patient 
must  be  made  to  understand  that  there  are 
alternatives  when  one  form  of  treatment  has 
lost  its  effect. 

In  almost  every  instance  where  a patient 
complains  of  symptoms  due  to  cancer  of  the 
prostate,  the  lesion  has  developed  beyond 
the  stage  in  which  radical  surgery  is  possible. 
Even  in  a large  proportion  of  cases  in  which 
it  is  discovered  before  the  patient  is  aware 


of  a prostatic  condition,  it  will  have  spread 
beyond  the  prostatic  capsule,  perhaps  even 
with  metastases.  Many  studies,  with  varying 
results,  have  been  made  to  determine  in 
which  proportion  of  cases  of  prostatic  disease 
malignancy  is  present.  Enough  evidence  has 
been  accumulated  to  reveal  that  about  half 
the  number  of  prostatic  nodules  are  malig- 
nant and  that  in  a smaller  but  still  signifi- 
cant proportion  of  apparently  benign  cases 
of  hypertrophy,  cancer  can  be  found.  This 
justifies  a thorough  search  for  the  disease 
in  every  case  of  obstructing  prostatism. 

It  is  a tragic  commentary  on  our  ad- 
vanced standards  of  modern  diagnosis  that 
51  per  cent  of  the  neoplasms  diagnosed  clin- 
ically or  on  gross  examination  on  postmortem 
were  found  to  have  metastasized.  Prostatic 
carcinomas  of  the  lower  grades  of  malignancy 
tended  to  remain  localized  longer  than  those 
of  the  higher  grades.  No  relationship  has 
been  found  between  the  size  of  the  carcinoma 
and  the  incidence  of  metastasis  or  between 
carcinoma  and  associated  atrophy,  nodular 
hyperplasia,  inflammation  or  calculi.  Nor 
has  any  relationship  been  found  between  the 
number  of  interstitial  cells  in  the  testes  and 
the  carcinoma  in  the  prostate. 

Positive  biopsy  results  are  conclusive,  but 
the  clinical  and  laboratory  findings  usually 
leave  little  doubt  when  the  prostate  is  found 
to  be  enlarged  and  hard,  with  an  irregular 
nodular  surface.  Roentgenograms  may  reveal 
metastases,  which  in  most  instances  extend 
to  the  spine  and  bones  of  the  pelvis.  Metas- 
tases to  bone  from  prostatic  cancer  are  sel- 
dom osteolytic,  and  the  osteoblastic  nature  of 
most  of  them  necessitate  differentiation  from 
Paget’s  disease. 

In  patients  in  which  there  is  little  doubt 
of  the  disease,  the  buffered  serum  acid  phos- 
phatase is  useful  in  establishing  the  extent 
of  the  malignant  disease  as  well  as  confirm- 
ing its  presence,  since  there  is  some  correla- 
tion between  its  elevation  and  cancerous 
activity.  On  the  other  hand  a normal  serum 
acid  phosphatase  should  never  be  the  sole 
criterion  for  concluding  that  a prostatic  con- 
dition is  benign,  since  in  about  20  per  cent 
of  patients  with  the  disease  the  level  remains 
normal  or  low  even  when  the  cancer  is  con- 
firmed by  other  means. 

Fortunately  for  the  many  patients  whose 
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prostatic  cancers  are  discovered  too  late  to 
admit  any  possibility  of  a cure,  there  are 
definite  means  of  prolonging  their  lives  and 
relieving  their  discomfort,  often  for  rather 
long  periods  of  time.  The  basis  for  most  of 
the  palliative  treatment  of  prostatic  cancer 
is  use  of  male  and  female  hormones.  Huggins 
and  his  associates  first  demonstrated  a rela- 
tionship between  these  hormones  and  the 
activity  of  a carcinomatous  prostate  about 
20  years  ago.  The  principle  of  hormone  ther- 
apy then,  as  now,  was  the  removal  of  the 
stimulation  of  growth  by  male  hormones  and 
suppression  of  growth  with  female  hormones. 
The  first  aim  can  be  accomplished  surgically 
by  orchiectomy,  and  the  second  medically, 
by  administration  of  estrogen  compounds. 
There  is  general  agreement  now^  that  greater 
regressions  for  longer  periods  are  achieved 
if  both  methods  are  utilized,  though  complete 
eradication  of  cancer  by  hormonal  means 
alone  has  not  been  reported. 

The  beneficial  effects  of  hormonal  treat- 
ment persist  for  varying  periods,  with  most 
patients  experiencing  remissions  for  at  least 
a year®,  some  for  as  much  as  five  years,  and 
a few  for  even  longer.  The  so-called  dramatic 
response  is  felt  to  be  due  to  hormone  de- 
pendent portions  of  the  tumor.  Hormone 
sensitivity  varies  from  part  to  part  of  the 
whole  cancer.  It  appears  that  cell  type  is  a 
factor  in  determining  response.  In  spite  of 
the  hopelessness  of  achieving  a complete 
cure  with  hormonal  treatment  and  the  cer- 
tainty of  eventual  worsening  of  the  disease, 
the  alleviation  of  symptoms  is  sometimes 
very  great.  Minor  obstruction  due  to  pres- 
sure from  the  enlarged  gland  is  often  re- 
lieved without  the  transurethral  resection 
that  is  otherwise  necessary.  Some  urologists 
have  reported  that  they  were  able  to  per- 
form radical  surgery  after  hormonal  therapy, 
when  before  the  prostate  was  immovable 
and  quite  hard.  This  is  not  justifiable  if  there 
is  evidence  of  metastases,  despite  their  re- 
gression with  estrogenic  therapy. 

Either  form  of  hormonal  therapy  can  be 
used  if  one  is  precluded.  Some  patients  with 
heart  conditions  cannot  tolerate  the  fluid 
retention  associated  with  ingestion  of  estro- 
gen compounds,  and  for  them  orchiectomy 
alone  will  provide  some  relief.  Modern  di- 
uretics may  eliminate  some  of  the  problems 


of  fluid  retention.  Estrogen  therapy  alone  is 
available  for  patients  who  refuse  surgical 
treatment  and  for  those  who  have  other  con- 
ditions that  make  surgery  too  hazardous. 

However  satisfactory  a remission  has 
been  obtained  with  hormonal  therapy,  sooner 
or  later  the  original  cancer  begins  to  grow 
again,  pain  returns  to  metastatic  areas  and 
new  metastases  appear.  Presumably  the  es- 
trogens have  lost  their  effectiveness  because 
the  adrenals  have  begun  to  compensate  for 
removal  of  the  testes  or  estrogenic  suppres- 
sion of  their  function  by  secreting  more 
androgens.  In  this  situation,  or  when  the 
cancer  is  far  advanced  before  treatment  is 
begun  at  all,  several  possibilities  are  open. 

After  the  first  regression  during  hor- 
monal therapy,  an  increase  in  dosage  may 
achieve  a further  remission,  probably  for  a 
shorter  period  than  initially.  As  the  dosage 
of  estrogens  exceeds  the  patient’s  tolerance, 
cortisone  may  be  given  to  suppress  the  ac- 
tivity of  the  adrenals.  When  this  fails,  no 
routine  so  highly  effective  that  it  can  be 
recommended  as  suitable  for  these  types  of 
tumors  has  been  developed.  The  best  that 
can  be  hoped  for  at  this  stage  is  a possible 
short  remission  and  relief  of  pain  in  the  final 
stages  of  the  disease. 

Bilateral  adrenalectomy  has  been  advo- 
cated, but  most  urologists  agree  that  the 
results  do  not  justify  subjection  of  many 
patients  to  an  operation  of  this  magnitude 
with  its  difficult  postoperative  routine.  Pain 
is  relieved  in  about  75  per  cent  of  all  patients, 
and  a sense  of  well-being  is  induced,  without 
any  regression  of  the  cancer  itself  or  pro- 
longation of  life.  These  results  can  also  be 
achieved  with  cortisone,  provided  the  dangers 
of  prolonged  use  of  this  steroid  seem  justi- 
fied. 

Recently  there  have  been  several  reports 
of  use  of  hypophysectomy  to  decrease  andro- 
gen production  by  the  adrenals  or  as  a final 
effort  to  prolong  life  following  adrenalec- 
tomy. It  is  said  to  be  the  ultimate  means  of 
hormonal  therapy,  and  as  such  has  limited 
usefulness. 

The  discussion  thus  far  has  concerned 
antiandrogen  control  of  prostatic  cancer  and 
its  apparent  shortcomings.  One  must  re- 
member that  the  original  basis  of  endocrine 
therapy  of  prostatic  carcinoma  was  based  on 


for  November,  1959 


79 


the  fact  that  the  normal  gland  was  dependent 
on  a constant  supply  of  testicular  androgens. 
If  removed  the  prostate  atrophied.  Perhaps 
the  decrease  in  testicular  androgens  renders 
the  normal  prostate  susceptible  to  the  ad- 
vances of  prostatic  cancer.  It  is  possibly  true 
that  male  hormone  rather  than  female  hor- 
mone should  be  used  to  treat  certain  types 
of  this  cancer.  It  is  true  that  we  do  not  under- 
stand the  biological  behavior  of  prostatic 
cancer  and  unfortunately  the  same  is  true 
for  other  cancers. 

No  matter  what  form  of  hormonal  ther- 
apy is  used,  it  is  a discouraging  situation  for 
the  physician  and  patient  to  know  before 
the  treatment  is  begun  that  it  offers  no  hope 
whatsoever  of  a cure.  There  has  even  been 
a question  as  to  whether  the  increased  sur- 
vival time  of  prostatic  carcinoma  since  hor- 
monal therapy  came  into  widespread  use, 
was  due  to  the  use  of  hormones  or  to  better 
management  of  the  geriatric  patient  gener- 
ally. 

Radiation  therapy 

In  an  effort  to  improve  the  survival  time 
and  possibly  to  achieve  a cure  in  suitable 
cases,  a number  of  urologists,  including  our 
group,  began  to  use  radioactive  isotopes  sev- 
eral years  ago.  The  results  have  been  most 
promising,  but  there  has  not  yet  been  enough 
time  to  evaluate  fully  this  form  of  therapy. 

The  isotope  of  greatest  value  has  proven 
to  be  radioactive  Au  198  in  a colloidal  solu- 
tion^. It  is  considered  most  suitable  because 
of  its  stability,  favorable  half-life  and  low 
cost,  and  also  the  fact  that  it  contains  10 
per  cent  of  gamma  radiation.  The  use  of 
radioactive  isotopes  is  contraindicated  when 
the  cancer  has  metastasized  to  distant  areas, 
but  since  many  prostatic  cancers  are  diag- 
nosed before  they  have  metastasized,  and 
although  they  are  unsuitable  for  total  pro- 
statectomy, this  form  of  therapy  may  be 
utilized.  One  of  the  advantages  of  the  use 
of  radioactive  substances  is  that  the  solution 
drains  into  the  local  lymphatic  system  when 
it  is  injected  interstitially,  and  the  gamma 
and  beta  rays  are  undoubtedly  helpful  in 
destroying  many  cancer  cells  in  the  area.  A 
disappointing  feature  of  using  Au  198  is  that 
we  have  been  unable  to  distribute  the  isotope 
uniformly  throughout  the  tissue  with  the 


result  that  islands  of  cancer  cells  are  un- 
affected by  the  radiation.  In  suitable  cases, 
however,  including  some  in  which  there  was 
no  benefit  from  estrogen  therapy,  there  has 
been  a softening  and  shrinking  of  the  pros- 
tate and  a general  improvement  in  the  con- 
dition of  the  patient.  In  many  patients  treated 
by  this  method  there  is  a very  definite  length- 
ening of  the  life  span  of  the  patient.  In  the 
majority  of  the  patients  we  have  treated  with 
this  method  there  has  been  a general  im- 
provement in  health,  and  it  is  also  felt  that 
the  dissemination  of  beta  particles  through- 
out the  contiguous  lymphatics  of  the  area 
possibly  lessens  the  likelihood  of  metastasis. 
Whether  it  proves  possible  to  cure  cancer  of 
the  prostate  by  use  of  radioactive  isotopes 
as  this  method  of  treatment  becomes  more 
and  more  refined  is  questionable,  but  in  our 
experience  this  method  of  treatment  should 
be  included  in  the  therapeutic  procedures 
that  serve  as  alternatives  for  total  cure. 

Another  isotope  being  used  in  the  control 
of  pain  in  bony  metastases  from  prostatic 
cancer  is  radioactive  phosphorus.  Phosphorus 
is  concentrated  in  areas  of  osteoblastic  lesions 
as  compared  to  the  surrounding  areas  of 
normal  bone  and  soft  tissues.  This  condition 
presents  a favorable  situation  for  the  utiliza- 
tion of  It  has  also  been  shown  that  andro- 
gen administration  enhances  bone  metabo- 
lism with  an  uptake  of  phosphorus  up  to 
15  to  20  times  above  homogenous  distribution 
expectation.  In  one  series  of  cases^  treated 
with  P®®  all  patients  with  painful  metastatic 
lesions  to  bones  were  markedly  relieved  of 
pain,  dosages  of  narcotics  were  reduced,  and 
some  bedfast  patients  were  even  made  to 
walk  again.  Although  these  initial  studies 
appear  encouraging  and  enlightening  there 
is  still  much  to  be  learned  concerning  the 
use  of  P®^. 

An  old  concept  with  a new  angle  may 
possibly  aid  in  the  search  for  the  cure  of 
prostatic  cancer.  It  is  generally  accepted  as 
a fact  that  the  neoplasm  arises  in  the  “outer 
prostate”  or  true  gland.  Androgenic  hor- 
mones regulate  normal  prostatic  growth  and 
estrogenic  hormones  the  growth  and  pro- 
liferation of  the  periurethral  glands  or  be- 
nign prostatic  hyperplasia.  A few  years  ago 
at  the  University  of  Chicago  the  normal 
prostate  gland  of  the  rat  concentrated  testos- 
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terone  labeled  with  carbon-14.  This  is  a dem- 
onstration of  the  concentration  or  localiza- 
tion of  a hormone  in  a target  organ.  These 
studies,  while  still  being  pursued,  are  just 
another  step  in  the  general  direction.  This 
may,  however,  be  a real  lead  to  a combined 
form  of  hormonal  radiation  control. 

Aside  from  the  diagnosis  and  treatment 
of  prostatic  cancer  there  are  many  other  new 
things  on  the  horizon  of  medical  science. 
The  entire  field  of  scanning  technics  is  pro- 
gressing exceedingly  rapidly.  Within  the  next 
few  years  it  is  probable  that  the  movement 
of  fluids  through  the  urogenital  system  will 
be  visualized. 

The  application  of  the  artificial  kidney  to 
segments  of  the  human  body  is  possibly  the 
beginning  of  something  really  important. 
The  work  reported  by  the  New  Orleans 
group,  showing  how  an  isolated  portion  of 
the  body  was  attached  to  the  artificial  kidney 
with  the  application  of  localized  chemother- 
apy sounds  promising. 

One  of  the  important  things  that  seems 
to  be  happening  to  many  physicians,  espe- 
cially research  physicians,  is  that  we  are 
getting  into  the  mental  state  that  nothing 
can  be  done  about  the  treatment  of  cancer 
until  we  know  the  whole  story  behind  can- 
cer. Brucer®  has  stated,  “I  should  say  that 
we  are  getting  back  to  this  field  because 
people  were  talking  the  same  way  a long 
time  ago.  There  is  a statement  in  an  unsigned 
editorial  in  the  Archives  of  the  Roentgen 
Ray,  November,  1906,  that  says  . . . ‘There 
can  be  no  proper  prophylaxis  until  the  edi- 
ology  of  cancer  has  been  finally  established.’ 
This  same  type  of  thinking  that  nothing  can 
be  done  until  everything  can  be  done  is  pres- 
ent in  the  current  talking  about  the  treat- 
ment of  radiation  damage.  Some  actually 
encourage  the  idea  that  radiation  damage 
cannot  be  treated  and  this  is  doing  us  lots 
of  harm.  The  total-body  irradiation  facility 
and  whole-body  counter  problems,  the  use 
of  chelating  agents,  and  the  use  of  blood 
replacement  therapy,  along  with  bone  mar- 
row transfusions,  all  have  been  held  back 


by  people  who  think  these  methods  are  no 
good.  They  are  not  perfect  methods,  but  they 
are  the  best  we  have  right  now.  I am  in- 
clined to  think  that  medical  scientists  should 
stop  reading  newspapers  on  the  glories  of 
the  next  50  years  and  go  back  to  treating 
patients  today.  If  people  did  not  discourage 
us  so  much,  we  would  get  along  a lot  faster. 
I think  one  of  the  reasons  for  the  constant 
wave  of  discouragement  for  any  new  idea 
is  that  we  now  have  a group  of  specialists 
in  small  branches  of  medical  knowledge,  and 
particularly  specialists  in  research,  who  know 
everything  there  is  to  be  known.  Some  point 
out  that  science  is  dead  in  the  United  States. 
I do  not  believe  this — but  if  medical  science 
is  sick  it  is  not  due  to  specialism  but  to  the 
narrowness  of  the  specalists’  outlook;  there 
is  a difference  between  the  two.  I have  faith, 
however,  in  the  ultimate  strength  of  man’s 
intellect  and  righteousness.  God  willing,  we 
will  have  a happier,  healthier  society  in  the 
forthcoming  years.” 

Summary 

Cancer  of  the  prostate  occurs  very  fre- 
quently in  aging  males  but  is  diagnosed,  early 
enough  for  complete  cure  in  a small  per- 
centage of  cases.  Routine  rectal  palpation 
offers  the  only  means  of  consistent  early 
diagnosis  at  a stage  when  radical  total  pros- 
tatectomy is  successful.  Hormonal  therapy 
by  means  of  orchiectomy  and  administration 
of  estrogens  and  androgens  is  the  funda- 
mental means  of  palliation  but  use  of  radio- 
active isotopes  offers  promise  as  another 
form  of  palliative  treatment  and  a possible 
curative  treatment.  • 
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Prostatic  Carcinoma.  J.A.M.A.  143:1317,  1950. 

■'Orr,  L.  M. ; Campbell,  J.  L.,  and  Thomley,  M.  W.:  Treatment 
of  Inoperable  Carcinoma  With  Au  198.  Amer.  Surgeon,  1110- 
1118,  Oct,  1954. 

^Franks,  L.  M. : Comments  on  the  Long  Term  Results  oi 
Endocrine  Treatment  of  Prostatic  Cancer.  Brit.  J.  of  Urol., 
Vol.  30,  page  383,  1958. 

“Brucer,  Marshall:  Personal  communication. 

’Parker,  Dean:  (to  be  published  in  J.A.M.A.),  and  personal 
communication. 
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Shadow  or  substance 


Marcus  J.  Smith,  M.D.,  Santa  Fe.  New  Mexico 


Apothegm 

“It  has  often  been  said  that  there  is  no  gain 
without  a relative  loss  . . . that  the  physician  in 
treating  his  patient  can  unwittingly  cause  disease 
which  may  be  worse  than  the  one  being  treated 
is  unfortunate  . . 

Clinical  data 

A 54-year-old  housewife  was  seen  during  an 
attack  of  acute  bronchitis  which  developed  shortly 
after  leaving  a southwestern  resort  town  famous 
for  its  dry  heat.  She  had  been  harassed  all  of  her 
life  by  bouts  of  asthma  and  bronchitis  complicated 
by  small  patches  of  bronchopneumonia.  These  at- 
tacks responded  promptly  to  various  antibiotics 
and  small  doses  of  corticosteroids. 

The  long-suffering  patient  was  again  given  her 
usual  antibiotic  with  rapid  relief  ensuing,  but 
several  days  later,  after  stopping  the  medications, 


her  symptoms  and  fever  returned.  She  then  re- 
ceived full  doses  of  tetracycline  with  nystatin,  and 
prednisone,  2.5  mg.,  t.i.d.  for  three  days.  She  again 
became  trouble  free,  only  to  have  all  of  her  com- 
plaints recur  a week  later. 

Physical  examination  now  disclosed  signs  of  a 
bronchopneumonia  at  the  left  lung  base,  confirmed 
by  an  x-ray  study  (Fig.  1).  The  patchy  quality  of 
this  infiltration  was  well  demonstrated  on  the 
film  and  there  was  neither  evidence  of  other  dis- 
ease nor  reason  to  question  the  clinical  diagnosis. 

Clinical  course 

The  patient  now  had  massive  doses  of  anti- 
biotic funnelled  into  her,  but  the  corticosteroids 
were  not  used.  By  the  end  of  a week,  she  had 
improved  symptomatically  but  the  new  chest  film 
showed  only  partial  resolution  of  the  pneumonia 
and  the  physical  findings  at  the  left  base  posteri- 
orly persisted  for  another  month.  At  this  time,  an 
examination  for  acid-fast  organisms  was  performed 
which  eventually  was  reported  as  positive  both 
on  smear  aiid  culture.  The  organism  was  neutral 
red  positive  and  peroxidase  100  per  cent  positive. 

Streptomycin,  isoniazid  and  para-aminosalicylic 
acid  now  began  to  pour  through  the  funnel  and 
another  film  made  one  month  later  showed  almost 
complete  disappearance  of  the  lesion  over  the  left 
dome  of  the  diaphragm.  The  patient  is  now  being 
followed  closely  during  convalescence. 

Epicrisis 

Iatrogenic  diseases  have  apparently  increased 
in  number  and  complexity  recently,  possibly  par- 
alleling the  increase  in  the  number  of  efficient 
therapeutic  agents.  This  category  of  etiology  must 
constantly  be  kept  in  mind  in  any  diagnostic  ef- 
fort, even  in  a consideration  of  the  commonplace 
pneumonia.  Specifically,  in  a case  like  this,  “I 
believe  if  anyone  has  had  corticosteroids  for  bron- 
chial asthma  and  develops  a pulmonary  infiltra- 
tion, he  should  have  routine  sputum  studies  for 
tuberculosis.  ^ 


REFERENCES 

’Editorial,  J.A.M.A..  168:895  (Oct.  18),  1958. 

’’McGoey,  C.  J. : Santa  Fe.  New  Mexico,  personal  communica- 
tioti. 

’’Hartz,  A.  S.:  Acute  Adrenal  Insufficiency  in  Pneumonia, 
Rocky  Mt.  Med.  J.  54:464  (May),  1957. 


Pro-Banthine*'with  Dartaf  moderates  both 
mood  and  gastrointestinal  spasm 


e slow  simmer  of  anxiety  frequently  causes 
kindred  gastrointestinal  overactivity.  The 
spasticity  and  the  accompanying  distress  of 
excess  acid  lead  to  loss  of  efficiency.  Patients 
subject  to  such  psycHoenteric  upsets  require 
therapy  to  calm  both  ends  of  the  vagus. 

Pro-Banthine  with  Dartal  contains  two 
agents  required  for  such  dual  therapy;  Pro- 
Banthine  to  control  and  curtail  the  flare-ups 
of  spasm,  excess  acidity  and  excess  motility, 


and  Dartal  to  smother  simmering  anxiety  and 
tension. 

Pro-Banthine  with  Dartal  contains  15  mg. 
of  Pro-Banthine  (brand  of  propantheline  bro- 
mide) and  5 mg.  of  Dartal  (brand  of  thio- 
propazate  dihydrochloride)  in  each  tablet. 

Dosage:  One  tablet  three  times  a day. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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wherever  there  is  inflammation,  swelling,  pain 

VARIDASE* 

Streptokinase-Streptodornase  Lederle 

BUCCAL™- 

conditions 
for  a fast 
& comfortable 
comeback 

Host  reaction  to  injury  or  local  infection  has  a 
catabolic  and  an  anabolic  phase.  The  body  responds 
with  inflammation,  swelling  and  pain.  In  time, 
the  process  is  reversed.  Varidase  speeds  up 
this  normal  process  of  recovery. 
By  activating  fibrinolytic  factors  Varidase  shortens 
the  undesirable  phase,  limits  necrotic  changes  due  to 
Pilammatory  infiltration,  and  initiates  the  constructive  phase 
to  speed  total  remission.  Medication  and  body  defenses 
can  readily  penetrate  to  the  affected  site; 
local  tissue  is  prepared  for  faster  regrowth  of  cells. 
In  infection,  the  fibrin  wall  is  breached  while 
the  infection-limiting  effect  is  retained.  In  acute 
cases,  response  is  often  dramatic.  In  chronic 
cases,  Varidase  Buccal  Tablets  can  stimulate 
a successful  response  to  primary  therapy 
previously  considered  inadequate  or  failing. 

for  routine  use  in  injury  and  infection 
. . . new  simple  buccal  route 

Varidase  Buccal  Tablets  should  be  retained  in  the  buccal 
pouch  until  dissolved.  For  maximum  absorption, 
patient  should  delay  swallowing  saliva. 
Dosage:  One  tablet  four  times  daily  usually  for  five  days 
When  infection  is  present,  Varidase  Buccal  Tablets 
should  be  given  in  conjunction  with  Achromycin®  V 
Tetracycline  with  Citric  Acid. 
Each  Varidase  Buccal  Tablet  contains:  10,000  Units 
Streptokinase  and  2,500  Units  Streptodornase. 
Supplied:  boxes  of  24  and  100  tablets. 

I.  Innerfield,  1.:  Clinical  report  cited  with  permission 
2.  Clinical  report  cited  with  permission 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York 


INFLAMMATORY 

DERMATOSIS 

rapidly  spreading 
rhus  dermatitis 
healed  within 
a week’ 


VARICOSE  I 
ULCER 

15  years  duration 
. . . resolved  with  I 
VARIDASE’ 


FORCE  INJURY 

severe  bruises 
. . . swelling 

. . . cleared 
by  fifth  day’ 


INFECTED 

LACERATION 

marked  reversal 
in  3 days . . . 

returned 
to  school . . . 
closure  advanced’ 


REFRACTORY 

CELLULITIS 

normal  routine 
resumed  after  4 days 
of  VARIDASE' 


THROMBOPHLEBITIS 


back  on  his  feet 
in  a week  after 
recurrent  episode’ 


(PABAUTE  WITH  HYDROCORTISONE) 


For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone. 
In  each  enteric-coated  tablet: 


or  for  the  patient 
who  should  avoid  sodium 

PA  BA  LATE®  - Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 


Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


In  each  enteric-coated  tablet; 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5gr.) 

Ascorbic  acid 50.0  mg. 


In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE  BI  pabalate-hc 

For  steroid  or  non-steroid  therapy;  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20.  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


NEO-SYNEPHRINE  COLD  TABLETS 


CONTROL  OF 
COMMON  COLD 
SYMPTOMS  W.H 

Neo-Synephrine  Compound  Cold  Tablets 
is  pharmacologically  comprehensive 
and  clinically  practical . . . 

COMPREHENSIVE  because  in  this  new 

preparation  are  rationally 
combined  drug  actions  that  are  needed 
to  control  the  common  cold 
symptomatology  “across  the  board” 

PRACTICAL  because  the  average 

patient  will  promptly  find 
relief  from  his  disti*ess. 


For  full-range  symptomatic 
relief  orally  each  tablet 
of  Neo-Synephrine  Compound 
provides: 

vs.  NASAL  STUFFINESS,  TIGHTNESS  — 
Neo-Synephrine 
hydrochloride... 5 mg. 
pre-eminent,  orally 
effective  decongestant 

VS.  ACHES,  CHILLS.  FEVER— 

Acetaminophen  (N-acetyl-p- 
aminophenol)...150  mg. 
modem  analgesic  and 
antipyretic 

VS.  RHINORRHEA- 

Thenfadil*  hydrochloride 
...7.5  mg. 

effective,  well  tolerated 
ayitihistaminic 


1 

r 


VS.  LASSITUDE,  MALAISE  — 
Caffeine. ..15  mg. 
dependable,  mild,  stimulating 
agent 


DOSAGE:  Adults— 2 tablets  three 

■ times  a day 


Children  6 to  12  years— 

1 tablet  three  times  a day 

Bottles  of  20  and  100  tablets 


LABORATORIES 


AUAiNdi  int  tniint  uulu  oTriunumc 


■ 


RHINORRHEA 


FORMULA 


/ 


TO 

CLEAR 

THE 

AIRWAY 

topically 
in  colds, 
sinusitis 
and  allergic 
rhinitis 

nTz 


Nasal  Spray 


Combining  three  effective  intranasal  medica- 
tions, nTz  produces  sustained  decongestion 
...aeration.. .sinus  drainage.  There  are  vir- 
tually no  side  effects,  and  nTz  maintains 
therapeutic  action  with  repeated  use.  nTz 
is  available  in  a convenient,  nonbreakable 
plastic  squeeze  bottle  of  20  cc.  that  delivers 
a fine,  even  spray  and  does  not  leak.  Even 
small  children  use  it  easily. 


Neo-Synephrine'^  hydrochloride,  0.5%  — 
accepted  vasoconstrictor  and  decongestant 


Thenfadil^  hydrochloride,  0.1%  — 
dependable  topical  antihistaminic 


^ephirain!^  chloride,  1:5000  — 
antibacterial  wetting  agent  and  preservative 


LABORATORIES  New  YoTk  18,  N .Y. 


for 

the 

tense 

and 

nervous 

patient 

relief  comes 


-does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*— 400  mg. 
unmarked,  coated  tablets. 


Miltown’ 

meprobamate  (Wallace) 


WALLACE  LABORATORIES  / Neiv  Brunsivick,  N.  J. 


CM-9470 


NOW 


indicated  in: 


..  .a  new  way 
to  relieve  pain 
and  stiffness 
in  muscles 


MUSCLE  STIFFNESS 

LUMBOSACRAL  STRAIN 

SACROILIAC  STRAIN 

WHIPLASH  INJURY 

BURSITIS 

SPRAINS 

TENOSYNOVITIS 

FIBROSITIS 


and  joints 


FIBROMYOSITIS 

LOW  BACK  PAIN 


DISC  SYNDROME 


SPRAINED  BACK 


"TIGHT  NECK” 


TRAUMATIC  STRAINS 
AND  BRUISES 


POSTOPERATIVE 

MYALGIA 


■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  and  superior  in  relief  of  sOMAtic  pain 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-isopropyl-2-methyl-2-propyl-l,  3-propanediol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  Soma  than  with  previously  used  analgesic,  sedative  or  relax- 
ant drugs. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SoMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy,  particularly  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 

bedtime. 

SUPPLIED;  Bottles  of  50  white  coated  350  mg.  tablets. 

Literature  and  samples  on  request, 

WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  J. 


for  November,  1959 


95 


NIAMID 

reduces  pain 
in  angina  pectoris 


NIAMID,  in  intensive  clinical  tests,  has 
proved  to  have  a high  degree  of  safety 
and  to  be  a valuable  adjunct  in  the 
management  of  the  anginal  syndrome. 
NIAMID  produces  striking  symptomat- 
ic improvement  in  angina  patients . . . 


• reduces  frequency  of  anginal  episodes 

• diminishes  severity  of  attacks 

• decreases  nitroglycerin  requirements 

• renews  sense  of  well-being 


Note:  Because  of  dramatic  relief  of  symp- 
toms and  increased  sense  of  well-being  in 
anginal  cases,  it  is  advisable  to  caution  the 
patient  against  overexertion. 

DOSAGE : Start  with  75  mg.  of  niamid  daily 
in  single  or  divided  doses.  After  2 weeks 
or  more,  adjust  the  dosage,  depending 
upon  patient  response,  in  steps  of  one  or 
one-half  25  mg.  tablet.  Once  improvement 
is  seen,  gradually  reduce  dosage  to  the 
maintenance  level.  Many  patients  respond 
to  NIAMID  w'ithin  a few  days,  others  within 
7 to  14  days,  niamid  is  available  as  25  mg. 
(pink)  and  100  mg.  (orange)  scored  tablets. 

A Professional  Information  Booklet  giv- 
ing detailed  information  on  niamid  is 
available  on  request  from  the  Medical  De- 
partment, Pfizer  Laboratories,  Division, 
Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


^Trademark  for  nialamide 


Science  for 


the  world’s  well-being-’" 


Provides  fast,  high  blood  and  tissue  concentrations —plus  an  unpar- 
alleled safety  record.  Erythrocin  is  available  in  easy -to -swallow 
Filmtabs®  (100  and  250  mg.);  in  tasty,  citrus-flavored  Oral  Suspen- 
sion (200  mg.  per  5-cc.  teaspoonful) ; and 
for  intravenous  and  intramuscular  use. 


909132 
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Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’-’°  Studies  performed  in  conjunction  with 
gastrectomy'*’ « and  gastroscopy*  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between 
rugae.  Reactions  varying  from  mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.*- This  is  reported’ to  be 
particularly  true  in  patients  with  peptic  ulcer.'* 


CALURIN  is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 
high  solubility  forestalls  gastric  irritation  or  damage 


iiiiiiiiii  it®* 


Regular  aspirin  crystals  24  hours 
after  being  mixed  into  water. 


Calurin  crystals  in  solution  one  min- 
ute after  being  mixed  into  water. 


CALURIN 

STABLE  SOLUBLE  CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


Particle-induced  ulceration  — section  through 
lesion  found  in  gastrectomy  specimen.  An  aspirin 
particle  was  found  firmly  imbedded  in  this  under- 
mined erosion.  Such  lesions  may  be  associated 
with  the  relative  insolubility  of  aspirin,  which 
remains  in  particulate  form  after  dispersion  in 
gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  avail- 
able for  absorption  into  the  systemic  circulation. 
Salicylate  blood  levels  in  12  subjects  receiving 
both  Calurin  and  plain  aspirin  were  found  to  rise 
more  than  twice  as  high  within  ten  minutes  fol- 
lowing Calurin.  Also,  these  levels  persisted 
higher  for  at  least  two  hours.” 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 

t High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage 
is  of  special  importance  in  arthritis  and  other  conditions  requiring 
high-dosage,  long-term  therapy. 

2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic, 
anti-pyretic,  anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

4 Flavored;  can  be  chewed  or  dissolved  in  the  mouth  without  water  if 
desired  ^ — an  advantage  for  patients  requiring  aspirin  administration 
during  the  night  and  for  pediatric  patients. 


Dosage; Each  tablet  of  Calurin  is  equivalent  to  300 
mg.  (5  gr.)  of  acetylsalicylic  acid.  For  relief  of  pain 
and  fever  in  adult  patients,  the  usual  dose  of  Calurin 
is  1 to  3 tablets  every  4 hours,  as  needed;  in  arthritic 
states,  2 or  3 tablets  3 or  4 times  daily;  in  rheumatic 


fever,  3 to  5 tablets  4 or  5 times  daily.  For  children 
over  6 years,  the  usual  dose  is  1 tablet  every  4 hours; 
for  children  3 to  6 years,  Vz  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES;  1.  Waterson,  A.  P.:  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott, 

G.  A.  M.:  Gastroscopic  observation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach.  Lancet  2:1222,  1938. 
3.  Editorial  Comments:  The  effect  of  acetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir, 
A.,  and  Cossar,  I.  A.:  Aspirin  and  ulcer,  Brit.  M.  J.  2:7, 1955.  5.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet 
1:539,  1959.  6.  Schneider,  E.  M.:  Aspirin  as  a gastric  irritant,  Gastroenteroiogy  33:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff, 

H. :  Salicylate  therapy  in  rheumatic  diseases.  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco,  Calif.,  June,  1958.  8.  Batter- 

man,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.:  Laboratory 
and  clinical  studies  with  buffered  and  nonbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin 
plain  and  buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of 
acetylsalicylic  acid  or  calcium  acetylsalicylate  to  human  subjects.  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharma- 
cology, Geo.  Washington  Univ.  School  of  Medicine,  Washington,  D.  C.,  Sept.  5,  1958.  *tr*ds:m*rk 


SMITH -DORSEY*  a division  of  The  Wander  Company  • Lincoln,  Nebraska 


relieve  the  tension 


and  control  its  G.  L sequelae 


Pathibamate 

meprobamate  with  PATH  I LON®  tridihexethyl  chloride  Lederle 


for  relieving  tension  and  curbing  hypermotiiity 
and  excessive  secretion  in  G.  i.  disorders 

PATHIBAMATE  combines  two  highly  effective  and  well- 
tolerated  therapeutic  agents: 

meprobamate  (400  mg.  or  200  mg.)  — a tranquilizer  and  muscle- 
relaxant  widely  accepted  for  the  effective  management  of  tension 
and  anxiety 

PATHILON  (25  mg.)  — an  anticholinergic  long  noted  for  producing 
prompt  symptomatic  relief  through  peripheral,  atropine-like  action, 
yet  with  few  side  effects 


now  available... 

PA  THIBA  MA  TE-200  Tablets 

200  mg.  meprobamate  • 25  mg.  PATHILON 

for  more  flexible  control  of  G.  L trauma  and  tension 
smooth,  sugar-coated,  easy-to-swallow 

PATH  I BAM  ATE-400  and  PATH  I B AMATE-200  are  indicated  for 
duodenal  ulcer;  gastric  ulcer;  intestinal  colic;  spastic  and  irritable 
colon;  ileitis;  esophageal  spasm;  anxiety  neurosis  with  gastrointes- 
tinal symptoms  and  gastric  hypermotiiity. 

Supplied : P ATH l B am ATE-400  — Each  tablet  (yellow,  l/s-scored)  contains 
meprobamate,  400  mg.;  PATHILON  tridihexethyl  chloride  25  mg. 
PATH  I BAM  ATE- 2 00  — Each  tablet  (yellow,  coated)  contains  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 

Ad  ministration  and  Dosage:  PATHIBAMATE-400-1  tablet  three  times  a day  at  mealtime 

and  2 tablets  at  bedtime. 

PATHIBAMATE-200-1  or  2 tablets  three  times  a day  at 
mealtime  and  2 tablets  at  bedtime. 

Adjust  dosage  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction,  and  obstruction  of  the  urinary 
bladder  neck. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

The  U.  S.  Chamber  of  Commerce  and  two  key 
Congressmen,  all  opponents  of  the  so-called  Forand 
bill,  recently  issued  separate  warnings  that  an  all- 
out  effort  will  be  made  to  get  the  controversial 
legislation  through  Congress  next  year. 

In  its  weekly  report  to  members,  the  Chamber 
predicted  there  will  be  “a  powerful  attempt”  in 
the  next  session  of  Congress  to  enact  the  bill  (H.R. 
4700)  which  would  increase  social  security  taxes 
to  help  pay  for  the  cost  of  the  federal  government 
providing  surgical  and  hospital  care  for  social  se- 
curity beneficiaries. 

The  Chamber  warned  that  passage  of  the  legis- 
lation would  mark  “a  major  break-through  into 
the  welfare  state.”  It  “probably  would  lead  to  a 
compulsory  federal  program  providing  complete 
medical  care  for  everyone,”  the  Chamber  said. 


There  would  be  “no  stopping”  of  such  a pro- 
gram once  it  got  started,  the  report  said. 

The  Chamber  called  upon  communities  to  find 
orderly  solutions  to  the  problems  of  the  aging. 
Otherwise,  solutions  “will  surely  be  imposed  from 
Washington,”  the  report  added. 

Similar  warnings  were  voiced  by  Reps.  Richard 
M.  Simpson  (R.,  Pa.)  and  Thomas  B.  Curtis  (R., 
Mo.),  key  members  of  the  House  Ways  and  Means 
Committee,  where  the  bill  was  put  on  the  shelf 
last  session. 

Rep.  Curtis  urged  that  the  medical  profession 
and  other  leading  opponents  make  a strong  coun- 
ter-drive in  an  all-out  effort  to  block  passage  of 
the  bill  next  session.  Unless  there  is  such  action, 
he  said  he  would  have  to  “regretfully”  predict 
that  legislation  along  the  lines  of  the  pending  bill 
probably  will  be  enacted  in  1960. 

Rep.  Simpson  said  that  H.R.  4700,  and  similar 
legislation  affecting  the  medical  profession,  “make 
it  imperative  that  every  doctor  keep  informed  on 
legislative  issues  before  Congress.”  He  also  urged 
that  physicians  “become  patriotic  political  forces” 
by  giving  “their  informed  viewpoint”  to  lawmakers 
at  all  levels  of  government. 

Rep.  Simpson  said  it  “is  important”  that  op- 
ponents of  H.R.  4700  develop  “appropriate  alterna- 
tives” to  solve  the  health  care  needs  of  the  aged. 

He  promised  to  continue  to  cooperate  with  the 


medical  profession  to  guard  “against  the  disastrous 
consequences  of  compulsory  national  health  insur- 
ance.” 

House  Democratic  Leader  John  McCormack  of 
Massachusetts  expressed  hope  that  Congress  next 
year  will  stamp  final  approval  on  another  bill  of 
particular  interest  to  physicians.  He  praised  the 
Keogh-Simpson  bill  (H.R.  10)  as  “meritorious 
legislation”  and  said  it  “should  be  enacted  into 
law  next  year.”  The  measure,  which  was  passed 
by  the  House  last  spring  but  left  hanging  in  the 
Senate  Finance  Committee,  would  provide  income 
tax  deferrals  for  self-employed  persons  setting 
aside  money  for  private  retirement  plans. 

A National  Republican  Committee  on  “Pro- 
gram and  Progress”  proposed  a far-reaching  health 
program  to  be  carried  out  by  the  federal  govern- 
ment in  partnership  with  states  and  local  govern- 
ments. 

Its  goals  would  include:  enlarging  the  capacity 
of  medical  schools  so  that  3,000  more  doctors  could 
be  graduated  each  year,  providing  more  hospital 
and  nursing  home  beds,  and  supplementing  hos- 
pital facilities  with  clinics,  day-care  centers  and 
more  visiting  nurses  to  care  for  patients  in  their 
own  homes. 

The  progress  of  medical  science  would  be  fur- 
thered by  continued  federal  support  for  basic 
medical  research.  But  such  federal  support  would 


be  given  under  conditions  to  encourage  maximum 
non-federal  spending  on  medical  research  and  to 
prevent  “too  great  a diversion  ...  of  doctors 
required  for  the  equally  urgent  needs  of  teaching 
and  medical  practice.”  It  was  estimated  that  ex- 
penditure of  $1  billion  a year — equally  divided 
between  the  federal  government  and  non-federal 
sources — would  be  required  by  1965. 

“A  free  people  and  a free  medical  profession 
can  achieve  these  goals  with  the  wise  support  of 
government,  without  bureaucratic  restrictions  or 
interference  with  the  physician-patient  relation- 
ship which  has  made  American  health  services  a 
model  for  the  free  world,”  the  Republican  Com- 
mittee stated. 

The  committee  proposed  a five-point  “partner- 
ship” program:  (1)  short-term  federal  aid  for 
construction  of  medical  school  buildings,  (2) 
changes  in  the  present  hospital  construction  pro- 
gram to  encourage  renovation  and  repair  of  out- 
moded hospitals,  (3)  federal  guarantees  for  mort- 
gages to  finance  construction  of  private  nursing 
homes  on  a basis  assuring  high  standards  of  quality 
in  construction  and  operation,  (4)  encouragement 
of  construction  of  diagnostic  and  outpatient  facili- 
ties in  rural  area  and  the  building  of  mental  health 
clinics,  and  (5)  federal  aid  to  cities  “in  more 
effective  planning  and  coordination  of  health  serv- 
ices.” 
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Obituary 

ALEXANDER  B.  LEEDS 

Dr.  Alexander  B.  Leeds,  born  November  4, 
1876,  died  September  17,  1959.  Dr.  Leeds  gradu- 
ated from  Baylor  Medical  College  in  1902,  and 
came  to  New  Mexico  in  1947  from  Chickasha, 
Oklahoma,  where  he  had  practiced  medicine  for 
45  years.  Dr.  Leeds  was  an  internist  and  practiced 
in  New  Mexico  for  18  years. 

In  May,  1954,  the  Bernalillo  County  Medical 
Society  awarded  Dr.  Leeds  a Fifty  Years’  Service 
Recognition  Certificate. 


Obituary 

E.  CLARK  McINTIRE 

E.  Clark  Mclntire,  M.D.,  61,  general  practitioner 
in  the  eastern  portion  of  Washington  County  for 
the  past  31  years,  died  September  5,  1959,  at  his 
home  after  an  illness. 

Dr.  Mclntire  was  born  September  6,  1897,  in 
Ogden,  son  of  Joseph  H.  and  Rose  Clark  Mclntire. 
He  was  reared  in  Ogden  and  attended  Ogden 
schools.  On  June  26,  1927,  he  married  Annabell 
Sauer  in  Owensboro,  Kentucky.  He  was  a veteran 
of  World  War  I.  He  received  his  medical  degree 
in  1926  from  the  University  of  Louisville,  Ken- 
tucky. 

Dr.  Mclntire  went  to  Washington  County  in 
1927  and  since  that  time  was  the  only  physician 
practicing  in  the  eastern  portion  of  the  county. 

His  affiliations  included  the  Southern  Utah 
Medical  Society,  Utah  State  Medical  Association, 
and  the  American  Medical  Association. 

“If  people  want  to  pay  me,  they  will,”  he  said 
during  his  years  of  practice.  He  never  mailed  a 
bill  to  a patient. 

He  is  survived  by  his  widow  of  Hurricane,  a 
son,  two  grandchildren,  and  three  sisters. 


Abstract  of  Minutes* 

House  of  Delegates  of  the 
Colorado  State  Medical  Society 

Eighty-Ninth  Annual  Session 

September  8,  9,  10,  and  11,  1959 

Brown  Palace  West  Hotel,  Denver,  Colorado 

FIRST  MEETING 
Tuesday,  September  8,  1959 

Vice  Speaker  William  M.  Covode,  Denver, 
called  the  House  to  order  at  10:00  a.m.  (in  the 
Ballroom).  Speaker  Vernon  L.  Bolton  and  Vice 
Speaker  Covode  alternated  in  presiding  through- 
out the  meeting. 

Dr.  George  Curfman,  Chairman  of  the  Com- 
mittee on  Constitution,  By-Laws,  and  Credentials, 
stated  there  was  no  additional  report  beyond  that 
published  in  the  Handbook  (page  9). 

Forty-three  accredited  delegates  (more  than  a 
quorum — before  adjournment  increased  to  64)  an- 
swered roll  call. 

On  motion,  the  first  report  of  the  Credentials 
Committee  was  adopted. 

Opening  Address  of  Speaker 

“I  would  like  briefly  to  go  over  some  of  the 
things  we  have  to  do.  Dr.  Zarit,  Dr.  McDonald, 
and  gentlemen,  during  the  course  of  the  meetings 
of  the  Colorado  State  Medical  Society  House  of 
Delegates. 

“At  this  annual  session  in  the  Fall,  one  of  our 
most  important  pieces  of  business  is  the  election 
of  our  officers  for  the  coming  year.  We  have  sev- 
eral rather  important  committee  reports  to  make 
this  year.”  Speaker  Bolton  announced  the  follow- 
ing changes  in  appointment  to  reference  commit- 
tees: 


•Condensed  from  the  shorthand  and  sound-recorded  record  of 
H.  E.  Dennis,  Certified  Shorthand  Reporter.  Reports  referred  to 
but  not  reproduced  herein  were  distributed  to  all  members  of 
the  House  of  Delegates  at  the  89th  Annual  Session,  in  the 
printed  “House  of  Delegates  Handbook,”  or  were  distributed 
to  all  members  of  the  House  in  mimeographed  form.  Copies 
of  all  such  reports  are  on  file  with  the  Executive  Office  of 
the  Society,  and  with  the  Secretary  of  each  component  society, 
available  for  study  by  any  member  of  the  Society. 
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Reference  Committee  on  Board  of  Trustees  and 
Executive  Office:  Dr.  Howard  F.  Bramley,  of  Den- 
ver, will  replace  Dr.  John  Amesse,  of  Denver. 

Reference  Committee  on  Insurance  and  Pre- 
payment Plans:  Dr.  William  B.  Condon,  of  Den- 
ver, will  replace  Dr.  McKinnie  L.  Phelps,  of 
Denver;  Dr.  S.  C.  Percefull,  of  Arapahoe  County, 
will  replace  Dr.  Frederick  Tice,  Jr.,  of  Pueblo 
(later  further  revised  due  to  Dr.  Percefull’s  ab- 
sence, and  Dr.  James  V.  Carris,  of  El  Paso  County, 
replaced  Dr.  Percefull). 

“Otherwise,  the  committees  are  properly  con- 
stituted for  their  work.  We  hope  they  will  get  to 
work  today  and  report  by  tomorrow  to  some  ex- 
tent, at  least. 

“Several  changes  have  come  about  in  the  last 
year  in  the  operations  of  the  House  of  Delegates, 
such  as  the  change  of  the  time  of  the  First  Meeting 
of  the  House  at  the  Midwinter  Session  so  we  do 
meet  earlier,  in  order  to  give  the  reference  com- 
mittees time  to  do  their  work.  We  have  made  a 
suggestion  in  the  preface  of  the  Handbook  this 
year  that  your  component  societies  give  considera- 
tion to  the  possibility  of  paying  the  $5  registration 
fee  for  your  delegates,  for  various  and  sundry 
reasons  of  which  you  are  aware.  We  have  made 
an  attempt  in  the  last  few  years  to  direct  the  work 
of  the  Ad  Hoc  Committee  on  Reorganization  of 
the  Constitution  and  By-Daws  so  as  to  streamline 
our  sessions.  I have  nothing  further  of  an  official 
nature. 

“I  would  like  to  express  my  gratitude  to  you. 
Dr.  Zarit,  Dr.  McDonald,  Dr.  Wiley,  the  gentlemen 
with  whom  I have  had  the  pleasure  of  working 
the  last  two  years.  It  has  been  a pleasant  duty, 
which  I have  enjoyed,  and  attempted  to  carry  out 
to  your  satisfaction.  Thank  you.” 

In  the  absence  of  corrections  and  objections 
from  any  member  of  the  House,  the  Chair  de- 
clared the  minutes  of  the  February  Clinical  Ses- 
sion approved  as  published  in  the  April,  1959,  issue 
of  the  Rocky  Mountain  Medical  Journal. 

Speaker  Bolton  referred  all  reports  of  the 
Board  of  Trustees  as  supplemented  verbally  (see 
below)  by  Dr.  John  I.  Zarit,  President  and  Chair- 
man of  the  Board  of  Trustees,  to  reference  com- 
mittees as  noted  in  the  Handbook. 


Supplemental  Report  of  Board  of  Trustees 

Since  the  House  of  Delegates  Handbook  was  printed,  the 
Board  of  Trustees  has  held  one  meeting,  namely  on  August 
15.  At  this  meeting,  the  Board  reviewed  the  year’s  financial 
transactions  except  for  the  financial  audit  which  had  to 
await  the  actual  end  of  the  fiscal  year.  We  made  two  minor 
changes  in  the  budget  for  the  1959-60  year  that  had  been 
previously  prepared  by  the  Finance  Committee.  The  budget, 
as  it  appears  in  the  Handbook,  contains  those  corrections 
which  were  made  in  proof,  so  the  budget  as  printed  carries 
the  approval  of  the  whole  Board.  We  call  attention  to  the 
House,  however,  that  this  budget  will  need  some  minor 
amendments  within  the  next  two  months  to  reflect  the 
increases  of  both  income  and  expense  connected  with  the 
new  “What  Goes  On”  publication. 

The  early  date  of  this  Annual  Meeting  made  it  impossible 
for  the  accountants  to  complete  the  annual  audit  in  time  for 
the  Trustees  to  review  it  before  submitting  it  to  the  House 
of  Delegates.  We  know  that  this  year  has  been  a very  success- 
ful one  financially,  but  the  final  figures  are  as  new  to  us 
as  they  are  to  you,  since  they  were  just  received  this  morn- 
ing. The  Board  will  review  the  audit  at  a meeting  this 
afternoon  and  will  take  up  any  questions  with  your  reference 
committee.  If  any  supplemental  report  is  indicated,  we  will 
submit  it  tomorrow. 

At  the  August  15  meeting,  the  Board  promoted  Mrs. 
Geraldine  Blackburn  from  the  position  of  Executive  Assistant 
to  the  position  of  Assistant  Executive  Secretary  with  an 
appropriate  adjustment  in  her  salary,  and  authorized  the 
Executive  Secretary  to  hire  any  additional  help  necessary  for 
the  operation  of  the  Executive  Office. 

The  Board  also  considered  three  proposals  for  the  Society’s 
Certificate  of  Service  which  had  been  received  from  various 
official  sources  and  the  Board  voted  to  nominate  two  of 
those  candidates  for  the  Certificate. 

Speaker  Bolton  reminded  those  present  that 
all  members  of  the  Society,  as  well  as  all  Dele- 
gates, were  invited  to  appear  before  any  reference 
committee  to  present  their  views  with  regard  to 
reports  being  discussed  by  the  reference  com- 
mittee. 

The  chair  again  recognized  Dr.  Zarit  who  pre- 
sented two  nominations  on  behalf  of  the  Board  of 
Trustees  which  were  on  motion  confirmed  with- 
out dissent.  They  are  as  follows: 

CITATION 
GENE  AMOLE 

Distinguished  Citizen,  Journalist  and  Radio  and  Television 
Broadcaster. 

Few  individuals  have  had  as  much  opportunity  to  con- 
tinually reach  a large  segment  of  a community  with  the 
spoken  and  written  word  as  has  Gene  Amole.  This  opportunity 
to  influence  the  public  is  accompanied  with  a tremendous 
responsibility. 

Mr.  Amole  has  proven  throughout  his  17  years  of  speaking 
to  and  writing  for  the  citizens  of  Colorado  that  he  recognized 
this  responsibility.  He  has  demonstrated  a skill  and  rare 
talent  for  his  work  and  has  distinguished  himself  by  wisely 
using  his  skills  and  talent  to  make  a lasting  contribution  to 
his  profession.  In  so  doing,  he  has  also  made  an  outstanding 
contribution  to  the  medical  profession  and  to  medical  educa- 
tion in  Colorado.  conlinued  on  next  page 
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A radio  career  beginning  at  KMYR  in  Denver  in  1942  was 
interrupted  for  three  years  during  World  War  II  when  Mr. 
Ainole  served  with  the  Sixth  Armored  Division  in  Europe. 
In  1950  he  was  accredited  a foreign  correspondent  and  as 
such  did  radio  and  newspaper  work  in  Europe,  North  Africa 
and  the  Middle  East.  The  Korean  War  brought  Mr.  Amole  to 
the  Far  East  where  he  covered  the  war  for  KMYR,  11  other 
Colorado  radio  stations  and  the  Denver  Post. 

Since  his  return  to  Denver  Mr.  Amole  has  increased  his 
influence  on  the  public  through  his  work  in  television.  As 
writer  and  narrator  of  the  television  program,  “Panorama,” 
on  KLZ-TV,  he  has  made  one  of  his  greatest  contributions  to 
medicine.  Practicing  physicians  have  actively  engaged  in 
planning  and  producing  16  of  his  120  “Panorama”  programs. 
The  excellence  of  the  “Panorama”  series  has  won  for  it  the 
coveted  Peabody  Award,  for  outstanding  local  public  service. 
The  Peabody  Award  is  the  highest  award  that  can  come  to 
a station  or  program  in  radio  and  television  broadcasting. 

Films  of  his  heart  surgery  program  on  “Panorama”  are 
being  distributed  by  the  American  Heart  Association  and  the 
Surgeon  General’s  office  of  the  United  States  Army.  Both 
Mr.  Amole  and  his  director,  Jim  Lannon,  received  a merit 
award  from  the  Colorado  Heart  Association  for  their  work 
on  this  program. 

Another  of  Mr.  Amole’s  contributions  to  the  medical  pro- 
fession is  the  Radio  Paging  System  for  doctors  he  has  de- 
veloped for  his  radio  station  KDEN.  Through  this  paging, 
doctors  are  informed  of  their  emergency  calls  and  thus  are 
able  to  give  quicker  service  to  their  patients. 

These  and  many  other  facts  have  been  presented  to  your 
Board  of  Trustees  by  the  Publicity  Committee  in  support  of 
their  recommendation  of  Mr.  Gene  Amole  for  the  Colorado 
State  Medical  Society’s  Certificate  of  Service.  Your  Board 
of  Trustees  agrees  with  the  proposal  and  nominates  Gene 
Amole  for  such  a certificate. 

CITATION 

FREDRICK  H.  GOOD,  M.D. 

In  his  twelfth  year  as  a Trustee  of  Colorado  Medical 
Service,  Inc.,  our  Colorado  Blue  Shield  Plan,  and  in  his 
tenth  year  as  President  of  that  Plan  and  its  Board  of  Trustees, 
Fredrick  H.  Good,  M.D.,  has  announced  his  intention  to 
decline  further  nomination  to  this  position. 

With  no  minimizing  of  the  importance  of  Blue  Shield’s 
early  formative  years  and  the  excellent  leadership  afforded 
by  the  late  John  W.  Amesse,  M.D.,  the  Plan’s  first  President, 
and  by  Atha  Thomas,  M.D.,  the  Plan’s  second  President,  it 
seems  appropriate  at  this  time  to  pause  in  recognition  and 
appreciation  of  Dr.  Good’s  services  to  Blue  Shield  and  con- 
sequently to  the  Colorado  State  Medical  Society. 

During  Dr.  Good’s  years  of  Presidency,  Colorado  Blue 
Shield  membership  has  grown  from  250,000  persons  to  600,000, 
and  annual  subscriber  benefit  payments  have  increased  from 
$2,000,000  to  $10,000,000.  The  Colorado  Plan  has  pioneered  in 
many  benefit  fields  and  is  regarded  nationally  as  one  of  the 
leaders  in  the  scope  of  coverage  offered  to  members.  The 
comparative  position  of  the  Colorado  Plan  in  the  family  of 
74  Blue  Shield  Plans  is  dramatic  evidence  of  the  value  of 
Dr.  Good’s  leadership. 

Out  of  74  Blue  Shield  Plans  the  Colorado  Plan  now  stands 
22nd  in  membership  size,  14th  in  annual  volume  of  benefits 
payments,  and  eighth  in  per  cent  of  population  enrolled. 

In  addition  to  the  time  and  energy  which  Dr.  Good  has 
donated  locally,  he  has  served  two  terms  as  a Trustee  on  the 
National  Board  as  representative  of  this  district,  and  one 
term  as  a Trustee  at  Large,  elected  by  the  National  Confer- 
ence of  Blue  Shield  Plans. 

One  of  the  most  significant  accomplishments  of  Dr.  Good’s 


term  as  Blue  Shield  President  has  been  the  constant  insistence 
on  recognition  of  the  fact  that  the  Blue  Shield  Plan  was  and 
is  the  child  of  the  medical  profession.  The  liaison  between 
the  Colorado  State  Medical  Society  and  Blue  Shield  which 
now  exists  and  which  has  been  carefully  nurtured  during  the 
past  decade  is  of  utmost  importance.  An  enumeration  of  the 
many  liaison  features  is  unnecessary — but  the  Fee  Schedule 
Advisory  Committee,  the  Adjudication  Committee  and  the 
Nominating  Committee  are  mentioned  as  a few  examples. 

The  end  of  Dr.  Good’s  term  as  President  of  Blue  Shield 
is  an  occasion  of  regret  to  the  Plan  members  and  to  the 
Plan’s  participating  physicians.  It  is  an  occasion  for  an 
expression  of  appreciation  by  the  Colorado  State  Medical 
Society,  which  can  be  accomplished  to  some  small  degree 
by  awarding  him  the  Society’s  Certificate  of  Service,  and 
your  Board  of  Trustees  so  nominates  him  to  the  House  of 
Delegates. 

(Vice  Speaker  Covode  presiding.) 

The  reports  of  the  Board  of  Councilors  and  of 
the  Grievance  Committee  were  referred  without 
supplement  as  printed  in  the  Handbook  to  the 
Reference  Committee  on  Professional  Relations. 

Personal  Report  of  President 

It  is  now  time  for  me  to  make  my  final  report  to  you  on 
my  stewardship.  This  morning  I feel  like  -a  medical  courier 
who  has  completed  the  appointed  rounds  in  one  swift  year. 
“And  neither  snow,  nor  rain,  nor  heat,  nor  gloom  of  night 
has  kept  him  from  his  appointed  tasks.” 

Despite  the  elements,  however,  it  has  been  a most  gratify- 
ing year  for  me.  It  has  been  a thrilling  experience  to  have 
served  you.  I want  to  personally  thank  the  staff  at  the  State 
Society’s  headquarters  for  their  dedication  and  hard  work, 
and  thereby  give  them  the  recognition  they  deserve.  I want 
to  pay  a personal  tribute  to  the  men  with  whom  I have 
served  on  the  Board  of  Trustees.  Their  efforts,  their  thoughts, 
their  ideas  and  their  good,  sound  judgment,  to  say  nothing 
of  the  many  hours  they  have  spent  serving  the  Society  away 
from  home,  cannot  be  equaled  by  any  group.  These  self- 
sacrificing  men  serve  our  State  Society  for  the  good  of  man- 
kind. Lastly,  I extend  my  personal  thanks  to  you  members 
who  have  served  on  the  various  committees.  You  are  re- 
sponsbile  for  the  satisfactory  conduct  of  my  term  of  office. 
Whatever  success  I have  had,  I owe  to  you. 

In  taking  leave  of  this  respected  office,  I recall  the  fine 
words  of  Sir  William  Osier:  “To  have  striven,  to  have  made 
an  effort,  to  have  been  true  to  certain  ideals — this  alone  is 
worth  the  struggle.” 

Before  I hand  over  the  gavel  Friday  to  Dr.  John  L. 
McDonald,  President  for  the  ensuing  year,  I would  like  to 
make  several  comments,  suggestions  and  recommendations  for 
your  serious  consideration,  and  definite  action. 

It  appears  to’  me  that  there  is  a definite  lack  of  continuity 
in  the  Board  of  Trustees.  The  Trustees,  themselves,  are  of 
the  same  opinion.  It  takes  a Trustee  a good  two  years  to 
grasp  the  various  facets  of  the  composition  of  our  State 
Society,  and  it  is  only  when  he  has  entered  into  the  third 
year  that  his  services  in  performing  the  duties  of  his  office 
have  reached  the  maximum  of  efficiency.  Therefore,  I wish 
to  recommend  to  the  House  of  Delegates  that  the  By-Laws 
be  changed  so  that  the  members  of  the  Board  of  Trustees 
shall  each  serve  for  a term  of  three  years,  and  for  not  more 
than  two  consecutive  terms,  exclusive  of  any  unexpired  frac- 
tion of  a term  previously  served. 
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In  the  past  few  years,  several  Presidents  of  your  Society 
called  your  attention  to  the  many  responsibilities  of  the 
Presidential  office,  and  have  suggested  some  form  of  re- 
muneration or  honorarium.  You  referred  this  recommendation 
to  the  Board  of  Trustees  for  their  consideration.  The  Board 
considered  the  recommendation  and  was  of  the  opinion  that 
remuneration  was  not  warranted  at  that  time.  Today  your 
President  must  be  a Dr.  Jekyll  and  Mr.  Hyde,  carrying  on 
his  private  practice  while  assuming  the  responsibilities  of 
the  office  of  President.  The  high  position  that  you  bestow 
on  a member  of  the  Colorado  State  Medical  Society  by  elect- 
ing him  your  President  is  more  than  an  honor — it  is  almost 
a full-time  job.  He  has  certain  functions  to  perform  and 
decisions  to  make  almost  every  day.  It  does  something  to 
him  physically,  mentally  and  financially.  I should  know, 
and  I am  confident  that  my  predecessors  will  concur.  I 
have  no  doubt  but  that  in  the  very  near  future  an  excellent 
candidate  who  should  receive  the  honor  to  be  selected  as  your 
President  will  decline  because  of  financial  reasons. 

Therefore,  I recommend  that  the  House  of  Delegates  con- 
sider favorably  an  honorarium  for  your  President  plus  a per 
diem  when  out  of  the  state  on  Colorado  State  Medical  Society 
business — the  Annual  and  Midwinter  A.M.A.  meetings  ex- 
cepted—that  amount  of  honorarium  and  per  diem  to  be  de- 
termined by  the  Board  of  Trustees. 

And  now  a question  of  major  importance  to  all  physicians: 

The  quality  of  medical  care  is  of  great  concern  to  the 
medical  profession  and  the  general  public.  The  labor  unions, 
in  negotiating  for  health-fringe  benefits,  have  questioned 
the  quality  of  medical  care,  and  have  used  “poor  quality  of 
m,edical  care”  against  organized  medicine  as  a wedge  to 
develop  closed-panel  practice.  The  medical  profession  from 
the  grass-roots  level  up  to  the  A.M.A. , is  aware  of  a very 
small  percentage  of  doctors  whose  quality  of  medical  care  is 
below  the  average. 

Within  the  past  year  the  A.M.A.  has  appointed  a sub- 
committee under  the  Council  on  Medical  Services  called  the 
Medical  Discipline  Committee  to  investigate  this  small  group 
of  physicians.  We  in  Colorado  have  attempted  to  clean  house. 
Although  our  housecleaning  has  been  satisfactory,  there  is 
still  room  for  improvement.  How  can  we  keep  certain  doctors 
who  are  not  members  of  the  Colorado  State  Medical  Society, 
and  certain  osteopaths,  in  line  so  that  their  quality  of  medical 
care  can  be  raised  to  our  accepted  standards? 

Let  me  present  to  you  a recent  case  for  your  consideration. 
This  involved  surgery  to  a plan  member  of  Blue  Cross-Blue 
Shield  by  a physician  who  is  not  a member  of  the  State 
Medical  Society  and  whose  hospital  privileges — determined  by 
his  peers  in  that  locality — do  not  permit  him  to  admit  patients 
for  certain  major  surgical  procedures.  Apparently,  as  a 
means  to  circumvent  these  limitations,  the  physician  con- 
cerned had  performed  a cholecystectomy  with  repair  of 
umbilical  hernia  as  an  office  procedure,  with  subsequent 
admission  of  the  patient  to  the  hospital  as  an  emergency  case 
for  post-operative  shock  and  subsequent  post-operative  care. 

Since  Colorado  Blue  Shield  draws  no  distinction  between 
fees  to  be  paid  for  surgery  in  the  hospital  and  the  doctor’s 
office,  an  opinion  by  legal  counsel  set  forth  what  counsel 
felt  was  Blue  Shield’s  legal  financial  obligation,  which  called 
for  the  regular  schedule  allowance.  Blue  Shield’s  lawyer  was 
of  the  opinion  that  this  case  should  be  processed  for  pay- 
ment, and  that  a letter  should  be  sent  to  the  President  of 
the  component  medical  society  concerned  (at  that  time  Blue 
Shield  did  not  know  that  that  man  was  not  a member  of  the 
county  medical  society)  with  a copy  to  the  Chairman  of  the 
Grievance  Committee,  calling  attention  to  the  circumstances 
of  the  case  in  question,  so  that  appropriate  action  may  be 
taken. 

I’m  sure  other  prepaid  insurance  companies  have  en- 
countered similar  problems  in  quality  care  and  would  cer- 
tainly cooperate  with  organized  medicine  to  decrease  the 
incidence  of  inferior  medical  care. 

Such  an  offender  should  receive  some  disciplinary  action. 
I do  not  believe  that  our  Grievance  Committee  has  such 
power  over  non-members.  May  I suggest  that  our  Grievance 
Committee  meet  with  the  Colorado  State  Board  of  Medical 
Examiners  and  try  to  set  up  state  governmental  machinery 
for  a disciplinary  committee  with  teeth.  I do  believe  that 
if  a physician  is  placed  on  probation  for  a certain  period  of 
time  with  ultimate  threat  of  losing  his  license  to  practice,  he 
will  think  twice  before  he  commits  a second  undesirable  act 
of  poor  quality  medical  care. 

It  has  been  pointed  out  that  if  the  medical  profession  had 
in  the  past  discharged  its  responsibilities  for  assuring  the 
competency  of  physicians,  it  would  have  prevented  many  of 
the  problems  existing  today. 

Our  Colorado  Blue  Shield  and  Blue  Cross  now  pay  doctors 
and  hospitals  more  than  $30  million  a year.  Sums  like  these 
quickly  establish  the  significance  of  our  program.  Without 
our  Plans,  rhany  of  the  doctors  and  hospitals,  as  well  as  the 
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people  who  meet  the  expenses  of  sickness,  would  face 
calamity. 

It  has  been  a difficult  year  for  your  Blue  Shield  Fee 
Schedule  Advisory  Committee.  They  have  completed  their 
task  as  requested  by  action  of  the  House  of  Delegates  last 
February,  1959,  to  the  satisfaction  of  most  of  the  members 
and  specialty  groups.  Naturally  100  per  cent  approval  is 
difficult  to  obtain. 

It  has  been  said  and  it  is  being  reiterated,  that  the  Blue 
Cross  and  Blue  Shield  are  the  doctors’  plans.  This  is  true, 
but  the  plans  belong  to  the  subscribers  and  the  community. 
Do  not  forget  it.  You  and  I know  that  almost  all  doctors  are 
honest  and  that  but  a few  are  interested  solely  in  money. 
We  know  that  all  in  the  health  field  live  by  ethical  standards 
that  are  the  highest  for  any  profession.  But  does  the  public 
know  this?  You  and  I know  that  most  hospital  trustees  and 
administrators  are  devoted  people  trying  to  do  the  best  job 
for  their  community.  But,  here  again,  is  the  public  certain  of 
this?  Frankly,  the  public,  which  you  and  I both  serve,  are 
raising  a number  of  questions  about  hospitals  and  doctors. 
It  is  now  asking  questions  about  Blue  Cross  and  Blue  Shield. 
Some  are  provocative  questions  with  overtones  of  disrespect 
for  the  profession  which  is  unique  in  our  time.  The  questions 
have  been  seriously  raised  and  they  come  from  the  whole 
public,  editorial  writers,  labor  leaders,  top  management  people, 
even  from  some  hospital  and  medical  people  themselves.  All 
are  concerned,  they  want  answers  to  their  questions. 

As  your  President,  I know  enough  not  to  tell  the  public 
that  it  has  no  business  asking  questions.  Yet,  surprisingly, 
this  is  the  mood  of  some  public  comments  from  hospital 
people  and  doctors.  If  the  public  is  convinced  that  there 
is  abuse  of  Blue  Cross-Blue  Shield  benefits  and  asks  questions 
about  this,  you  must  provide  the  answers.  If  you  do  not, 
someone  will  be  found  to  get  the  answers  for  the  public. 
Nature  abhors  a vacuum.  If  you  permit  a vacuum  to  be 
created,  you  should  not  be  surprised  at  the  necessity  of 
government  and  its  many  plans  moving  in.  You  will  find 
enough  of  the  questions  have  a basis  in  fact  which  will 
require  changes  in  your  thought,  and  procedures  and  ideas. 
Ideas  are  today  the  deciding  factor.  The  future  depends  on 
the  idea  that  grips  the  minds  of  the  millions.  We  are  living 
in  an  ideological  age.  The  future  lies  in  the  hands  of  those 
who  know  how  to  use  ideas  to  win  men’s  allegiance. 

You  can’t  defeat  an  idea  by  being  Anti-It;  Ignoring  It; 


Shooting  It.  You  can  only  meet  an  idea  with  a superior  idea. 
The  superior  idea  is  “It’s  not  who’s  right,  it’s  what’s  right.” 

To  accomplish  this  we  must  accept  the  four  absolute 
standards: 

(1)  Absolute  honesty.  Honest  apology  is  the  highroad  to 
lasting  peace. 

(2)  Absolute  purity.  A great  cleansing  force  through  the 
nations. 

1 3)  Absolute  unselfishness.  There  is  enough  in  the  world 
for  everyone’s  need,  but  not  enough  for  everyone’s  greed. 

(4)  Absolute  love.  If  everyone  cared  enough  and  everyone 
shared  enough  everyone  would  have  enough. 

In  the  age  where  we’ve  learned  to  split  the  atom  we 
must  learn  to  unite  humanity.  It’s  get  on  together  or  blow  up 
together.  In  any  negotiation,  it’s  not  who’s  right,  it’s  what’s 
right. 

Last  February  I keynoted  my  address  by  requesting  that 
you  consider  the  various  problems  by  facing  the  four  facts, 
namely,  find,  form,  filter  and  face  the  facts.  At  this  session 
of  the  House  of  Delegates,  I would  like  to  keynote  your  de- 
liberations by  “It’s  not  who’s  right,  it’s  what’s  right.” 

As  a final  request,  your  fullest  cooperation  to  your  new 
President,  Dr.  John  L.  McDonald,  will  be  appreciated. 

I hope  you  will  continue  to  display  the  same  respect  to 
him  as  you  have  demonstrated  to  me.  God  bless  you! 

Speaker  Bolton:  Since  this  talk  contains  so 
very  many  thought-provoking  suggestions  for  us, 
the  Chair  will  take  it  under  advisement  and  we 
will  divide  it  up  among  the  several  reference  com- 
mittees covered  in  this  report,  and  will  bring  it 
out  for  further  consideration  and  action  by  the 
House.  (The  recommendation  concerning  terms  of 
Trustees  and  question  of  an  honorarium  for  the 
President  was  referred  to  the  Reference  Committee 
on  Board  of  Trustees  and  Executive  Office;  that 
portion  concerned  with  Blue  Cross-Blue  Shield  was 
referred  to  the  Reference  Committee  on  Insurance 
and  Prepayment  Plans.) 
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No  other  personal  reports  were  submitted  by 
any  Society  officer. 

The  printed  report  of  the  Delegates  to  the 
American  Medical  Association,  together  with  the 
following  verbal  supplements,  was  referred  to 
the  Reference  Committee  on  Public  Relations. 

Supplemental  Reports  of  A.M.A.  Delegates 

Kenneth  C.  Sawyer:  “I  want  to  thank  you  for  the  oppor- 
tunity to  supplement  the  two  reports  we  have  submitted  to 
you  since  the  annual  meeting.  Actually  that  was  a very 
productive  m.eeting.  We  are  deeply  grieved,  nauseated  and 
disgusted  with  the  misrepresentations,  inaccurate  and  harmful 
press  coverage  of  the  proceedings  of  that  meeting.  It  is 
typical  of  the  treatment  free  enterprise  and  basic  traditions 
of  the  free  world  are  receiving  from  many  of  our  newspapers 
today.  I think  that  the  Denver  Post  attempted  to  correct 
their  error.  May  I say  almost  nothing  reported  by  the  press 
concerning  the  actions  of  the  'House  of  Delegates  was  factual. 
1 do  not  know  how  long  the  people  of  our  country  in  or- 
ganized medicine  are  going  to  stand  still  and  tolerate  this. 
If  you  will  bear  with  me,  I would  like  again  to  correct  some 
of  the  misrepresentations  in  the  newspapers,  and  please,  for 
your  own  satisfaction,  read  the  actual  proceedings  as  printed 
in  the  Journal  of  the  American  Medical  Association: 

“(1)  Colorado  has  never  disapproved  of  group  practice. 

“(2)  There  has  been  no  shakeup  in  the  A.M.A.  top  leader- 
ship except  the  annual  election  of  officers,  most  of  whom 
were  holdovers  from  the  previous  year  and  were  re-elected. 

“(3)  The  A.M.A.  has  never  had  an  all-out  hostility  to  pre- 
paid health  insurance  plans  on  a free  choice  of  physician 
basis.  In  other  words,  we  have  encouraged  all  free  enterprise 
prepaid  health  Insurance  plans.  So  to  put  the  newspapers 
straight:  How  could  the  national  organization  drop  a hostUity 
which  never  existed?  The  House  action  neither  harmed  nor 
strengthened  organized  medicine’s  stand  regarding  the  free 
choice  of  physicians. 

“Regarding  our  own  Colorado  problem,  the  battle  is  almost 
won.  The  United  Mine  Workers’  policies  and  practices  have 
been  condemned  and  disapproved  on  three  occasions  at  the 
annual  meetings.  Organized  medicine  agrees  that  this  outfit 
is  detrimental  to  the  patient,  to  the  practice  of  medicine,  and 
to  the  securitj'  of  our  nation.  With  your  help  and  suggestions 
we  will  go  forward  in  Dallas  in  December.” 

E.  H.  Munro:  “I  looked  around  and  didn’t  see  Ken  Sawyer 
here  and  that  is  the  reason  I stood  up  to  make  a report. 

“I  was  going  to  say  virtually  the  same  thing  he  did. 

“I  realize  there  are  a good  many  people  in  this  group 
that  were  disappointed  and  dissatisfied,  and  even  critical,  of 
what  we  accomplished  at  the  Atlantic  City  meeting.  We  were 
instructed  to  go  back  there  and  particularly  obtain  disapproval 
of  the  report  of  the  Committee  on  Medical  Care  Plans.  This, 
of  course,  you  realize  we  did  not  succeed  in  doing.  But  we 
did  succeed  in  having  it  not  approved,  which  is  a very  dif- 
ferent thing  from  the  way  the  newspapers  reported  it  as 
having  been  accepted  and  approved.  Immediately  after  that 
action  by  the  House  there  was  a motion  that  the  officers 
of  the  A.M.A.  should  insure  that  the  press  got  this  thing 
straight,  and  they  were  told  that  this  report  was  accepted 
for  information  only,  but  was  not  approved.  We  were  unable 
to  carry  out  the  directive  of  this  House  of  Delegates.  We 
went  back  there  in  force.  We  had  the  three  delegates  and 
three  alternates,  your  President,  Vice  President,  and  Presi- 
dent-Elect, a couple  of  members  of  your  Board  of  Trustees, 
and  two  Council  members.  You  had  two  men  that  were 
hand-picked  because  of  their  knowledge  of  the  problem  and 
because  they  were  forceful  speakers.  These  men  all  worked 
on  this  thing.  Colorado  had  traditionally  carried  the  fight  on 
this  free  choice  matter  through  the  years. 

“You  will  note  that  the  resolutions  that  have  gone  in 
have  come  from  Colorado.  The  strategy  and  organization  and 
plan  for  carrying  this  thing  out  has  been  from  Colorado 
headquarters.  We  have  had  meetings  with  some  of  our 
friends  from  other  states  to  plan  the  campaign.  Colorado  had 
resolutions  some  years  ago  directing  an  educational  program 
on  free  choice.  That  was  not  forthcoming  and  they  were 
finally,  through  the  efforts  of  Colorado,  directed  to  get  at  it. 
They  have  been  goaded  sharply  by  Colorado  and  others 
since  then. 

“There  was  a lot  of  inertia  to  overcome  in  this  ponderous 
body,  and  I think  it  finally  got  moving.  Probably  all  of  you 
are  aware  of  a meeting  that  was  held  here  in  this  room,  a 
two-day  regional  conference  on  insurance  and  prepaid  medical 
plans.  That  was  authorized  by  the  American  Medical  Associa- 
tion. We  had  the  Trustees  of  the  A.M.A.,  the  Vice  Speaker 
of  the  House,  several  members  of  their  Council,  and  10 
members  of  the  A.M.A.  staff  here;  and  there  were  repre- 


sentatives from  Kansas,  Wyoming,  Utah,  Arizona,  New  Mexico, 
and  Colorado.  But,  far  more  important  than  that,  there  were 
businessmen  and  laymen.  There  were  representatives  of  the 
Chamber  of  Commerce,  of  the  American  Farm  Bureau  Federa- 
tion, a number  of  Presidents  and  Vice  Presidents  and  high 
executive  people  of  some  of  the  large  insurance  companies. 
Of  course,  that  is  the  hand-picked  group.  They  are  people 
who  believe  in  freedom,  and  yet  they  are  laymen.  They  are 
the  kind  of  people  who  should  hear  and  did  hear  and  take 
part  in  discussion  on  the  principle  of  free  choice. 

“So  some  of  the  efforts  that  Colorado  has  put  forth  on 
this  matter  of  free  choice  are  bearing  fruit. 

“I  oughtn’t  sit  down  without  mentioning  the  fact  that  on 
the  17th  of  July  one  of  your  members  appeared  in  Washington 
and  testified  before  the  House  Ways  and  Means  Committee 
giving  our  arguments  against  the  Forand  Bill.” 

Reports  of  standing  committees 

Reports  of  standing  committees  were  referred 
as  indicated  in  the  Handbook  without  supplements 
(unless  otherwise  noted  below). 

Supplemental  Report — Subcommittee 
on  Prepayment  Services 

Dr.  George  Buck,  Chairman  of  the  Committee 
on  Medical  Service,  presented  the  following  sup- 
plemental report  which  was  referred  to  the  Refer- 
ence Committee  on  Insurance  and  Prepayment 
Plans: 

The  Subcommittee  on  Prepayment  Services  met  with  rep- 
resentatives of  the  Colorado  Dermatologic  Society  and  the 
Colorado  Medical  Service  on  Wednesday,  August  26,  1959,  to 
consider  the  letter  from  the  Colorado  Dermatologic  Society 
regarding  the  Blue  Shield  $25  deductible  rider  for  office  care. 
It  was  the  opinion  of  the  Colorado  Dermatologic  Society  that 
this  plan  would  cause  undue  bookkeeping  expense,  and  they 
recommended  initially  that  this  be  changed  from  the  present 
plan  to  a plan  whereby  the  patient  would  be  reimbursed, 
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rather  than  payment  being  made  directly  to  the  physician  as 
is  true  under  this  rider  and  all  other  Blue  Shield  plans.  This 
matter  was  discussed  thoroughly  and  the  Blue  Shield  repre- 
sentative asked  that  they  be  given  one  year’s  trial  of  the 
present  plan  without  change.  The  representatives  of  the 
Colorado  Dermatologic  Society  agreed  to  this  recommendation 
and  it  was  agreed  that  the  matter  should  be  reconsidered 
after  everyone  concerned  had  had  a year’s  experience  with  it. 
A quorum  of  the  subcommittee  on  prepayment  services  was 
not  present,  so  no  official  action  of  the  subcommittee  was 
taken. 

THEODORE  K.  GLEICHMAN,  M.D. 

Chairman,  Subcommittee  on 

Prepayment  Services. 

Supplemental  Report — Subcommittee 
on  Blood  and  Tissue  Banks 

Dr.  Rettberg  presented  the  following  communi- 
cation directed  to  S.  M.  Prather  Ashe,  Chairman, 
Subcommittee  on  Blood  and  Tissue  Banks.  This 
report  was  referred  to  the  Reference  Committee 
on  Legislation  and  Public  Relations. 

Letterhead  of  The  Belle  Bonfils  Memorial  Blood 
Bank,  4200  East  Ninth  Avenue,  Denver,  20,  Colo- 
rado. September  2,  1959. 

At  the  September,  1958,  meeting  of  the  Colorado  State 
Medical  Society  held  at  the  Broadmoor  Hotel  in  Colorado 
Springs,  the  Belle  Bonfils  Memorial  Blood  Bank  was  re- 
affirmed by  the  House  of  Delegates  to  be  the  official  blood 
bank  of  the  Colorado  State  Medical  Society.  The  House  of 
Delegates  and  various  committees  which  considered  the 
matter  of  blood  banking  in  general  instructed  me  to  continue 
with  the  educational  and  teaching  program  of  the  blood  bank. 
This  service  has  continued  and  is  offered  free  for  residents 
in  various  specialties  in  the  practice  of  medicine  and  for 
qualified  medical  technologists. 

We  were  also  asked  to  serve  various  walking  blood  banks 
throughout  the  state  and  these  have  been  contacted  and  the 
problem  reviewed  with  those  in  charge.  Two  communities 
have  increased  their  panels  with  our  administrative  guidance 
and  performance  of  the  technical  work.  Another  community 
has  established  a walking  blood  bank  with  our  counseling 
and  suggestions. 

We  were  asked  to  furnish  blood  throughout  the  state  of 
Colorado  whenever  and  wherever  possible  and  to  establish 
branch  blood  banks  in  communities  who  asked  for  this 
service. 

We  were  also  asked  to  continue  serving  the  state  and 
country  through  clearinghouse  utilization.  By  using  the 
clearinghouse,  patients  in  Colorado  are  able  to  receive  blood 
credit  from  their  friends  and  relatives  residing  in  various 
parts  of  the  country,  and,  conversely,  residents  of  Colorado 
can  transfer  credit  from  Denver  to  recipients  of  blood  residing 
in  other  states.  Since  January  1,  1959,  the  following  trans- 
actions have  been  completed:  a total  of  326  units  of  whole 
blood  have  been  shipped  and  1,517  paper  credit  transactions 
have  been  handled.  Patients  receive  credit  on  their  blood 
accounts  for  these  transactions  although  no  shipment  of  blood 
is  involved. 

through 

realistic 
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and  foresight  we 

will  continue  to  grow 
with  this  community 

PUBLIC  SERVICE  COMPANY 
OF  COLORADO 


1.  For  out-of-state  service  through  the  clearinghouse,  97 
units  of  whole  blood  were  shipped  to  San  Francisco,  Oakland, 
Bakersfield,  Santa  Rosa,  Fresno  and  Burlingame,  California, 
and  858  paper  credit  transactions  have  been  handled. 

2.  Outlying  areas  of  Colorado  served  directly,  not  through 
the  clearinghouse,  have  requested  and  had  sent  to  them  223 
units  of  blood.  Among  the  receivers  are  Pueblo,  Port  Collins, 
Boulder,  Loveland,  Colorado  Springs,  Morrison,  Del  Norte, 
Glenwood  Springs  and  Aspen.  There  were,  in  addition  to  the 
shipment  of  blood,  659  paper  credit  transactions  for  Colorado. 

3.  Out  of  the  state  of  Colorado,  but  in  the  area  served  by 
Denver,  are  Riverton,  Wyoming,  and  Sidney,  Nebraska,  who 
have  requested  and  received  six  units  of  whole  blood. 

We  have  been  formally  requested  by  the  Loveland  Me- 
morial Hospital  to  establish  a blood  bank  there  under  the 
supervision  of  their  pathologist.  This  service  was  begun  July 
1,  1959. 

We  were  also  advised  at  the  1958  meeting  to  further  pro- 
mote a blood  service  plan  whereby  families  or  individuals 
could  secure  protection  against  their  possible  use  of  whole 
blood.  This  was  established  as  of  August  1,  1958,  and  is 
known  as  the  Rocky  Mountain  Blood  Service  Plan.  The  Blood 
Service  Plan  encompasses  3,637  individual  memberships  and 
2,110  family  memberships  as  of  July  31,  1959.  Since  the 
plan’s  inception,  172  units  of  blood  have  been  used  by  68 
of  the  total  memberships.  The  plan  is  still  not  of  sufficient 
magnitude  to  pay  its  own  way,  and,  since  its  inception,  we 
have  incurred  a total  loss  of  $7,000.  With  the  plan’s  growth 
in  the  last  three  months,  we  feel  that  we  shall  reach  the 
break-even  point  about  August  1,  1960. 

Respectfully  submitted, 

William  A.  H.  Rettberg.  M.D..  Director, 
cc;  Martin  E.  Anderson,  Jr.,  M.D. 

Gifford  V.  Eckhout,  M.D. 

Stanley  K.  Kurland,  M.D. 

George  S.  Tyner,  M.D. 

Floyd  J.  Bjork,  M.D. 

The  report  of  the  Public  Health  Committee  and 
all  subcommittees  was  referred  to  the  Reference 
Committee  on  Public  Health,  as  printed,  as  supple- 
mented by  the  following  proceedings  and  discus- 
sion. 

Supplemental  Report — Subcommittee 
on  Tuberculosis  Control 

Dr.  John  Zarit  presented  the  following  supple- 
mental report. 

The  report  of  the  Tuberculosis  Control  Subcommittee  of 
the  Public  Health  Committee  appears  on  page  45  of  the 
Handbook.  For  your  information,  I wish  to  convey  to  you 
the  thoughts  of.  Governor  Steve  McNichols.  I was  in  his 
office  on  another  matter  a week  ago  yesterday  and  he 
thanked  the  Task  Force  Committee  on  Tuberculosis  Control, 
for  submitting  the  interim  and  long-range  program.  Your 
President  was  chairman  of  that  committee.  He  made  this 
statement  to  me: 

“If  your  T.B.  Control  Committee  or  the  State  Medical 
Society  wishes  to  submit  any  proposed  legislation  pertaining 
to  the  interim  or  long-range  report,  let  me  know,  and  I will 
back  j’ou  to  the  fullest  extent.  Furthermore,  if  you  have  any 
non-legislative  problems  to  consider,  particularly  on  the 
means  test,  to  circumvent  that  until  that  is  decided  upon — ’’ 
Please  discuss  it  with  him  and  he  will  back  us  to  the  nth 
degree. 

Vice  Speaker  Covode  referred  the  published 
report  of  the  Public  Policy  Committee,  together 
with  the  following  supplement,  presented  by  Dr. 
John  I.  Zarit,  to  the  Reference  Committee  on  Leg- 
islation and.  Public  Relations. 

Dr.  Zarit:  All  of  you  have  received  the  mimeographed 
copy  of  the  letter  addressed  to  The  Honorable  Stephen  L.  R. 
McNichols,  Governor  of  Colorado,  by  Dr.  J.  Lawrence  Camp- 
bell, Chairman  of  the  Public  Policy  Committee  (a  copy  there- 
of is  attached  hereafter)  with  which  14  recommendations 
were  submitted  to  the  Governor  relating  to  the  mental  hos- 
pital at  Pueblo.  This  report,  gentlemen,  demonstrates  sound 
reasoning,  mature  judgment,  and  statesmanship,  in  the  way 
this  thing  has  been  handled.  As  a result  of  this  report.  Dr. 
Cleere  and  1 were  asked  to  be  present  at  a conference  with 
the  Governor  which  took  place  a week  ago  yesterday.  If  the 
Governor  knew  how  the  State  Society  felt  and  if  he  could 
have  gotten  to  us,  he  never  would  have  asked  for  a task 
force  committee  to  be  formed  and  come  up  with  their  recom- 
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mendations.  He  had  no  idea  how  he  could  really  approach 
the  State  Medical  Society.  He  was  so  appreciative  of  this 
report,  and  he  told  us  in  person  and  Dr.  Cleere  will  vouch 
for  it,  that  he  has  no  desire  of  asking  for  Dr.  Zimmerman’s 
resignation,  and  that  this  committee  had  certain  functions  to 
perform  and  he  did  not  feel  that  he  should  interfere  with 
the  Task  Force.  He  realized  that  our  committee  with  their 
recommendations  did  not  approve  the  “pilot  study.”  Person- 
ally, perhaps  he  doesn’t  approve  it,  either.  But  this  com- 
mittee acted  so  fast  that  within  a week  after  it  was  formed 
it  rushed  to  the  Legislature  and  got  them  to  approve  the 
pilot  study  and  appropriate  a certain  sum  of  money.  The 
Governor  therefore  must  carry  out  the  wishes  of  the  Legisla- 
ture on  this  pilot  study. 

Now,  whether  it  will  be  good  or  not,  he  feels  it  ought  to 
be  given  a trial.  He  was  very  much  interested  in  this  report 
and  he  would  like  to  meet  with  representatives  of  the  State 
Medical  Society  to  consider  the  appointment  of  a head  over 
all  the  institutions  and  for  other  personnel.  He  showed  his 
sincerity.  I received  a letter  from  him  on  the  4th  of  Sep- 
tember, dated  September  3rd,  and  let  me  read  it  to  you: 

"Dear  Dr.  Zarit:  I want  to  acknowledge  with  appreciation 
and  thanks  the  report  from  the  Colorado  State  Medical  Society 
and  its  Public  Policy  Committee  on  the  operations  of  the 
Colorado  State  Hospital  at  Pueblo.  Please  accept  and  extend 
my  gratitude  for  this  comprehensive  and  well-prepared  report 
to  Dr.  J.  Lawrence  Campbell,  Chairman  of  the  Society’s 
Public  Policy  Committee,  and  to  the  committee  of  senior 
psychiatrists  who  prepared  the  investigations  and  recom- 
mendations, namely.  Dr.  Franklin  G.  Ebaugh,  Dr.  Bradford 
Murphey,  Dr.  E.  James  Brady,  and  Dr.  Francis  A.  O’Connell. 
I am  happy  to  learn  of  the  willingness  of  the  Society  to 
offer  this  broad  cooperation  to  the  State  of  Colorado  in 
meeting  this  pressing  problem.  I will  welcome  the  Society’s 
appointment  of  representatives  to  meet  wfth  us,  both  with 
particular  reference  to  Implementing  the  projected  program 
for  the  hospital  as  well  as  to  assist  in  the  specific  job  of 
securing  a competent  professional  staff  for  the  state  hospital 
and  for  the  state  mental  health  program.  I think  that  the 
State  Society  should  be  congratulated  on  the  type  of  work 
performed  by  this  committee.” 

The  door  is  open  to  the  official  chambers  of  the  Governor, 
and  I think  it  is  the  first  time  that  any  Governor  has  gone 
so  far  as  Governor  McNichols  has  in  asking  the  cooperation 
of  the  State  Medical  Society.  (Applause.) 

The  report  of  the  Rocky  Mountain  Medical 
Conference  Committee  tvas  referred  as  printed  to 
the  Reference  Committee  on  Scientific  Work,  with 
the  following  verbal  supplement  presented  by 
Mr.  Sethman: 

Harvey  T.  Sethman:  Mr.  Speaker,  on  behalf  of  the  Rocky 
Mountain  Medical  Conference  Committee,  I presented  their 
resolutions  to  the  Nevada  State  Medical  Association  House  of 
Delegates  in  Reno  two  weeks  ago,  and,  I am  happy  to  report 
to  you,  without  a dissenting  vote  the  Nevada  State  Medical 
Association  voted  at  that  time  to  join  the  Rocky  Mountain 
Medical  Conference,  and  adopted  a duplicate  resolution  which 
has  been  passed  by  each  state  medical  society  now  in  the 
conference,  including,  of  course,  your  own  Colorado  House 
of  Delegates  in  1937. 

Reports  of  all  special  committees  were  then 
referred  as  printed  in  the  Handbook,  with  supple- 
ments as  follows: 

Supplemental  Report  of  the  Blue  Shield 
Fee  Schedule  Advisory  Committee 

Mimeographed  copies  of  this  supplemental  re- 
port were  distributed  to  all  members  of  the  House 
and  are  on  file  in  the  Executive  Office. 

A motion  by  Dr.  Rettberg  seconded  and  carried 
without  dissent  that  a minority  report  of  Dr. 
Mahony’s  be  presented  at  this  session,  whenever  it 
is  obtained. 

Speaker  Covode  recognized  Dr.  Robert  Bos- 
worth  to  discuss  the  supplemental  report  of  the 
Blue  Shield  Fee  Schedule  Advisory  Committee. 

Dr.  Bos  worth:  Mr.  Speaker,  I am  speaking  sole- 
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ly  as  an  individual,  but  I believe  this  has  some 
direct  bearings  on  the  deliberations  of  the  refer- 
ence committee  in  considering  the  Blue  Shield  Fee 
Schedule  Advisory  Committee  report.  I am  speak- 
ing to  something  which  I feel  personally  very 
strongly,  and,  as  I stated  before,  I am  speaking 
as  an  individual  and  not  representing  anyone  but 
myself. 

This  has  nothing  to  do  with  the  amount  of  pro- 
fessional fees,  but  rather  the  principles  upon  which 
fees  have  been  and  will  be  based  if  the  proposed 
plan  and  plans  are  passed  by  this  House. 

I refer  to  the  income  level  basis  of  the  Blue 
Shield  Insurance  Plan.  I do  not  believe  any  of  us 
have  disagreed  violently  with  the  service  benefit 
income  limit  so  long  as  this  has  been  commensu- 
rate with  an  income  which  implies  some  difficulty 
in  handling  medical  and  professional  fees,  etc. 

However,  with  an  income  limit  going  to  the 
amount  proposed  in  the  high  plan,  $9,000,  a few 
of  us  can  imagine  many  patients  who  will  not  be 
or  who  will  not  claim  to  be  within  this  service 
benefit  level  of  $9,000.  My  question  is:  What  will 
the  effect  of  this  be? 

This  for  all  practical  purposes  fixes  a doctor’s 
fee  for  about  80  per  cent  of  the  patients,  the  per- 
centage depending,  of  course,  on  the  economic 
condition  in  the  state.  It  means  someone  else  is 
telling  a doctor  what  he  may  charge  and  only 
what  he  may  charge  with  this  80  per  cent,  ap- 


proximately, of  our  practice,  regardless  of  his  pro- 
fessional status  or  experience,  especially  the  time 
in  the  area,  the  confidence  of  the  patients,  etc. 

Do  we  want  our  successors,  our  friends,  our 
sons,  to  enter  a field  or  a profession  where  indi- 
viduality and  professional  integrity  are  being 
whittled  at  and  carved  away?  Do  we  want  to 
regiment  ourselves  in  this  way — despite  all  we 
believe — so  that  state-controlled  medicine  has  only 
to  step  in  and  say  in  effect,  “You  doctors  think 
this  is  adequate  in  your  form  of  comprehensive 
medical  care”?  I beg  to  submit  that  it  is  not  a 
comprehensive  plan  and  it  is  not  an  equitable 
plan,  in  all  respects,  regardless  of  great  strides 
and  the  great  bulwark  it  has  been  in  the  field  of 
voluntary  insurance.  To  me  it  is  like  an  insiduous 
malignancy,  this  $9,000  in  the  proposed  plan.  It 
has  been  lower  in  the  past,  as  you  know.  Perhaps 
$12,000  to  $15,000  in  three  to  five  years,  and  up 
and  up.  Regardless  of  how  you  look  at  it,  it  is 
fixing  a fee  by  someone  even  if  we  are  in  essence 
doing  it  ourselves.  Thank  you  very  much. 

There  was  no  further  discussion  and  the  sub- 
ject was  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations. 

This  concluded  the  presentation  of  annual  re- 
ports, so  far  as  the  Chair  was  informed. 

(Speaker  Bolton  presiding.) 

Speaker  Bolton:  I should  like  to  clarify  for 
some  of  the  chairmen  the  reference  of  some  of 
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For  complete  information 
write  Professional  Services, 
Dept.  H,  Merck  Sharp  & Dohme, 
West  Point,  Pa. 
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HYDROPRES 

much  more  effective 
than  either  of  its 
components  alone 


• Effective  by  itself  in  a majority  of  patients.  Provides  smooth,  more  trouble-free 
management  of  hypertension, 

• Since  hydrodiuril  and  reserpine  potentiate  each  other,  the  required  dosage  of 
each  is  lower  when  given  together  as  hydropres  than  when  either  is  given  alone. 

• HYDROPRES  provides  the  needed  and  valuable  tranquilizing  effect  of  reserpine. 
Lower  dosage  may  reduce  such  side  effects  of  reserpine  as 

excessive  sedation  and  depression. 

• Arrest  or  reversal  of  organic  changes  of  hypertension  may  occur. 

• Headache,  dizziness,  palpitations  and  tachycardia  are  usually  promptly  relieved. 
Anginal  pain  may  be  reduced  in  incidence  and  severity. 

• With  HYDROPRES,  dietary  salt  may  be  liberalized. 

• Convenient,  controlled  dosage. 

HYDROPRES-25  RYDROPRES-50 

26  mg.  hydhoDIURIL,  0.125  mg.  reserpln©.  60  mg.  hydroDSURIL,  0.125  mg.  reserpine. 

One  tablet  one  to  four  times  a day.  One  tablet  one  or  two  times  a day. 

if  the  patient  Is  receiving  ganglion  blocking  drugs  or  hydralazine, 
their  dosage  must  be  cut  in  half  when  HYDROPRES  is  added. 


MERCK  SHARP  & DOHME,  division  of  merck  & co.,  inc.,  Philadelphia  i,  pa. 

♦hYDROOIUI^IL  and  HYOROP^gS  ARE  TRADEMARKS  MERSK  & tNC. 
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these  reports.  Going  back  to  page  34  in  your  Hand- 
book, under  the  report  of  the  Committee  on  Medi- 
cal Service,  Subcommittee  on  Emergency  Medical 
Service  will  be  referred  to  the  Reference  Commit- 
tee on  Board  of  Trustees  and  Executive  Office.  On 
page  35  of  the  Subcommittee  on  Physician-Nurse 
Relationship,  will  go  to  the  Reference  Committee 
on  Professional  Relations.  Medical  Care  of  Veter- 
ans, no  reference.  Professional  Insurance,  no  refer- 
ence. Report  of  the  Subcommittee  on  Blood  and 
Tissue  Banks,  just  given,  will  go  to  the  Legislation 
and  Public  Relations  Reference  Committee.  The 
other  report  given,  on  Prepayment  Services,  will 
go  to  the  Reference  Committee  on  Insurance  and 
Prepayment  Plans.  Indigent  Medical  Service,  no 
reference. 

I think  the  rest  of  those  references  are  clearly 
outlined  in  the  book.  Therefore,  the  next  order  of 
business  is  unfinished  business  remaining  from 
previous  sessions  of  the  House. 

(Mr.  Sethman  reported  there  was  none.) 

New  business 

The  following  were  elected  to  the  Nominating 
Committee: 

Samuel  B.  Childs,  Denver 

H.  B.  Huskey,  Mesa 

J.  B.  Farley,  Pueblo 


JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  ® 

KYNEX 

Sultamethoxypyrldazine  Lederle 

0.6  6m.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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John  A.  Davis,  Arapahoe 
Winthrop  B.  Crouch,  El  Paso 
William  R.  Sisson,  Otero 
William  Curtis,  Boulder 

Resolutions  introduced 
American  Medical  Education 
Foundation  Committee 

Chairman  Frank  E^  Stander  presented  an  award 
of  merit  from  the  American  Medical  Association 
Educational  Foundation  to  the  Mesa  County  Medi- 
cal Society,  and  this  was  accepted  by  Dr.  H.  B. 
Huskey,  delegate  from  Mesa  County  Medical  So- 
ciety. 

Resolution  by  the  Colorado 
Society  of  Internal  Medicine 

The  following  presentations  submitted  by  Dr. 
William  A.  H.  Rettberg,  Delegate  from  Denver, 
were  referred  by  Speaker  Bolton  to  the  Reference 
Committee  on  Insurance  and  Prepayment  Plans: 

Dr.  Rettberg:  Mr.  Speaker,  Mr.  President,  Mr. 
President-Elect,  and  Delegates. 

I should  like  to  preface  my  remarks  by  telling 
you  that  as  of  September  4,  1959,  the  Colorado 
Society  of  Internal  Medicine  has  officially  with- 
drawn as  participating  physicians  in  Blue  Shield. 
Undoubtedly  this  is  a widely-known  fact  to  most 
of  you.  I do  not  want  anybody  to  think  that  this  is 
a dogmatic  and  split  decision  of  the  Executive 
Committee  at  all.  Our  latest  tally  on  this  shows 
that  90  people  concur  in  this  opinion  and  there 
are  six  who  are  against  it.  You  may  want  to  know 
how  many  members  compose  our  society.  There 
are  about  190,  which  is,  after  all,  a small  segment 
of  physicians  practicing  in  Colorado,  less  than  10 
per  cent.  This  notification,  however,  has  formally 
been  received  by  Blue  Shield  and  we  have  re- 
ceived a reply.  This  is  the  resolution,  Mr.  Speaker. 
It  is  addressed  to  Vernon  L.  Bolton,  M.D.,  Speaker 
of  the  House  of  Delegates,  89th  Annual  Session, 
Colorado  State  Medical  Society,  dated  September 
4,  1959:  RESOLUTION 

WHEREAS,  The  Colorado  Society  of  Internal  Medicine  has 
long  recognized  and  supported  the  Community  Service  and 
Fee  for  Service  principles  as  exemplified  by  Colorado  Medical 
Service,  Inc.  (Blue  Shield),  and 

WHEREAS,  The  Colorado  Society  of  Internal  Medicine  has 
likewise  recognized  that  such  plans  as  devised  by  Colorado 
Medical  Service  were,  in  fact,  originally  developed  and  subse- 
quently improved  primarily  for  the  care  of  catastrophic  and 
surgical  illnesses  which  represent  but  a portion  of  the  ills 
with  which  individuals  are  afflicted. 

The  Colorado  Society  of  Internal  Medicine  further  recog- 
nizes the  more  recent  and  earnest  attempts  made  to  remedy 
the  deficiencies  in  rendering  more  complete  nonsurgical  pre- 
payment care  by  Colorado  Medical  Service,  but  contends  that 
such  efforts  have  been  ineffectual,  and 

WHEREAS,  The  Colorado  Society  of  Internal  Medicine  sub- 
mits that  the  problems  involved  in  producing  both  effective 
surgical  and  nonsurgical  care  through  a prepayment  mechan- 
ism differ  widely  and  are  not  comparable:  that  it  is  perhaps 
presently  impossible  to  devise  a satisfactory  fixed  fee  schedule 
for  nonsurgical  care. 

The  Colorado  Society  of  Internal  Medicine  holds  that  when 
either  surgical  or  nonsurgical  service  is  rendered  on  a pre- 
payment basis  which  is  fair  and  equitable  for  but  one  tjqje 
of  such  service,  the  other  is  bound  to  suffer.  This  will  in- 
evitably result  in  dissatisfaction  with,  abuse  and  deterioration 
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new 

an  antihistamine 
that  is  an  antihistamine 
-not  a somnifacient 


drowsiness  (other  side  effects)  rare . . .relief  prompt. . .toxicity  low 

Investigators  cite  this  new  antihistamine’s  lack  of  side  effects,  its  speed  of  action  and  its  excellent  tolerance. 
Nineteen  investigators  have  treated  over  800  patients  with  ALLERCUR.  In  297  recent  cases,  91%  were  side- 
effect-free.  ALLERCUR  is  supplied  in  bottles  of  100  scored  tablets,  each  containing  20  mg.  Clemizole  HCl. 
Average  dose  is  2 to  4 tablets  daily. 

when  allergies  occur 

^ALLERCUR 

(Clemizole  HCl) 

New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  * Science  for  the  World's  Well-Being 

^Trademark  Bibliography  available  on  request. 
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Of  course,  women  like  “Premarin’. 


rpHERAPY  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 

The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  aU  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


whole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 
“Premarin,”  a complete  natural  es- 
trogen complex.  j 

“Premarin,”  conjugated  estrogens  j 
(equine),  is  available  as  tablets  and  j 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York  ^ i 

1 6,  N.  Y.  • Montreal,  Canada  | 


Now  —All  cold  symptoms 
can  be  controlled 


timed-release  ^ tablets 


Controls  congestion 

with  Triaininic,^'^-®  the  leading  oral 

nasal  decongestant. 

Controls  aches  and  fever 

with  well-tolerated  APAP,  non-addic- 

ti  ve  analgetic^  and  excellent  antipyretic.® 


Controls  cough  centrally 
with  non-narcotic  Dormethan,  possess- 
ing “amply  demonstrated”  antitussive 
activity,®  as  effective  as  codeine. 

Liquefies  tenacious  mucus 

with  terpin  hydrate,  classic  expectorant. 


Each  TUSSAGESIC  Tablet  provides: 

TRIAMINIC®  50  mg. 

(phenylpropanolamine  HCl  25  mg. 

pheniramine  maleate  12.5  mg. 

pyrilamine  maleate .12.6  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr) 30  mg. 

Terpin  hydrate  180  mg. 

APAP  (N-acetyl-p-aminophenol)  325  mg. 


References:  1.  Lhotka.  F.  M.:  Illinois  M.  J.  112:259 
(Dec. ) 1957.  2.  Fabricant,  N.  D. : E.E.N.T.  Monthly  37 : 460 
(July)  1958.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.) 
1958.  4.  Bonica,  J.  J.:  in  Drugs  of  Choice.  Mosby,  St. 
Louis,  1958,  p.  272.  5.  Dascomb,  H.  E.:  in  Current 
Therapy,  Saunders,  Phila.,  1958,  p.78.  6.  Bickerman,  H. 
A.:  in  Drugs  of  Choice,  Mosby,  St.  Louis,  1958,  p.547. 


Prompt  and  prolonged  relief  because  of 
this  special  “timed  release"  design: 


first  — the  outer  layer 
dissolves  within  minutes  to 
give  3 to  4 hours  of  relief 


then  — the  inner  core 
releases  its  ingredients 
to  sustain  relief  for  3 to 
4 more  hours 


Dosage:  One  tablet  in  the  morning,  midafternoon 
and  at  bedtime.  Pediatric  dosage  chart  for 
Tussagesic  Suspension  available  on  request. 


TUSSAGESIC  SUSPENSION  provides  palatability  and  convenience  which  make  it 
especially  attractive  to  children  and  other  patients  who  prefer  liquid  medication. 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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of  the  plan;  increased  cost  to  both  plan  and  subscriber;  and, 
ultimately,  in  decreased  quality  of  service  to  that  subscriber. 
The  contemplated  additional  plans  only  compound  present 
inequities. 

RESOLVED,  therefore.  That  the  House  of  Delegates  of  the 
89th  Annual  Session  of  the  Colorado  State  Medical  Society 
both  endorse  and  support  the  principle  that  nonsurgical  medi- 
cal care  as  rendered  be  compensated  for  on  a co-insurance 
basis  with  the  elimination  by  Colorado  Medical  Service  of 
any  fixed  fee  schedule  for  such  service;  and  that,  if  it 
concurs,  said  House  of  Delegates  direct  the  proper  authorities 
of  Colorado  Medical  Service  to  implement  this  principle. 

Respectfully  submitted, 

ROBERT  V.  ELLIOTT,  M.D.,  Secretary 

Dr.  Rettberg:  Here  is  a communication  from 
the  Colorado  Springs  Society  of  Internal  Medicine 
which  President-Elect  Dr.  John  McDonald,  from 
Colorado  Springs,  one  of  our  group,  has  asked  me 
to  read. 

Thomas  H.  Mahony,  Jr.,  M.D. 

1801  Williams  Street,  Denver,  Colorado. 

Dear  Dr.  Mahony: 

At  a meeting  of  the  Colorado  Springs  Society  of  Internal 
Medicine  on  September  3,  1959,  the  following  resolution  was 
passed.  The  Society  wishes  to  request  your  presentation  of 
this  resolution  to  the  Subcommittee  on  Blue  Shield  of  the 
House  of  Delegates  of  the  Colorado  State  Medical  Society. 

The  Colorado  Springs  Society  of  Internal  Medicine  re- 
affirms the  resolution  stated  by  the  Colorado  Society  of 
Internal  Medicine  as  pertains  to  action  taken  by  that  Society 
on  August  27,  1959.  We  urge  withdrawal  of  our  members  as 
participating  physicians  in  the  Colorado  Medical  Services, 
Incorporated.  We  urge  re-exploring  a realistic  fee  schedule 
for  nonsurgical  illnesses. 

As  a representative  of  the  internists  in  the  state  on  this 
committee,  we  appreciate  your  efforts  in  our  behalf. 

J.  ROWLAND  REID,  M.D.,  Secretary, 

Colorado  Springs  Society  of  Internal  Medicine 

Dr.  Rettberg:  The  Colorado  Springs  Society  of 
Internal  Medicine  is  our  largest  component  society, 
composed  of  30  members. 

The  foregoing  resolution  and  correspondence 
were  referred  to  the  Reference  Committee  on 
Insurance  and  Prepayment  Plans. 

Sam  W.  Downing,  Denver,  Chairman  of  the 
Reference  Committee  on  Professional  Relations, 
presented  the  following  resolution,  which  was  re- 
ferred to  the  Reference  Committee  on  Board  of 
Trustees  and  Executive  Office: 

RESOLXrriON 

WHEREAS,  The  administrative  details  connected  with 
medical  practice  increase  in  volume  and  complexity  each 
year;  and 

WHEREAS,  The  proper  functioning  of  various  committees 
prevents  many  members  from  attending  clinical  and  social 
events:  be  it 


RESOLVED,  That  the  Program  Committee  of  the  Colorado 
State  Medical  Society  be  asked  to  provide  a full  day  which 
may  be  devoted  to  the  Society’s  business,  so  that  meetings 
of  boards,  councils,  and  committees  may  conflict  as  little  as 
possible  with  clinical  and  social  functions. 

Dr.  R.  B.  Richards  presented  the  following  reso- 
lution forwarded  from  the  Morgan  County  Medical 
Society,  which  was  by  Speaker  Bolton  referred  to 
the  Reference  Committee  on  Insurance  and  Pre- 
payment Plans. 

“The  following  resolution  regarding  the  Colo- 
rado Old  Age  Pension  Medical  Plan  was  adopted 
at  the  regular  meeting  of  the  Morgan  County 
Medical  Society,  September  1,  1959,  for  presenta- 
tion to  the  Colorado  State  Medical  Society  Annual 
Meeting:”  resolution 

WHEREAS,  The  Colorado  State  Welfare  Department  has 
been  designated  by  state  law  to  set  up  and  supervise  the 
Old  Age  Pension  Medical  Care  Plan  and  has  authority  to 
determine  all  administrative  policies: 

WHEREAS,  The  Welfare  Department  has  been  seeking  the 
advice  and  cooperation  of  the  Colorado  State  Medical  Society 
and  has  Blue  Cross  and  Blue  Shield  administer  the  Plan; 

WHEREAS,  The  Old  Age  Pension  Medical  Care  Plan  con- 
tracts will  be  soon  subject  to  renegotiation; 

WHEREAS,  This  would  be  the  ideal  time  to  consider  the 
entire  Old  Age  Pension  Medical  Care  Plan  and  its  relationship 
to  the  medical  profession; 

WHEREAS,  There  is  much  dissatisfaction  among  many 
members  of  the  Colorado  State  Medical  Society  regarding 
administrative  policies  of  the  Pension  Medical  Care  Plan; 
be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Colorado 
Medical  Society  directs  the  Society  officers.  Board  of  Trustees, 
the  Public  Policy  Committee,  and  other  committees  connected 
with  the  Medical  Care  Plan  to  very  diligently  and  carefully 
negotiate  with  the  Colorado  State  Welfare  Department  regard- 
ing the  Old  Age  Pension  Medical  Care  Plan,  and  that  before 
final  acceptance  of  the  plan  they  contact  all  component 
societies  to  obtain  their  advice  and  recommendations,  and 
that  they  especially  work  to  change  the  items  listed  in  the 
following  discussions: 

(1)  The  payment  of  office  calls  and  house  calls  should  be 
abandoned  permanently  for  the  following  reasons; 

a.  The  cost  to  Blue  Shield  and  to  the  doctor’s  office  of 
administering  these  claims  is  out  of  proportion  to  their  size. 

b.  This  type  of  payment  invites  abuse.  Many  pensioners 
are  using  these  authorized  caUs  simply  because  they  want 
to  use  them  up  and  not  because  of  medical  need. 

c.  The  average  pensioner  who  only  requires  a few  office 
or  house  calls  every  three  months  is  not  suffering  any  fi- 
nancial hardship  and  does  not  need  help  from  the  pension 
medical  plan.  On  the  other  hand,  the  pensioner  requiring 
extensive  out-patient  care  with  multiple  office  or  house  calls 
may  be  completely  unable  to  meet  his  financial  obligation 
and  the  payment  of  a few  calls  by  the  medical  plan  is  only 
a drop  in  the  bucket  for  him.  It  would  be  much  more  sensible 
not  to  waste  the  pension  medical  fund  on  multiple  small 
payments  and  divert  the  money  to  help  out  the  pensioner 
who  is  really  financially  heavily  burdened.  It  is  probable 

continued  on  page  129 
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the  complaint;  “nervous  indigestion” 

the  diagnosis:  any  one  of  several  nonspecific  gastrointestinal  disorders  requiring  relief  of 
symptoms  by  sedative-antispasmodic  action  with  concomitant  digestive  enzyme  therapy, 
the  prescription:  a new  formulation,  incorporating  in  a single  tablet  the  actions  of  Donnatal 
and  Entozyme.  the  dosage:  two  tablets  three  times  a day,  or  as  indicated. 


the  formula : in  the  gastric-soluble  outer  layer: 

Hyoscyamine  sulfate 

Atropine  sulfate  

Hyoscine  hydrobromide 

Phenobarbital  (V^  gr.) 

Pepsin,  N.R 

in  the  enteric-coated  core: 

Pancreatin,  N.R 

Bile  salts 


,0.0518  mg. 
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0.0033  mg. 
8.1  mg. 
150  mg. 


300  mg. 
150  mg. 
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that  more  patients  who  are  not  quite  sick  enough  to  really 
need  hospitalization  could  be  kept  at  home  if  they  could  be 
assured  of  better  financial  support  in  an  expensive  illness. 

(2)  Provision  should  be  made  for  paying  out-patient  lab- 
oratory work-ups.  Money  from  the  house  call-office  call  funds 
could  very  wisely  be  diverted  to  this  use  for  the  following 
reasons: 

a.  Pensioners  often  do  not  realize  the  value  of  diagnostic 
tests  and  are  unwilling  to  spend  the  necessary  money. 

b.  The  expense  of  these  tests  can  be  very  burdensome  to 
the  pensioner. 

c.  Since  the  fees  involved  are  greater,  the  administrative 
expense  is  proportionally  down. 

d.  This  would  take  much  of  the  pressure  off  of  the  physi- 
cian who  is  being  pressed  to  put  the  pensioner  in  the  hospital 
for  diagnostic  work  (this  at  least  doubles  the  cost).  Of  course, 
the  physician  is  not  supposed  to  yield  to  such  pressure,  but, 
influenced  by  the  cost  of  out-patient  diagnostic  procedures, 
the  pensioner  usually,  rather  suddenly,  becomes  too  ill  to 
remain  at  home  and  the  doctor  would  really  be  asking  for 
trouble  if  he  failed  to  hospitalize  anyone  of  this  age  who 
said  he  was  too  ill  to  remain  at  home. 

(3)  Doctors  should  be  allowed  to  determine  their  own 
fees.  Theoretically  all  pensioners  are  screened  and  supposedly 
have  no  resources  above  the  income  ceiling.  In  practice  this 
very  often  is  not  the  case.  Many  pensioners  at  their  family’s 
expense  and  request  have  the  best  private  rooms  and  un- 
necessary private  nurses.  The  doctor  in  the  same  case  is 
expected  to  give  first-rate  medicine  for  second-rate  fees. 
Some  pensioners  have  money  and/or  private  insurance  they 
have  specifically  laid  aside  for  paying  a full  and  just  fee — 
this  is  discouraged  by  the  present  policies.  In  the  past  99 
per  cent  of  fees  have  been  satisfactorily  worked  out  between 
the  doctor  and  his  patient,  why  would  this  system  be  dras- 
tically changed  to  control  the  1 per  cent? 

(4)  In  regard  to  hospitalization,  administrative  offices 
should  not  be  asked  to  nor  allowed  to  exercise  medical  judg- 
ment. This  is  the  very  essence  of  our  quarrel  with  socialized 
medicine.  It  is  certain  that  the  pension  medical  care  plan  will 
never  be  able  to  pay  for  unlimited  hospitalization  but  the 
limit  on  hospitalization  can  be  best  set  by  simply  saying  we 
allow  so  many  days.  This  only  requires  a simple,  clerical 
decision  to  decide  when  eligibility  is  gone.  Under  the  present 
system  a request  for  extension  is  reviewed  by  the  administra- 
tive office  which  decides  whether  the  patient  they  have  never 
seen  really  needs  more  hospitalization — that  is  a medical 
decision  requiring  medical  judgment. 

(5)  The  amount  of  money  spent  on  drugs  should  not  be 
limited  by  forbidding  certain  drugs.  The  amount  should  be 
limited  by  setting  a maximum  amount  requiring  a simple, 
clerical  decision,  and  not  by  forbidding  certain  drugs  which 
requires  medical  judgment,  and  by  somebody  who  has  not 
been  treating  the  patient.  The  forbidden  steroid  may  be  just 
as  lifesaving  to  one  patient  as  is  the  antibiotic  for  another, 
yet  the  latter  has  all  of  his  paid  for,  the  former  none  of  his. 
Let’s  just  pay  for  part  of  each. 

(6)  The  payment  plan  for  nursing  home  medical  care 
should  be  drastically  changed.  The  present  system  is  nothing 
but  old-fashioned  piecework.  The  doctor  is  paid  so  much 
for  the  first  piece  and  so  much  for  each  additional  piece. 
He  is  allowed  only  so  many  pieces  per  month  unless  he 
applies  for  more,  in  which  case  an  administrative  office  exer- 
cises medical  judgment  and  permits  or  denies  additional  pieces 
that  month. 
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Speaker  Bolton  asked  Dr.  Mahony,  who  had 
come  in,  to  present  his  minority  report. 

Thomas  A.  Mahony,  Jr.,  M.D.  (Not  a member 
of  the  House);  “Gentlemen,  my  apologies  for  being 
late.  This  is  a minority  report  from  the  represent- 
ative of  the  Colorado  Society  of  Internal  Medicine 
on  the  Blue  Shield  Fee  Schedule  Advisory  Com- 
mittee, addressed  to  the  House  of  Delegates,  dated 
September  8,  1959: 

Subject:  Minority  report  from  the  representative  of  the 
Colorado  Society  of  Internal  Medicine  on  the  Blue  Shield  Fee 
Schedule  Advisory  Committee. 

To:  The  House  of  Delegates,  89th  Annual  Session  of  the 
Colorado  State  Medical  Society. 

In  accordance  with  the  request  of  the  Colorado  Medical 
Service,  Inc.,  for  a fee  schedule,  the  Colorado  Society  of 
Internal  Medicine  has  submitted  two  proposed  fee  schedules 
for  the  “Preferred  A”  Plan.  This  society  .indicated  its  dis- 
satisfaction with  the  present  Preferred  Plan  allowances  and 
attempted  to  correct  the  problems  in  the  allowances  provided 
by  the  new  plan.  The  first  proposal  was  submitted  on 
February  12,  1959.  This  constituted  a fee  schedule  which  the 
Colorado  Society  of  Internal  Medicine  believes  to  be  fair  for 
compensating  the  internist  for  in-hospital  care  of  his  patient. 
It  also  urged  the  study  of  co-insurance  and/or  deductible 
plans  for  nonsurgical  care.  The  Colorado  Medical  Service 
offered  a counter-proposal  based  on  the  Massachusetts  Blue 
Shield  Plan  which  offers  additional  allowances  for  care  of 
patients  with  certain  specific  diseases.  The  Colorado  Society 
of  Internal  Medicine  rejected  this  counter-proposal  and  re- 
affirmed its  first  proposal. 

The  second  proposal,  based  on  the  first,  was  submitted  on 
May  20,  1959.  In  this,  the  Colorado  Society  of  Internal  Medi- 
cine stated  its  belief  first  in  the  need  for  recognition  by  Blue 
Shield  of  specialty  qualifications  and  specialty  care  in  all 
fields  in  its  fee  allowances  and,  second,  that  a dual  or  differ- 
ential fee  schedule  on  the  basis  of  specialty  qualifications 
is  essential  if  Blue  Shield  is  to  continue  to  serve  the  sub- 
scriber as  the  subscriber  expects  and  deserves  to  be  served. 
The  Colorado  Society  of  Internal  Medicine  suggested  that 
this  type  of  coverage  could  be  offered  through  the  sale  of  a 
specialty  care  rider  which  would  apply  to  all  specialty  care, 
both  surgical  and  nonsurgical.  This  would  not  disturb  the 
structure  or  operation  of  present  Blue  Shield  procedure.  It 
also  urged  once  again  the  study  of  co-insurance  and/or 
deductible  insurance  coverage  for  nonsurgical  care. 

This  second  proposal  was  presented  to  the  full  Blue  Shield 
Fee  Schedule  Advisory  Committee  at  its  meeting  on  May  23, 
1959.  In  spite  of  previous  remarks  of  the  President  of  the 
Colorado  State  Medical  Society,  the  Advisory  Committee  felt 
that  it  should  express  a formal  attitude  on  the  proposal  and. 
on  motion  duly  seconded  and  passed,  referred  the  matter  to 
a committee  to  be  selected  by  the  chairman  of  the  Advisory 
Committee. 

This  special  advisory  committee  met  on  July  11,  1959. 
The  first  item  on  the  agenda  was  the  consideration  of  the 
Colorado  Society  of  Internal  Medicine  proposal.  The  chair- 
man, Dr.  John  Amesse,  announced  that  this  proposal  could 
not  be  discussed  because  of  a mandate  from  the  President  of 
the  State  Medical  Society  and  the  Board  of  Trustees  ordering 
that  it  be  rejected.  The  undersigned,  representing  the  Colorado 
Society  of  Internal  Medicine,  protested  this  summary  dis- 
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missal  of  the  proposal  and  requested  a motion  and  vote.  The 
proposal  was  rejected  in  this  vote,  the  undersigned  opposing 
the  rejection,  and  the  proposal  was  not  further  discussed  in 
any  way. 

Subsequently,  on  August  15,  1959,  the  Blue  Shield  Fee 
Schedule  Advisory  Committee  approved  a fee  schedule  for 
medical  care  including  the  provisions  of  the  Massachusetts 
Plan  which  had  been  specifically  rejected  by  the  Colorado 
Society  of  Internal  Medicine. 

As  a result  of  this  failure  of  the  Blue  Shield  special  com- 
mittee to  grant  a hearing  to  this  proposal  and  to  report  on 
it  to  the  full  advisory  committee  and  as  a result  of  the 
substitution  of  a fee  schedule  which  is  not  acceptable  to  the 
Colorado  Society  of  Internal  Medicine,  the  Executive  Com- 
mittee of  the  Colorado  Society  of  Internal  Medicine  met 
on  August  27,  1959,  and  resolved  (1)  to  urge  its  membership 
to  withdraw  immediately  as  participating  physicians  in  the 
Colorado  Medical  Service,  Inc.,  and  (2)  to  urge  the  House 
of  Delegates  of  the  Colorado  State  Medical  Society  to  explore 
co-insurance  plans  and  other  measures  for  realistic  compensa- 
tion of  nonsurgical  care. 

The  Colorado  Society  of  Internal  Medicine  believes  that 
the  refusal  of  the  Blue  Shield  Fee  Schedule  Advisory  Sub- 
committee to  discuss  any  specific  proposal  because  of  mandate 
from  a duly  elected  official  of  the  Medical  Society  is  im- 
proper. 

The  Colorado  Society  of  Internal  Medicine  does  not  con- 
demn Blue  Cross  and  Blue  Shield  but  takes  its  action  in 
recognition  of  the  fact  that  the  subscriber  is  inadequately 
covered  for  specialty  care  of  nonsurgical  illness  in  the  pres- 
ently existing  fee  schedules.  The  Society  of  Internal  Medicine 
does  not  wish  to  commit  itself  to  perpetuating  in  the  pro- 
posed new  plans  the  inequities  which  exist  in  the  present 
plans. 

Speaker  Bolton  referred  the  above  minority 
report  submitted  by  Dr.  Mahony  to  the  Reference 
Committee  on  Insurance  and  Prepayment  Plans. 

John  I.  Zarit  (President  and  Chairman  of  the 
Board):  I would  like  to  make  one  correction  to 
the  report  submitted  by  Dr.  Mahony:  When  the 
Blue  Shield  Fee  Schedule  Advisory  Committee 


met  to  consider  the  mandate  of  the  House  of 
Delegates  last  February,  it  was  to  come  up  with 
proposals  and  changes  of  fee  schedule  on  the  Pre- 
ferred A and  the  Standard  A plan;  but  the  pre- 
ferred plan  was  to  be  left  alone.  Some  of  the 
specialty  groups  wanted  some  changes  in  the  pre- 
ferred plan.  It  was  the  understanding  then  that 
the  preferred  plan  should  not  be  touched. 

Mr.  Sethman  made  routine  announcements  con- 
cerning the  duties  of  reference  committees,  and 
verified  attendance  with  respect  to  members  of 
the  various  reference  committees,  and  announced 
time  and  place  of  meetings  of  those  committees. 

Delegate  John  A.  Davis  (Arapahoe):  Would  a 
motion  be  in  order  to  appoint  a substitute  Delegate 
from  Arapahoe  County  since  one  of  our  Delegates 
and  his  Alternate  are  unable  to  attend  today? 

Speaker  Bolton:  It  has  to  be  by  action  of  your 
county  society.  You  can  confer  with  your  county 
society  and  report  back  to  us,  by  wire  or  tele- 
phone, but  it  has  to  be  by  action  of  your  county 
society. 

Vice  Speaker  Covode  declared  the  House  to  be 
in  Executive  Session,  the  proceedings  of  which 
were  not  recorded.  He  appointed  Drs.  Curfman 
and  Amesse  to  act  as  Sergeants-at-Arms,  and 
directed  them  to  clear  the  room  of  all  persons 
except  those  entitled  to  remain  during  the  Execu- 
tive Session.  Dr.  J.  C.  McAfee  was  not  present 
and  the  House  without  dissent  voted  to  seat  his 
alternate.  Dr.  Freeman  Longwell. 
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Vice  Speaker  Covode  then  proceeded  to  caution 
members  of  the  House  concerning  the  secrecy  of 
an  Executive  Session  and  the  House  was  in  Execu- 
tive Session  for  a brief  period,  at  the  conclusion 
of  that  session,  being  no  objection,  the  Chair  de- 
clared the  House  again  in  open  meeting  and  re- 
quested the  Sergeants-at-Arms  to  open  the  doors. 

Speaker  Bolton  announced  that  Robert  O. 
Beadles  would  replace  Dr.  Alson  F.  Pierce,  of 
El  Paso,  on  the  Reference  Committee  on  Profes- 
sional Relations;  and  then  announced,  at  12:15 
o’clock  p.m.,  September  8,  1959,  that  the  House 
was  adjourned,  or  in  recess,  until  4:30  o’clock  p.m., 
September  9,  to  reconvene  in  the  same  room  (the 
Grand  Ball  Room  of  the  new  Brown  Palace  West). 


SECOND  MEETING 
Wednesday,  September  9,  1959 

Speaker  Bolton  called  the  House  to  order  at 
4:30  o’clock  p.m.  The  roll  call  disclosed  70  ac- 
credited members  of  the  House  present,  more 
than  a quorum.  (Later  in  the  meeting  this  was 
revised  to  73.) 

At  the  conclusion  of  the  roll  call,  Chairman 
Curfman  of  the  Credentials  Committee  reported, 
recommending  the  seating  of  Dr.  John  C.  Straub, 
Jr.,  as  substitute  Delegate  from  the  Eastern  Colo- 
rado Medical  Society.  On  motion  the  supplemental 
report  of  the  Credentials  Committee  was  adopted. 

Upon  motions  regularly  seconded  and  carried 
without  discussion  or  dissent,  the  following,  as  well 
as  others  later  in  the  meeting,  were  seated: 

Dr.  James  M.  Perkins,  of  Denver,  Alternate  for 
Dr.  Ervin  A.  Hinds. 

Dr.  George  S.  Tyner,  of  Denver,  Alternate  for 
Dr.  Howard  T.  Robertson. 

In  the  absence  of  objection  by  any  member  of 
the  House,  and  on  motion  regularly  seconded  and 
carried  without  dissent,  the  House  dispensed  whh 
the  reading  of  the  Condensed  Minutes  of  the  First 
Meeting  of  the  House  at  the  89th  Annual  Session. 

Supplemental  Report  of  the 
Board  of  Trustees 

The  following  supplemental  report  presented 
by  Chairman  John  I.  Zarit  was  adopted  without 
dissent: 

The  Board  convened  at  4:30  p.m.,  on  September  8,  1959, 
and  reviewed  the  annual  audit  prepared  by  the  firm  of 
Collins,  Peabody,  Masters  and  Vanderlaan. 

The  Board  approved  the  audit  and  reports  the  financial 
condition  of  the  Colorado  State  Medical  Society  to  be  excellent. 

Supplemental  Report  of  the 
Board  of  Councilors 

Chairman  Herman  W.  Roth  presented  the  fol- 
lowing report  which  was  adopted  without  dissent: 

Supplementing  our  report  as  printed  in  the  Handbook,  the 
Board  has  further  considered  the  problems  relating  to  pro- 
fessional association  with  non-M.D.’s  referred  to  in  the  first 
paragraph  of  that  report  and  has  arrived  at  the  following 
decision: 


The  Board  of  Councilors  doubts  that  the  University  of 
Colorado  can  properly  deny  to  any  person  licensed  to  practice 
medicine  the  privilege  of  attending  postgraduate  courses  in 
medicine. 

It  is  the  opinion  of  this  Board  that  teaching  or  attendance 
at  any  such  postgraduate  course  by  a member  of  this  Society 
therefore  does  not  constitute  a voluntary  association  profes- 
sionally with  cultists  as  prescribed  by  Section  3 of  the  Prin- 
ciples of  Medical  Ethics. 

Referring  to  the  second  paragraph  of  our  report  as  pub- 
lished in  the  Handbook,  the  Board  has  met  jointly  with  the 
Board  of  Censors  of  the  Denver  Medical  Society,  the  Consti- 
tution, By-Laws  and  Credentials  Committee  of  this  Society, 
and  others,  and  has  reaffirmed  its  decision  arrived  at  at  the 
Clinical  Session  in  February  and  communicated  to  the  Denver 
Medical  Society  under  the  date  of  March  10.  Further,  the 
Board  has  suggested  to  the  representatives  of  the  Denver 
Medical  Society  and  the  Constitution,  By-Laws  and  Creden- 
tials Committee  that  the  section  of  the  By-Laws  relating  to 
Active  Junior  Membership  be  clarified,  and  we  are  informed 
that  the  Constitution  and  By-Laws  Committee  has  already 
undertaken  such  work. 

Referring  to  the  third  paragraph  of  our  Handbook  report, 
the  Board  has  determined  that  it  cannot  reopen  the  dis- 
ciplinary case  tried  by  the  Board  in  1955. 

After  consultation  with  the  Constitution,  By-Laws  and 
Credentials  Committee,  the  Board  has  fixed  the  jurisdictional 
area  of  the  proposed  Adams  County-Aurora  Medical  Society 
as  requested  in  the  Constitution  of  the  proposed  society, 
namely,  the  County  of  Adams  and  that  portion  of  Arapahoe 
County  now  or  hereafter  embraced  within  the  corporate 
limits  of  the  City  of  Aurora,  Colorado.  The  By-Laws  of  the 
State  Society  automatically  grant  the  privilege  to  the  new 
society,  when  chartered,  to  waive  jurisdiction  over  the  western 
section  of  Adams  County  as  may  be  mutually  agreeable  to 
that  society  and  the  Clear  Creek  Valley  Medical  Society. 

HERMAN  w.  ROTH,  M.D.,  Chairman 

Personal  Report  of  President 

President  John  I.  Zarit:  Merely  for  your  in- 
formation, you  will  recall  I read  the  letter  from 
Governor  McNichols  yesterday  in  reference  to  the 
mental  health  situation.  My  secretary  received  a 
call  from  his  office  yesterday  while  we  were  in 
session.  The  call  was  from  Mr.  Daily,  the  public 
relations  man,  and  one  of  the  secretaries  of  the 
Governor.  He  called  in  regard  to  two  questions: 

(1)  Mr.  Daily  wrote  the  letter  over  the  Gover- 
nor’s signature.  The  purpose  of  the  letter  was  that 
the  State  Society  was  to  back  Dr.  Zarit  up.  The 
subject  of  the  letter:  The  Governor  would  wel- 
come the  opportunity  of  using  the  State  Society 
in  choosing  physicians  for  the  state  hospital.  Mr. 
Daily  would  like  to  know  if  the  letter  was  ade- 
quate. They  are  really  going  all  out. 

(2)  This  is  really  at  the  insistence  of  some  of 
the  officers  of  the  State  Society.  The  Governor 
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would  also  like  to  know  if  Dr.  Zarit  would  be 
willing  to  serve  on  the  new  committee  the  Gover- 
nor is  setting  up  to  be  known  as  the  Committee 
on  Aging.  I guess  this  will  have  to  do  with  the 
1961  White  House  Conference.  Mr.  Daily  again 
notes  that  this  is  not  the  same  committee  as  that 
set  up  by  Ed  Johnson  in  1956.  The  committee  will 
take  up  such  problems  as  convalescent  home  care, 
hospitalization,  treatment  in  the  home,  and  other 
similar  problems  affecting  the  aged.  Some  of  the 
members  have  urged  me  to  accept  but  I shall  defer 
that  for  a few  more  hours. 

Introduction  of  guests  and 
distinguished  visitors 

At  this  point  in  the  proceedings  Speaker  Bolton 
called  upon  Executive  Secretary  Sethman  to  intro- 
duce visiting  dignitaries  and  guests. 

Mr.  Sethman  introduced  those  visiting  Execu- 
tive Secretaries  from  other  states  who  were  pres- 
ent, including  Mr.  Arthur  R.  Abbey,  Cheyenne; 
Mr.  Harold  Bowman,  Salt  Lake  City;  Mr.  Ralph 
R.  Marshall,  Albuquerque;  Mr.  L.  R.  Hegland, 
Billings,  and  Mr.  Roy  Ragatz,  Assistant  Executive 
Secretary  of  the  Wisconsin  State  Medical  Society. 
He  also  introduced  Dr.  Wesley  W.  Hall,  of  Reno, 
President-Elect  of  the  Nevada  State  Association; 
Dr.  Lewis  M.  Overton,  of  Albuquerque,  President 
of  the  New  Mexico  State  Medical  Society;  and  Dr. 
Ulrich  R.  Bryner,  of  Salt  Lake  City,  President  of 
the  Utah  State  Medical  Association. 

Speaker  Bolton  then  asked  Drs.  Hall,  Overton 
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and  Bryner  if  they  would  care  to  make  any  com- 
ments. 

Dr.  Hall:  Mr.  Speaker,  members  of  the  House 
of  Delegates,  and  guests.  This  is  certainly  a privi- 
lege to  be  able  to  be  with  you  again  and  to  observe 
your  proceedings  here.  I want  to  particularly 
thank  your  excellent  Executive  Secretary  for  open- 
ing the  door  for  us  in  Nevada  to  participate  in 
the  Rocky  Mountain  Medical  Journal.  Also  two 
weeks  ago,  as  Mr.  Sethman  has  told  you,  he  was 
so  gracious  to  invite  us  to  this  great  Rocky  Moun- 
tain Medical  Conference  which  our  House  of  Dele- 
gates unanimously  accepted  and  approved. 

I do  not  know  whether  you  gentlemen  realize 
it  or  not,  but  it  has  been  my  observation  that  a 
prophet  is  not  without  honor  save  in  his  own  back- 
yard. Having  served  in  the  House  of  Delegates 
of  the  American  Medical  Association  for  probably 
all  too  long,  I think  I have  had  the  privilege  and 
opportunity  to  observe  where  the  leadership  comes 
from  in  these  United  States  of  America.  It  isn’t 
necessarily  from  the  largest  states,  not  by  any 
means.  I have  been  particularly  impressed  with 
you  gentlemen  from  Colorado.  Yours  is  an  out- 
standing medical  society.  You  are  dedicated  to 
the  practice  of  medicine.  Above  all,  you  are  dedi- 
cated to  the  principle  of  the  free  choice  of  physi- 
cian. I commend  you  for  this.  But,  above  all,  you 
are  gentlemen  of  courage.  You  have  your  own 
problems  certainly.  We  are  not  particularly  jealous 
of  you.  We  certainly  have  admiration  for  you.  We 
want  you  to  keep  up  the  good  work.  We  are 
behind  you.  We  still  look  forward  to  you  for 
leadership,  even  more  so  than  from  many  of  the 
much  larger  states. 

Dr.  Overton:  Mr.  Speaker,  President  Zarit, 
members  of  the  House  and  guests.  I particularly 
want  to  express  my  appreciation  at  being  here 
today.  I would  also  like  to  echo  what  Dr.  Hall 
has  just  said. 

New  Mexico  has  probably  looked  upon  Colo- 
rado as  our  godfather,  and  possibly  upon  Harvey 
Sethman  as  our  godmother. 

Actually,  we  do  not  wish  to  be  thought  of  as 
cockier  but  we  have  taken  a lot  of  the  good  things 
that  you  people  have  developed.  Your  courage  cer- 
tainly has  been  exemplified  in  the  steps  you  have 
taken.  I think  you  are  accomplishing  much  more 
in  the  progress  of  medicine  than  some  of  our 
larger  states. 

We  are  going  to  continue  to  look  forward  to 
you  for  help.  We  hope  that  some  of  these  days 
we  may  grow  up  so  that  we  may  be  of  help  to  you. 

President  Bryner  of  Salt  Lake  City,  Utah,  and 
President-Elect  Benjamin  Gitlitz,  of  Thermopolis, 
Wyoming,  were  not  present  in  the  room  when 
called  upon  to  speak  by  Speaker  Bolton. 

Reports  of  the  Reference  Committees 

Vice  Speaker  Covode  proceeded  to  call  for  re- 
ports of  reference  committees,  which  follow.  In 
each  case  they  were  presented  by  the  chairman 
of  the  committee,  and  on  his  motion  adopted  with- 
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out  dissent  section  by  section  and  as  a whole,  with 
certain  exceptions  as  hereinafter  noted,  after  op- 
portunity was  afforded  for  discussion,  and  were 
declared  to  be  adopted  by  the  Speaker  or  Vice 
Speaker  who  at  times  alternated  in  the  proceed- 
ings. 

Board  of  Trustees  and  Executive  Office 

(a)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Board  of  Trustees  as  carried  on  pages  10, 
11,  12,  and  13  of  the  Handbook  and  to  the  middle  of  page  14 
of  that  Handbook.  In  reviewing  the  report,  the  committee 
reviewed  the  supplemental  report  of  the  Board  of  Trustees 
and  recommends  its  approval. 

(b)  The  reference  committee  wishes  to  compliment  the 
Finance  Committee  on  its  excellent  work  in  the  past  year, 
and  its  achievement  of  $11,000  surplus  as  shown  by  the  audit 
and  the  $2,000  added  to  the  Journal  Reserve  Fund;  and  last, 
but  not  least,  no  extra  assessment  is  foreseen  in  the  near 
future. 

Your  reference  committee  recommends  the  approval  of 
the  reports  of  the  various  subcommittees  of  the  Board  of 
Trustees,  as  printed  on  pages  15,  16,  17,  18  and  19  of  the 
Handbook.  A new  agreement  was  sent  to  the  Board  of 
Trustees  by  Mr.  J.  Peter  Nordlund,  our  present  attorney 
counsel,  stating  his  individual  requests  and  specific  remunera- 
tions. These  various  requests  and  the  report  were  reviewed 
by  the  committee  and  accepted  for  this  fiscal  year  and  the 
next  fiscal  year,  as  requested  by  Mr.  Nordlund  in  his  report. 

(c)  Your  reference  committee  recommends  approval  of 
the  report  of  the  Foundation  Advocate  as  printed  on  pages 
25  and  26  of  the  Handbook. 

(d)  Your  reference  committee  reviewed  the  portion  of 
President  Zarit’s  Address  of  Welcome  given  on  September  8, 
regarding  the  obtaining  of  some  form  of  remuneration  or 
honorarium  for  incoming  Presidents,  and  wishes  to  submit 
to  the  House  of  Delegates  for  its  serious  consideration  that 
Presidents  (not  Presidents-elect)  will  receive  $200  per  month 
as  an  honorarium  as  well  as  $100  per  diem  when  on  out-of- 
state  business — the  annual  and  midwinter  A.M.A.  meetings 
excepted.  We  feel  that  this  is  a compulsory  move  so  as  not 
to  lose  any  confidence  in  future  Presidents  because  of  fi- 
nancial reasons. 

(e)  The  second  portion  of  President  Zarit’s  talk  pertaining 
to  the  Board  of  Trustees  serving  for  two  terms  of  three  years 
was  examined,  and  found  to  be  not  feasible  since  it  would 
require  the  revising  of  the  Constitution  and  By-Laws.  The 
committee  did  not  recommend  approval  of  this  portion  of 
Dr.  Zarit’s  request. 

The  budget  for  the  fiscal  year  was  examined  and  accepted 
by  your  reference  committee. 

(f)  A resolution  submitted  by  Dr.  Sam  Downing,  request- 

ing that  the  Program  Committee  of  the  Colorado  State  Medical 
Society  be  asked  to  provide  a full  day  which  might  be 
devoted  to  the  Society’s  business  so  that  meetings  of  Boards, 
Councils  and  Committees  may  conflict  as  little  as  possible 
with  clinical  and  Society  functions,  was  reviewed.  Your 
reference  committee  wishes  to  recommend  that  this  resolution 
be  referred  to  the  Board  of  Trustees  without  recommendation 
since  this  would  require  an  extra  day  for  our  medical 
meetings.  ROBERT  LUDWICK,  M.D.,  Chairman 

VICTOR  A.  CRUMBAKER,  M.D. 

TERRY  J.  GROMER,  M.D. 

JACKSON  SADLER,  M.D. 

MILTON  L.  WIGGINS,  M.D. 

Speaker  Bolton:  With  reference  to  item  (d), 
the  Chair  would  like  to  ask  one  question  to  be 
certain  that  the  House  is  clear  on  this  particular 
point:  Does  this  mean  now  that  you  are  giving 
this  as  a directive  to  the  Board  of  Trustees  to 
implement  this  as  a suggestion? 

Chairman  Ludwick:  Yes. 

There  was  no  further  discussion  and  the  re- 
maining sections  and  the  report  as  a whole  were 
adopted. 

Report  of  Reference  Committee  on 
Legislation  and  Public  Relations 

(a)  Your  reference  committee  recommends  the  approval 
of  the  report  of  the  Liaison  Committee  to  the  Board  of 
Regents  as  carried  on  pages  20  and  21  of  the  Handbook,  and 


wishes  to  compliment  the  committee,  the  Board  of  Regents, 
and  Dean  Glaser  on  the  adoption  of  this  resolution. 

(b)  Your  committee  recommends  approval  of  the  report 
of  the  Subcommittee  on  Blood  and  Tissue  Banks  as  printed 
on  page  35  of  the  Handbook,  and  also  on  the  supplemental 
report  which  was  read  at  the  first  meeting  of  the  House. 
We  feel  the  entire  Society  has  greatly  benefited  from  the 
educational  and  teaching  program  of  the  Belle  Bonfils  Me- 
morial Blood  Bank  and  we  wish  to  commend  them  once 
again  on  their  outstanding  work. 

(c)  Your  committee  recommends  the  approval  of  para- 
graph 1 of  the  report  of  the  Public  Policy  Committee  appear- 
ing on  page  46  of  the  Handbook.  No  action  was  taken  on 
the  problems  of  the  Old-Age  Pension  Plan  as  it  now  exists 
and  although  we  are  cognizant  of  its  defects,  this  matter  is 
being  handled  by  another  reference  committee. 

(dl  Your  committee  approves  paragraph  2 of  the  report 
of  the  Public  Policy  Committee  as  appearing  on  page  46  of 
the  Handbook,  and  feels  that  the  Public  Policy  Committee 
should  be  commended  for  its  liaison  with  the  Governor  in 
the  appointments  to  the  State  Board  of  Medical  Examiners. 

(e)  Your  committee  has  studied  and  discussed  paragraph  3 
of  the  Public  Policy  Committee  report  and  your  reference 
committee  wishes  to  commend  Drs.  Ebaugh,  Murphey,  Brady, 
and  O’Connell  for  their  extensive  and  painstaking  study  of 
the  care  of  the  mentally  ill  in  the  State  of  Colorado.  Your 
committee  feels  that  the  existing  facilities  for  the  mentally  ill 
should  be  expanded  and  improved,  together  with  adequate 
personnel,  prior  to  the  launching  of  any  long-range  program. 
This  is  a reiteration  of  the  stand  of  the  House  of  Delegates 
at  the  February,  1959,  session  of  the  House.  It  is  the  opinion 
of  the  committee  that  the  report  of  the  Consulting  Committee 
of  Senior  Psychiatrists  to  the  Public  Policy  Committee  of 
the  State  Society  contains  many  excellent  suggestions  and 
proposals  that  should  be  strongly  considered  when  practical. 
We  wish  to  commend  Dr.  Zimmerman  and  his  staff  for  their 
years  of  excellent  service  in  the  face  of  many  handicaps. 

(f)  Your  committee  recommends  the  approval  of  para- 
graphs 4,  5,  6 and  7 of  the  report  of  the  Public  Policy  Com- 
mittee as  appearing  on  pages  46  and  47  of  the  Handbook. 

(g)  Your  committee  recommends  the  approval  of  the  re- 
port of  the  Subcommittee  on  Publicity  as  printed  on  pages 
47  and  48  of  the  Handbook.  We  feel  that  Dr.  Bouslog  and 
his  committee  have  done  outstanding  work  in  presenting 
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medical  productions  and  information  to  the  public. 

(h)  Your  committee  recommends  the  approval  of  the  re- 
port of  the  Advisory  Committee  on  Workmen’s  Compensation 
Affairs  as  printed  on  page  50  of  the  Handbook,  and  in  par- 
ticular recommends  that  the  Orientation  Course  should  include 
in  the  curriculum  instructions  regarding  the  legal  require- 
ments of  Workmen’s  Compensation  cases. 

(i)  Your  committee  recommends  the  approval  of  the  re- 

port of  the  Advisory  Committee  to  the  Colorado  Association 
of  Medical  Assistants  as  appearing  on  pages  51  and  52  of  the 
Handbook.  ROBERT  E.  McCtIRDY,  M.D..  Chairman 

M.  L.  CRAWFORD,  M.D. 

FRANK  E.  STANDEE,  M.D. 

LEO  J.  NOLAN,  M.D. 

Report  of  the  Reference  Committee 
on  Scientific  Work 

(a)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Committee  on  Library  and  Medical  Litera- 
ture, as  carried  on  pages  32  and  33  of  the  Handbook. 

(b)  Your  committee  recommends  approval  of  the  report 
of  the  Committee  on  Medical  Education  and  Hospitals  as 
printed  on  page  33  of  the  Handbook. 

(c)  Your  committee  recommends  the  approval  of  the  report 
of  the  Committee  on  Rocky  Mountain  Medical  Conference  as 
printed  on  pages  48-49  of  the  Handbook. 

(d)  Your  committee  recommends  approval  of  the  report 
of  the  Committee  on  Scientific  Program  as  printed  on  pages 
49  and  50  of  the  Handbook,  and  wishes  to  extend  our  appre- 
ciation to  Smith,  Kline  and  French  for  their  fine  part  in  our 
program.  The  reference  committee  also  wishes  to  commend 
the  committee  for  their  fine  work  during  the  whole  year. 

JAMES  KENNEDY,  Chairman 

EDWARD  C.  BUDD,  M.D. 

WM.  A.  H.  RETTBERG,  M.D. 

Report  of  the  Reference  Committee 
on  Public  Health 

(a)  Your  reference  committee  has  read  the  report  of  the 
Subcommittee  on  Alcoholism  and  Drug  Addiction  as  it  appears 
on  page  37  of  the  Handbook,  and  recommends  commendation 
of  that  committee  and  suggests  they  continue  their  good 
work. 

(b)  Your  reference  committee  has  read  and  approved  the 
report  of  the  Automotive  Safety  Subcommittee  as  given  on 
pages  38  and  39  of  the  Handbook,  and  recommends  that  they 
continue  their  efforts  during  the  next  year. 

(c)  The  Public  Health  Reference  Committee  has  approved 
the  report  of  the  Cancer  Control  Subcommittee  as  printed  on 
page  39  of  the  Handbook,  and  we  recommend  that  the  activi- 
ties of  the  Cancer  Control  Subcommittee  and  the  Cancer 
Conference  Subcommittee  be  incorporated  into  those  of  one 
committee  to  be  caUed  the  “Cancer  Committee.” 

(d)  Your  reference  committee  has  read  and  approved  the 
report  of  the  Cancer  Conference  Subcommittee  as  carried  on 
page  39  of  the  Handbook. 

(e)  The  reference  committee  has  approved  and  commends 
the  Subcommittee  on  Aging  whose  report  is  carried  on  page 
40  of  the  Handbook. 

(f)  The  reference  committee  has  approved  the  report  of 
the  Immunization  Committee,  listed  on  page  40  of  the  Hand- 
book, and  recommends  increased  activity  on  the  part  of  all 
private  physicians  and  public  health  personnel  to  further  the 
process  of  immunization  of  our  population  against  polio. 


(g)  The  Public  Health  Reference  Committee  has  read  and 
approved  the  report  of  the  Industrial  Health  Committee  as 
carried  on  page  41  of  the  Handbook.  We  approve  the  organiza- 
tion of  a Rocky  Mountain  Industrial  Health  group  and  would 
recommend  that  the  House  of  Delegates  approve  the  organiza- 
tion of  this  group. 

(h)  The  reference  committee  has  read  and  approved  the 
report  of  the  Subcommittee  on  Maternal  and  Child  Health 
as  given  on  page  41  of  the  Handbook. 

(i)  Your  Reference  Committee  on  Public  Health  considered 
the  report  of  the  Mental  Health  Subcommittee  and  we  wish 
to  approve  the  recommendation  given  in  subparagraph  (1) 
of  Section  1 in  the  report  of  the  Mental  Health  Committee, 
as  carried  on  page  42  of  the  Handbook;  that  is,  that  the 
Mental  Health  Bill  regarding  certifying  psychologists  be 
opposed  until  further  study  is  accomplished. 

(j)  The  reference  committee  did  not  approve  subparagraph 
(2)  of  Section  1 of  this  report,  and  recommends  to  the  House 
of  Delegates  that  this  subparagraph  be  disapproved  and  the 
following  subparagraph  substituted  in  its  stead: 

“Your  reference  committee  questions  whether  this  is  a 
propitious  time  to  seek  any  amendment  to  the  Medical  Prac- 
tice Act.  We  recommend  that  any  review  of  the  Medical 
Practice  Act  should  be  conducted  only  imder  the  guidance 
of  the  Legislative  and/or  of  the  Public  Policy  Committees.” 

(k)  The  reference  committee  approves  the  section  No.  2 
of  the  report  of  the  Mental  Health  Committee,  as  printed  on 
page  42  of  the  Handbook,  dealing  with  problems  of  the  State 
Hospital  at  Pueblo,  with  the  following  exception:  (1)  We 
recommend  that  the  balance  of  paragraph  2,  beginning  with 
the  words  “Selection  of  a Director”  at  the  top  of  page  43  be 
deleted  and  the  following  substituted  for  it:  “Selection  of  a 
Director  of  Psychiatric  Services  should  be  made  by  a com- 
mittee, appointed  by  the  Governor,  to  include  members  recom- 
mended by  the  Colorado  Neuro-psychiatric  Society,  the  Colo- 
rado State  Medical  Society,  and  the  district  branch  of  the 
American  Psychiatric  Association.  This  position  should  remain 
an  appointive  one.”  (2)  Paragraphs  3 and  4 below  this  as 
given  on  page  43  in  the  Handbook  are  approved  as  written. 

(l)  Your  reference  committee  has  read  and  approved  the 
report  of  the  Committee  on  Rehabilitation. 

(m)  Your  reference  committee  has  read  and  approved  the 
report  of  the  Subcommittee  on  Rural  Health  and  wishes  to 
commend  them  for  the  large  amount  of  work  that  is  being 
done  by  this  committee. 

(n)  Your  reference  committee  has  read  and  approved  the 
report  of  the  Subcommittee  on  Sanitation.  We  recommend 
that  the  Sanitation  Committee  continue  its  efforts  to  promote 
a consolidated  sewage  plan  for  the  Denver-Clear  Creek  Valley 
area. 

(o)  Your  Reference  Committee  has  studied  the  report  to 
the  Governor  by  the  Task  Force  Committee  on  Tuberculosis 
Control,  and  recommends  its  approval  by  the  House  of  Dele- 
gates. Your  reference  committee  approves  the  balance  of  the 
report  of  the  Tuberculosis  Control  Subcommittee,  as  given 
on  page  45  of  the  Handbook. 

WILLIAM  LEWALLEN,  JR.,  M.D.,  Chairman 

LEE  J.  BEUCHAT,  M.D. 

GEORGE  R.  BUCK,  M.D. 

EDWARD  MEISTER,  M.D. 

Report  of  the  Reference  Committee 
on  Miscellaneous  Business 

(a)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  American  Medical  Education  Foundation 

continued  on  page  138 
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NEW 

'flavor-timed'' 
dual-action 
coronary  vasodilator 


for  ANGINA  PECTORIS 


ORAL  (tablet  swallowed  whole) 
for  dependable  prophylaxis 

SUBLINGUAL-ORAL 

for  immediate  and  sustained  relief 


Nitroglycerin 

—0.4  mg.  (1/150  grain)  — acts  quickly 

Citrus  “flavor-timer” 

—signals  patient  when  to  swallow 

Pentaerythritol  tetranitrate 

-15  mg.  (1/4  grain) -prolongs  action 


For  continuing  prophylaxis  patient 
swallows  the  entire  Dilcoron  tablet 
on  an  empty  stomach. 

Bottles  of  100. 

Average  prophylactic  dose: 

1 tablet  four  times  daily 
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Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 
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The  extended  usefulness  of  TENTONE  is  readily  apparent 

TENTONE®  Methoxypromazine  Maleate  is  a new,  distinctive  phenothiazine . . .highly  active 
. . . for  general  use  in  mild  and  moderate  emotional  and  psychosomatic  disorders. 

TENTONE  elicits  a striking,  positive  calming  response^’^. . . with  marked  reduction  of 
psychic  disorientation,  and  low  risk  of  blood,  liver  or  other  organic  toxicity  and  intolerance.^-^ 

TENTONE  parallels  the  weaker  ataractics  in  low  incidence  of  side  effects.  Freedom  from 
induced  depression  is  apparently  even  greater.^ 

TENTONE  provides  a broadly  adaptable  dosage  range  (30  to  500  mg.  daily)  to  permit 
maximum  control  in  cases  of  varying  severity. 

TENTONE  is  also  indicated  to  relieve  emotional  stress  in  surgical,  obstetric  and  other 
hospitalized  patients. 


CONDITION 


Dosage:  Mild  to  moderate  ca5e5  — average  starting  dose,  one  10  mg.  or  one  25  mg.  tablet 
three  or  four  times  daily.  Moderate  to  severe  — avevdLge  starting  dose,  one  50  mg.  tablet 
four  times  daily.  Supplied:  10  mg.,  25  mg.,  and  50  mg.  tablets. 


1.  Bodi,  T.,  and  Levy,  H.:  Clinical  report,  cited  with  permission.  2.  Wetzler,  R.  A.,  and  Phillips,  R.  M.:  Clinical 
report,  cited  with  permission.  3.  Prigot,  A.:  Clinical  report,  cited  with  permission.  4.  Gosline,  E.,  et  al.:  Am.  ].  Psychiat. 
115:939  (April)  1959.  5.  Turvey,  S.  E.  C.:  Clinical  report,  cited  with  permission. 
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Committee  as  carried  on  page  53  of  the  Handbook  and  that 
the  committee  be  commended  for  its  fine  work  in  this  im- 
portant endeavor. 

(b)  The  committee  wishes  also  to  add  its  congratulations 
to  Mesa  County  for  their  fine  response,  which  won  them  the 
AMEF  award  of  merit. 

(c)  Your  reference  committee  recommends  the  approval 
of  the  report  of  the  Military  Affairs  Committee  as  carried  on 
page  62  of  the  Handbook. 

(d)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Representatives  of  the  Adult  Education 
Council  as  carried  on  page  62  of  the  Handbook. 

M.  A.  DURHAM,  M.D.,  Chairman 
VINCENT  G.  CEDARBLADE 
L.  L.  HICK 
H.  B.  HUSKEY 
C.  H.  McLAUTHLIN 
J.  H.  PATTERSON 

Report  of  Reference  Committee  on 
Constitution,  By-Laws  amd  Credentials 

(a)  Your  reference  committee  has  reviewed  the  report  of 
the  Ad  Hoc  Committee  on  By-Law  Revisions  as  published 
on  pages  53,  54,  and  55  of  the  Handbook,  and  the  supplement 
to  the  report  of  the  Ad  Hoc  Committee  on  By-Law  Revisions 
as  published  on  pages  55  through  62  of  the  Handbook.  The 
committee  recommends  that  they  be  submitted  to  the  Board 
of  Trustees  for  further  study.  It  is  further  recommended  that 
the  Board  of  Trustees  again  refer  this  matter  to  the  House 
of  Delegates  at  the  Interim  Session  in  1960.  Your  committee 
believes  that  this  sweeping  revision  of  our  governmental 
structure  is  not  well  enough  understood  by  the  House  of 
Delegates  for  action  at  this  time.  The  revision  would  be  of 
primary  advantage  to  the  executive  functioning  of  the  So- 
ciety, particularly  in  the  way  of  streamlining  such  functions. 
There  is  question  as  to  whether  such  changes  would  actually 
correct  existing  deficiencies  in  our  mode  of  operation,  and 
the  Board  of  Trustees  should  be  given  the  opportunity  to 
evaluate  such  proposed  changes. 

(b)  Your  reference  committee  has  reviewed  the  applica- 
tion of  a new  component  of  the  Colorado  State  Medical 
Society,  the  Adams  County-Aurora  Medical  Society,  and  has 
approved  the  Constitution  and  By-Laws  submitted  by  that 
component  society.  The  committee  recommends  the  estab- 
lishment of  the  Adams  County-Aurora  Medical  Society. 

lb)  Misunderstanding  has  arisen  over  the  definition  of 
the  membership  classification,  “Active  Member  Junior.”  To 
clarify  this  misunderstanding,  your  committee  recommends  a 
change  in  the  By-Laws  by  deleting  paragraph  b.  Section  3, 
Chapter  I,  page  10  of  the  Articles  of  Incorporation,  Constitu- 
tion and  By-Laws,  and  substituting  for  it  the  following: 

“b.  Active  Members  Junior.  Active  Members  shall  be  ac- 
corded this  classification  for  a total  period  of  three  years  of 
active  medical  practice,  whether  continuous  or  interrupted  by 
military  service  or  additional  formal  training — specifically, 
full-time  A.M.A.  approved  internship,  residency,  fellowship 
or  preceptorship.  Any  period  of  active  medical  practice  in 
any  locality  will  be  included  as  a part  of  the  three-year 
period  of  eligibility  for  Active  Junior  Membership.  Active 
Members  Junior  may  not  be  required  to  pay  annual  dues  or 
assessments  in  an  amount  to  exceed  one-half  the  dues  or 


assessments  charged  against  Active  Members  Senior.” 

GEORGE  CURFMAN,  M.D.,  Chairman 
WINTHROP  B.  CROUCH,  M.D. 

JOHN  A.  DAVIS,  M.D. 

H.  HARPER  KERR,  M.D. 

Paragraph  (a)  of  the  above  report  was  dis- 
cussed by  Vice  Speaker  Covode,  Chairman  Curf- 
man  and  the  Secretary,  Mr.  Sethman,  for  purposes 
of  clarification,  after  which  it  was  decided  to 
defer  action  on  this  paragraph  until  the  third 
meeting  of  the  House  of  Delegates.  The  remainder 
of  the  report  was  adopted  without  discussion  or 
dissent. 

Report  of  the  Reference  Committee 
on  Professional  ReloMons 

(a)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Board  of  Councilors  as  carried  on  page  23 
of  the  Handbook,  and  wishes  to  express  the  appreciation  of 
the  Society  for  the  excellent  manner  in  which  they  have 
discharged  their  duties. 

(b)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Grievance  Committee  as  carried  on  page  24 
of  the  Handbook,  and  wishes  to  express  the  appreciation  of 
the  Society  for  their  many  hours  of  work. 

(c)  Your  reference  committee  recommends  approval  of 
the  report  of  the  Subcommittee  on  Panel  Practice  as  printed 
on  page  24  of  the  Handbook,  and  wishes  to  commend  the 
entire  committee,  and  Dr.  B.  T.  Daniels,  its  Chairman,  par- 
ticularly, for  their  fine  efforts.  In  addition,  the  reference 
committee  agrees  that  the  Subcommittee  on  Panel  Practice 
should  be  continued  as  suggested  in  this  report. 

(d)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Delegates  to  the  American  Medical  Associ- 
ation as  carried  on  page  25  of  the  Handbook,  and  of  the 
supplemental  reports.  The  committee  would  like  to  compli- 
ment the  Delegates  and  Alternates  for  the  manner  in  which 
they  conducted  themselves  at  the  meeting  in  Atlantic  City, 
particularly  regarding  the  “Report  of  the  Commission  on 
Medical  Care  Plans.”  The  reference  committee  would  like 
to  call  attention  to  the  fact  that  again  the  actions  of  the 
Medical  Society  have  been  reported  in  a grossly  inaccurate 
fashion  by  the  press.  It  is  the  understanding  of  the  reference 
committee  that  the  local  press  was  acting  on  national  press 
releases  and  perhaps  could  be  at  least  partially  absolved  from 
this  criticism.  However,  this  reference  committee  would  like 
to  again  call  the  attention  of  the  House  to  the  fact  that  the 
reporting  of  medical  matters  is  often  grossly  inaccurate.  The 
committee  would  like  to  call  attention  to  the  leading  editorial 
in  the  July  issue  of  the  Rocky  Mountain  Medical  Journal 
entitled  “Misinterpretation  of  Doctors’  Shop  Talk.” 

(e)  Your  reference  committee  has  studied  the  report  of 
the  Subcommittee  on  Emergency  Medical  Service  as  carried 
on  page  34  of  the  Handbook.  It  recommends  approval  of  the 
section  (a)  of  this  report  and  recommends  that  sections  (b), 

(c),  (d),  (e),  and  (f)  be  accepted  but  not  approved  by  the 
reference  committee.  The  reason  for  non-approval  of  these 
sections  is  that  the  reference  committee  did  not  have  enough 
information  concerning  these  sections  to  recommend  ap- 
proval. 

(f)  Your  reference  committee  recommends  the  approval  of 
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COUGH  promptly  curbed  by  homarylamine— non-narcotic  antitussive  with  the 
approximate  potency  of  codeine. 

INFECTION  combated  by  three  nonsystemic  antibiotics— each  active  against 
common  mouth  and  throat  pathogens,  all  with  relatively  low  sensitization 
potentials. 

IRRITATION  soothed  by  benzocaine— a topical  anesthetic  that  promotes  pro- 
longed  relief  of  inflamed  or  irritated  tissues. 

PENnZETS  troches 

Homarylamine  • Bacitracin  • Tyrothricin  • Neomycin  • Benzocaine 

NEW  PINEAPPLE  FLAVOR  Overwhelmingly  selected  by  a taste  panel. 
Available  to  your  patients  on  your  prescription  only. 

DOSAGE:  Three  to  five  troches  daily  for  three  to  five  days. 

SUPPLIED:  Vials  of  12. 

MERCK  SHARP  A BOMME  DIVISION  OF  MERCK  & CO.,  Inc..  PHILADELPHIA  1,  PA. 

Pentazcts  is  a trademark  of  Merck  & Co.,  Inc. 
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the  report  of  the  Subcommittee  on  Physician-Nurse  Relation- 
ship as  listed  on  page  35  of  the  Handbook. 

(g)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Medicolegal  Committee  as  it  appears  on 
pages  36  and  37  of  the  Handbook,  and  wishes  to  commend 
the  committee  for  the  important  and  constructive  work  it 
has  done.  In  addition,  the  committee  wishes  to  take  note  of 
Dr.  Bluemel’s  study  of  medicolegal  statistics  and  wishes  to 
thank  him  for  his  constructive  efforts  in  the  medicolegal 
field. 

(h)  Your  reference  committee  was  asked  to  consider  Dr. 
Zarit’s  suggestion  in  his  address  of  September  8:  “May  I 
suggest  that  our  Grievance  Committee  meet  with  the  Colo- 
rado State  Board  of  Medical  Examiners  and  try  to  set  up 
state  governmental  machinery  for  a disciplinary  committee 
with  teeth.”  Your  reference  committee  suggests  that  since 
state  governmental  machinery  in  this  area  is  controlled  by 
the  Medical  Practice  Act  and  as  such  is  not  under  our  direct 
influence,  the  Grievance  Committee  be  charged  with  the 
responsibility  of  reporting  immediately  to  the  State  Board 
of  Medical  Examiners  any  complaints  which  are  received 
against  physicians  who  are  non-members  of  the  Society,  and 
thus  are  not  under  the  jurisdiction  of  said  committee.  The 
reference  committee  further  recommends  that  there  be  the 
closest  possible  liaison  between  the  Grievance  Committee  and 
the  State  Board  of  Medical  Examiners. 

SAM  W.  DOWNING,  M.D.,  Chairman 

JOHN  B.  FARLEY,  M.D. 

ALEXIS  E.  LUBCHENCO,  M.D. 

EDWARD  E.  MUELLER,  M.D. 

WILLIAM  Y.  TAKAHASHI,  M.D. 

Report  of  the  Committee  on  Nominations 
The  following  report  of  the  Nominating  Com- 
mittee, presented  by  Chairman  John  B.  Farley, 
not  subject  to  adoption,  was  received  and  placed 
on  file. 

Your  Committee  on  Nominations  respectfully 
offers  the  following  slate  of  nominations  for  posi- 
tions to  be  filled  by  election  at  this  89th  Annual 


JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 
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Sulfamethoxypyridazine  Lederle 
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LEDERLE  LABORATORIES,  a Division  of 
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Session  of  the  Colorado  State  Medical  Society: 

For  President-elect:  Dr.  C.  W.  Anderson  of 
Denver. 

For  Vice  President:  Dr.  J.  Alan  Shand  of  La 
Junta. 

For  Treasurer,  three-year  term:  Dr.  W.  C. 
Service  of  Colorado  Springs. 

For  Trustee,  three-year  term:  Dr.  Carl  H.  Mc- 
Lauthlin  of  Denver. 

For  Councilor,  District  No.  2,  three-year  term: 
Dr.  John  Simon  of  Englewood. 

For  Councilor,  District  No.  5,  three-year  term: 
Dr.  Herman  W.  Roth  of  Monte  Vista. 

For  Councilor,  District  No.  9,  three-year  term: 
Dr.  Scott  Gale  of  Pueblo. 

For  members  of  the  Grievance  Committee, 
each  for  a two-year  term,  six  to  be  elected:  Dr. 
Harper  Kerr  of  Pueblo,  Dr.  John  W.  McDonald  of 
Sterling,  Dr.  Joel  Husted  of  Boulder,  Dr.  James 
Orr  of  Fruita,  Dr.  Paul  Tramp  of  Loveland,  Dr. 
Theodore  Gleichman  of  Denver. 

For  member  of  the  Grievance  Committee,  one- 
year  term,  to  fill  vacancy  created  by  resignation 
of  Dr.  Robert  C.  Lewis,  Jr.:  Dr.  R.  L.  Speck  of 
Cortez. 

For  Delegate  to  the  A.MA..,  two-year  term:  Dr. 
E.  H.  Munro  of  Grand  Junction. 

For  Alternate  Delegate  to  A.M.A.,  two-year 
term:  Dr.  Harlan  E.  McClure  of  Lamar. 

For  Delegate  to  the  A.M.A.,  two-year  term:  Dr. 
I.  E.  Hendryson  of  Denver. 

For  Alternate  Delegate  to  A.M.A.,  two-year 
term:  Dr.  Clare  C.  Wiley  of  Longmont. 

For  Foundation  Advocate:  Dr.  W.  W.  King  of 
Denver. 

For  Speaker  of  the  House  of  Delegates:  Dr. 
William  Covode  of  Denver. 

For  Vice  Speaker  of  the  House  of  Delegates: 
Dr.  Heman  R.  Bull  of  Grand  Junction. 

For  the  place  of  the  93rd  Annual  Session  to  be 

held  in  1963:  Pueblo.  john  b.  farley,  chairman 

SAMUEL  B.  CHILDS 
H.  B.  HUSKEY 
JOHN  A.  DAVIS 
W.  B.  CROUCH 
W.  R.  SISSON 
WILLIAM  CURTIS 

Upon  completion  of  the  committee  reports 
above.  Chairman  Bolton  introduced  Mr.  Rupert 
Brockman,  Delegate  from  the  Colorado  Chapter  of 
the  Student  A.M.A.,  and  commended  him  for  his 
fine  report  to  the  Board  of  Trustees. 

There  was  no  unfinished  business  to  discuss 
and  at  this  point  in  the  proceedings  the  House  met 
in  brief  Executive  Session. 

New  business 

Dr.  Leo  J.  Nolan  of  Lakewood  offered  the  fol- 
lowing resolution  to  the  House  from  the  Clear 
Creek  County  Medical  Society: 

RESOLUTION 

WHEREAS,  There  is  no  official  recognition  of  general 
practice  sections  in  accredited  hospitals;  and 

WHEREAS,  It  has  been  recommended  by  a surveyor  of 
the  Joint  Commission  for  Hospital  Accreditation  that  action 
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be  taken  at  the  county  and  state  level  to  obtain  official  recog- 
nition for  a general  practice  section;  therefore,  be  it 

RESOLVED,  That  the  Colorado  State  Medical  Society  go 
on  record  as  recommending  that  a member  of  the  American 
Academy  of  General  Practice  be  included  on  the  Joint  Com- 
mission of  Hospital  Accreditation. 

There  was  no  discussion  and  Speaker  Bolton 
referred  the  resolution  to  the  Reference  Commit- 
tee on  Scientific  Work.  There  was  no  further  new 
business. 

After  a brief  announcement  of  committee  re- 
ports to  be  heard  at  the  final  meeting  of  the 
House,  Speaker  Bolton  entertained  a motion  to 
cancel  the  optional  meeting  scheduled  Thursday, 
September  10.  The  motion  was  seconded  and  car- 
ried without  dissent.  Speaker  Bolton  declared  the 
Second  Meeting  of  the  House  adjourned  and  asked 
the  Delegates  to  reconvene  at  8:00  o’clock  a.m., 
Friday,  September  11,  1959,  in  the  Ballroom  of 
the  Brown  Palace  West  Hotel  for  the  third  and 
final  meeting  of  the  89th  Annual  Session. 

THIRD  MEETING 
Friday,  September  11,  1959 

Speaker  Vernon  L.  Bolton,  M.D.,  Colorado 
Springs,  called  the  House  to  order  at  8:00  o’clock 
a.m.  There  was  no  further  credentials  report.  Roll 
call  disclosed  a quorum  was  present.  The  list  of 
those  in  attendance  at  this  meeting  was  by  mo- 
tion of  the  House,  without  dissent,  revised  as  fol- 
lows: 


El  Paso  County  Medical  Society — Alternates 
James  H.  Donald  and  Hubert  H.  Rodman  were 
seated  to  replace  absent  Delegates  James  V.  Carris 
and  Matthew  A.  Hetrick.  Denver  County  Society — 
Alternate  F.  A.  Garcia  to  replace  absent  Delegate 
Dale  M.  Atkins. 

The  House  voted  to  dispense  with  the  reading 
of  the  condensed  minutes  of  the  Second  Meeting. 

Election  oj  officers 

Executive  Secretary  Sethman  reread  the  re- 
port of  the  Nominating  Committee  as  it  was  sub- 
mitted to  the  Second  Meeting  of  the  House  on 
September  9th. 

No  supplements  or  amendments  thereto  had 
been  subsequently  presented  by  the  committee. 

Speaker  Bolton  proceeded  to  conduct  the  elec- 
tions. With  respect  to  each  office  concerned  in 
the  report  of  the  Nominating  Committee,  the 
Speaker  inquired  if  there  were  further  nomina- 
tions from  the  floor  of  the  House,  allowed  a 
reasonable  time  for  any  Delegate  to  make  such  a 
nomination,  and  none  were  made.  In  each  instance 
the  Chair,  hearing  no  further  nominations  for  any 
of  the  offices,  declared  the  nomination  closed  and 
entertained  a motion  to  elect  the  candidate.  There 
were  no  dissenting  votes,  and  the  Chair  in  each 
instance  officially  declared  the  man  elected. 

The  following  proceedings  were  recorded, 
among  others,  during  the  election  of  officers: 

Speaker  Bolton:  I hereby  declare  Dr.  Cyrus 
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W.  Anderson  elected  President-Elect.  (Applause.) 
The  Chair  will  appoint  Dr.  James  M.  Perkins  and 
Dr.  Leo  W.  Bortree  to  escort  Dr.  Anderson  to  the 
platform. 

President-Elect  Anderson:  Friends,  and  I am 
sure  you  are  all  my  friends,  I consider  this  a 
great  honor  and  a great  responsibility.  I realize 
that.  I am  very  proud  to  think  that  you  had  that 
much  confidence  in  me  that  you  have  elevated  me 
to  this  office  at  a time  when  there  are  a great 
many  problems.  I hope  that  I will  be  worthy  of 
your  choice  and  I do  thank  you  very  much. 

At  the  conclusion  of  the  election  of  officers 
further  revisions  in  the  list  of  those  present  at  this 
meeting  of  the  House  were  as  follows: 

On  motion  by  Credentials  Committee  Chairman 
Curfman,  Alternate  George  Maresh  of  Denver  re- 
placed Delegate  Sam  W.  Downing.  Donald  Schiff, 
Alternate  from  Arapahoe  County,  replaced  Dele- 
gate James  Kennedy. 

Vice  Speaker  Covode  called  for  additional  re- 
ports from  any  board,  officer  or  committee. 

Supplemental  Report  of  Reference  Commitee 
on  Constitution,  By-Laws  and  Credentials 

The  following  report  submitted  by  Chairman 
George  Curfman  was  heard  and,  without  dis- 
cussion, adopted  without  dissent. 

Your  reference  committee  has  reviewed  the  report  of  the 
Ad  Hoc  Committee  on  By-Law  Revisions  as  published  on 
pages  53,  54  and  55  of  the  Handbook,  and  the  supplement  to 
the  report  of  the  Ad  Hoc  Committee  on  By-Law  Revisions  as 
published  on  pages  55  through  62  of  the  Handbook.  The  com- 
mittee recommends  that  they  be  submitted  to  the  Board  of 
Trustees  for  further  study.  It  is  further  recommended  that 
the  Board  of  Trustees  refer  this  matter  to  the  House  of 
Delegates  at  the  Interim  Session  in  1960  for  information  only 
and  for  action  at  the  House  of  Delegates  meeting  at  the 
Annual  Session  in  1960.  Your  committee  believes  that  this 
sweeping  revision  of  our  governmental  structure  is  not  well 
enough  understood  by  the  House  of  Delegates  for  action  at 
this  time.  The  revision  would  be  of  primary  advantage  to 
the  executive  functioning  of  the  Society,  particularly  in  the 
way  of  streamlining  such  functions.  There  is  question  as  to 
whether  such  changes  would  actually  correct  existing  defi- 
ciencies in  our  mode  of  operation,  and  the  Board  of  Trustees 
should  be  given  the  opportunity  to  evaluate  such  proposed 
changes.  GEORGE  CURFMAN,  M.D.,  Chairman 

WINTHROP  B.  CROUCH,  M.D. 

JOHN  A.  DAVIS,  M.D. 

H.  HARPER  KERR,  M.D. 

Second  Report  of  the  Reference 
Committee  on  Scientific  Work 

In  the  absence  of  Chairman  James  M.  Kennedy, 
Dr.  William  A.  H.  Rettberg  presented  the  follow- 
ing report,  which  was  adopted  without  dissent: 

Action  of  the  reference  committee  on  resolution  intro- 
duced by  the  Clear  Creek  Valley  Medical  Society  relating  to 
the  Joint  Commission  on  Accreditation  of  Hospitals. 

After  consultation  with  officials  of  the  American  Academy 
of  General  Practice,  we  find  that  the  contents  of  this  resolu- 
tion have  already  been  discussed  with  the  Joint  Commission 
for  Hospital  Accreditation,  and  that  this  action  is  not  feasible 
at  this  time.  Your  reference  committee  therefore  does  not 
recommend  approval  of  this  resolution. 

JAMES  M.  KENNEDY,  M.D.,  Chairman 
WILLIAM  A.  H.  RETTBERG,  M.D. 
EDWARD  C.  BUDD,  M.D. 

Speaker  Bolton:  “Before  we  go  any  further  on 
this  next  order  of  business,  we  need  to  come  back 
just  a moment: 

“In  Dr.  Curfman’s  preliminary  report,  before. 
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there  was  one  paragraph  that  constituted  a change 
in  our  By-Laws,  by  deleting  paragraph  b,  section 
3,  chapter  I,  page  10,  Articles  of  Incorporation, 
Constitution  and  By-Laws,  and  substituting  there- 
for the  following: 

b.  Active  Members  Junior — Active  members  shall  be  ac- 
corded this  classification  for  a total  period  of  three  years  of 
active  medical  practice,  whether  continuous  or  interrupted  by 
military  service  or  additional  formal  training — specifically 
full-time  A.M.A.  approved  internship,  residency,  fellowship, 
or  preceptorship.  Any  period  of  active  medical  practice  in  any 
locality  will  be  included  as  a part  of  the  three-year  period  of 
eligibility  for  Active  Junior  Membership.  Active  Members 
Junior  may  not  be  required  to  pay  annual  dues  or  assessments 
in  an  amount  to  exceed  one-half  the  dues  or  assessments 
against  Active  Members  Senior. 

“I  think  this  should  now  be  voted  upon,  since 
it  has  been  before  the  House  the  proper  length  of 
time,  and  which  does  require  a two-thirds  major- 
ity vote  of  all  the  Delegates. 

“Since  this  was  already  previously  moved  and 
seconded  we  now  call  for  your  vote  for  ratification 
of  this  change.  I think  we  will  ask  you  to  stand 
so  we  may  determine  if  we  have  to  have  an  actual 
count. 

“All  those  in  favor  of  that  change  in  the  By- 
Laws  please  stand. 

(Mr.  Sethman  made  the  count  and  reported  to 
Speaker  Bolton.) 

Well  over.  Carried.  Thank  you. 

Report  of  the  Reference  Committee  on 
Insurance  and  Prepayment  Plans 

The  report  delivered  by  Chairman  V.  V.  Ander- 
son, amended  and  corrected  with  reference  to  Sec- 
tions 6 and  7,  and  brief  discussion  pertaining 
thereto,  was  adopted  section  by  section  and  as  a 
whole  as  follows: 

(1)  Your  reference  committee  recognizes  the  vital  impor- 
tance and  hair-trigger  characteristic  of  the  subject  matter 
presented  to  it  for  review.  Consequently,  this  committee  has 
carefully  read  all  of  the  content  given  to  us,  both  the  Hand- 
book and  the  material  presented  to  this  House  of  Delegates 
which  was  not  in  the  Handbook. 

The  greater  part  of  two  and  one-half  days  has  been  spent 
in  sifting  this  material  and  information,  and  during  this  time 
our  meetings  have  been  open  to  all  concerned. 

We  have  been  fortunate  in  obtaining  the  cooperation  of 
all  of  the  members  asked  to  give  us  information,  and  all 
sides  of  the  question  have  been  well  heard. 

In  order  to  get  an  intelligent  idea  of  the  problems,  and 
also  to  get  some  hints  toward  a possible  solution,  members 
of  the  Colorado  Society  of  Internal  Medicine,  several  in  num- 
ber, and  among  them  Dr.  Rettberg,  Dr.  Mahony,  Dr.  Nims, 
and  Dr.  Curfman — these  men  being  familiar  with  the  problem 
from  the  point  of  view  of  the  Colorado  Society  of  Internal 
Medicine — were  asked  to  testify.  Members  of  the  Blue  Shield 
Fee  Schedule  Advisory  Committee  of  Blue  Shield  itself  and 
of  its  subcommittee,  were  heard. 

President  John  Zarit,  an  officer  of  Blue  Shield,  and  long 
familiar  with  its  operation,  appeared  several  times  on  re- 
quest. Dr.  Fred  Good,  President  of  the  Board  of  Blue  Shield, 
gave  straightforward  answers,  and  furnished  valuable  infor- 
mation. Mr.  Vance  was  also  present  by  request,  and  his 
answer  to  questions  clarified  otherwise  vague  points. 

Your  reference  committee  wishes  to  congratulate  and  com- 
mend the  calm  and  courteous  manner  in  which  all  partici- 
pants, without  exception,  conducted  themselves  throughout 
these  discussions. 

As  a result  of  these  discussions,  your  committee  unani- 
mously recognizes  and  admits  that  the  internists  are  not  now 
equitably  compensated  for  their  services  as  compared  with 
other  specialty  groups,  especially  as  compared  with  compen- 
sation for  surgical  procedures.  The  reference  committee  also 
recognizes  that  this  has  been  the  case  since  the  inception  of 
the  Blue  Shield  plan,  due  principally  to  the  fact  that  the 
Blue  Shield  plan  was  initially  conceived  as  a surgical  cover- 
age, and  to  the  fact  that  it  has  never,  perhaps  erroneously. 


been  expanded  to  cover  adequately  non-surgical  medical 
services.  It  Is  also  increasingly  obvious  that  the  public  wants 
a much  wider  and  more  comprehensive  coverage. 

These  remarks  are  submitted  to  this  House  as  an  explana- 
tory introduction.  Using  the  foregoing  remarks  as  an  ex- 
planatory introduction,  the  following  recommendations,  re- 
marks, and  suggestions  represent,  to  the  best  of  their  ability, 
the  considered  and  unanimous  opinion  of  the  members  of 
this  reference  committee. 

(2)  Your  reference  committee  recommends  approval  of  that 
portion  of  the  report  of  the  Board  of  Trustees  entitled  “Old 
Age  Medical  Care  Plan”  as  it  appears  on  page  14  of  the 
Handbook.  In  addition,  your  reference  committee  recommends 
the  adoption  of  the  resolution  regarding  the  Colorado  Old 
Age  Pension  Plan  as  adopted  at  the  regular  meeting  of  the 
Morgan  County  Medical  Society  and  as  presented  to  this 
annual  meeting  of  this  House  of  Delegates  by  Dr.  R.  B. 
Richards,  with  the  exception  that  the  portion  of  the  resolu- 
tion beginning  in  the  fifth  line,  and  reading  “and  that 
before  final  acceptance  of  the  Plan  they  contact  all  com- 
ponent societies  to  obtain  their  advice  and  recommendations” 
be  deleted,  with  the  further  recommendation  that  this  reso- 
lution be  adopted  for  the  information  and  guidance  of  those 
concerned  with  this  problem  for  whatever  help  they  may 
derive  therefrom. 

Your  reference  committee  deletes  the  above-quoted  line 
because  such  a directive  involves  a considerable  expense  to 
the  Society,  and  would  be  of  questionable  value  at  best,  since 
the  time  consumed  in  contacting  all  of  the  component  so- 
cieties, with  their  different  dates  of  future  meetings,  would 
cause  the  opinions  of  many  component  societies  to  reach  the 
central  office  after  the  renegotiation  contracts  have  been 
made.  It  is  also  the  opinion  of  this  reference  committee  that 
each  component  medical  society  is  adequately  represented  by 
Delegates  in  this  House,  or  should  be,  and  consequently  the 
wishes  of  the  component  society  will  be  reflected  in  the 
action  of  its  Delegate. 

(3)  Your  reference  committee  acknowledges  receipt  of  a 
letter  from  the  Denver  County  Medical  Society,  signed  by 
Dr.  Marshall  Nims.  This  letter  has  not  been  read  to  this 
House  of  Delegates.  It  has  been  carefully  read  by  this  com- 
mittee, and  embodies  essentially  the  same  ideas  and  criticisms 
as  the  resolution  of  the  Morgan  County  Medical  Society  in 
the  opinion  of  this  committee.  Dr.  Nims  has  stated  before 
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this  committee  that  he  concurs  as  to  the  sameness  of  content 
of  this  letter. 

Your  reference  committee  recommends  that  this  letter  be 
referred  to  the  Board  of  Trustees  for  appropriate  action. 

Your  reference  committee  believes  that  the  negotiations 
of  future  contracts  with  the  Old  Age  Pension  Plan  is  in 
competent  hands,  and  also  that  the  present  representatives 
of  OAP  with  which  we  have  to  deal — that  is.  Dr.  Paul 
Hartendorp  and  Mr.  Guy  Justis — ^have  been  cooperative,  and 
that  within  the  limits  outlined  by  law  they  are  as  fair  as 
possible.  It  is  the  opinion  of  your  reference  committee  that 
renegotiations  should  be  carried  out  to  the  best  general 
Interests  of  all  concerned,  but  that  we  should  keep  in  mind 
that  in  this  instance  we  are  dealing  with  the  Constitution  of 
the  State  of  Colorado  and  with  the  state’s  laws,  and  that 
sweeping  changes  advanced  by  us  may  not  be  possible,  and 
could  result  in  more  harm  than  good  to  us,  especially  at 
this  time. 

(4)  Your  reference  committee  recommends  approval  of 
that  portion  of  the  Board  of  Trustees  report  entitled  “Medi- 
care,” as  it  appears  on  page  15  of  the  Handbook. 

(5)  Your  reference  committee  recommends  approval  of  the 
report  of  the  Subcommittee  on  Prepayment  Services  as  it 
appears  on  pages  35  and  36  of  the  Handbook,  with  the  cor- 
rection of  the  typographical  error  by  the  insertion  of  the 
word  “not”  in  the  second  paragraph  on  page  36,  the  fourth 
line,  so  that  the  fourth  line  reads  “whenever  a medical 
problem  could  not  be  settled  directly.”  In  addition,  your 
committee  recommends  approval  of  the  supplementary  report 
of  this  subcommittee,  as  read  by  Dr.  George  Buck  before  this 
House,  and  entitled  “Supplemental  Report,  Subcommittee  on 
Prepayment  Services.” 

Your  reference  committee  is  of  the  opinion  that  the 
nature  of  the  work  of  this  subcommittee  is  of  great  potential 
value  to  this  Society  in  that  it  establishes  contact  with  in- 
surance companies,  providing  a means  of  communication  and 
mutual  cooperation,  which  may  well  result  in  time-saving 
simplification  of  completing  insurance  forms,  ways  of  adjudi- 
cation of  difficulties,  and  in  many  ways  furthering  mutual 
understanding.  Your  reference  committee  commends  the  be- 


ginning of  progress  made  by  this  committee  and  urges  that 
it  continue  its  work. 

(6)  Your  reference  committee  recommends  approval  of  the 
report  of  the  Blue  Shield  Fee  Schedule  Advisory  Committee 
as  it  appears  on  page  62  of  the  Handbook,  and  as  presented 
to  each  member  of  the  House  of  Delegates  on  September  8, 
1959. 

Your  reference  committee  was  furnished  with  three  copies 
of  the  fee  schedule  which  detailed  the  fees  and  benefits  of 
all  four  plans.  Time  did  not  permit  us  to  examine  each  line 
of  this  schedule,  but  a general  scanning  indicates  that  the 
new  fee  schedules  are  approximately  75  per  cent  and  125 
per  cent  of  the  old  “preferred  plan." 

It  is  obvious  that  a tremendous  amount  of  time,  thought, 
and  energy  has  been  contributed  by  the  members  of  this 
committee,  and  other  members  of  this  Medical  Society,  to- 
ward creating  this  new  plan  and  schedule.  The  result  is  a 
significant  advance  in  coverage  and  benefit  to  more  people, 
and  a much  more  realistic  remuneration  to  the  medical  pro- 
fession. After  a study  of  the  submitted  report,  and  question- 
ing of  those  concerned  with  the  administrative,  actuarial, 
and  selling  divisions  necessary  to  its  implementation,  your 
reference  committee  is  convinced  that  the  new  plan  is 
actuarily  sound,  that  it  is  a long  step  forward,  and  that  the 
production  of  such  a plan  involves  a staggering  amount  of 
work  and  worry.  The  members  of  this  Blue  Shield  Committee 
are,  without  question,  completely  sincere  and  have  done 
their  utmost  to  bring  into  being  a workable,  fair,  plan.  They 
admit  that  it  is  Imperfect,  and  your  reference  committee 
realizes  that  such  a plan  probably  never  can  be  perfect. 

Your  reference  committee  highly  commends  the  members 
of  the  Blue  Shield  Fee  Schedule  Advisory  Committee.  We 
deeply  appreciate  their  help,  and  the  members  of  the  Colorado 
State  Medical  Society  owe  them  a vote  of  thanks,  and  should 
be  proud  that  our  Society  has  such  members. 

Dr.  Robert  Bosworth:  “At  the  first  session  of 
the  House  of  Delegates  I referred  to  what  I con- 
sidered the  serious  problem  of  service  benefit  in- 
come level  which  is  the  basis  of  our  present  Blue 
Shield  Plan,  a rather  creeping,  malignant  problem, 
when  the  future  years  of  deliberations  and  changes 
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of  plans,  new  plans,  etc.,  are  considered,  particu- 
larly in  regard  to  the  effort  of  the  Blue  Shield 
to  be  the  bulwark  against  socialized  medicine  and 
particularly  in  regard  to  the  Blue  Shield’s  pres- 
tige among  the  patients  in  order  to  promote  better 
plans  every  year. 

“I  want  to  point  out  that  in  my  opinion  that 
affects  every  doctor  in  the  state,  not  just  spe- 
cialists. There  has  been  a lot  of  discussion  during 
this  session  about  excessive  differences,  etc.,  but 
this,  to  my  opinion,  does  not  affect  specialists 
only  by  any  means,  it  affects  every  doctor  in  the 
state.  This  is  more  than  self -restriction.  This  regu- 
lating fees  of  90  per  cent  of  the  patients  who  buy 
the  plan  is  restricting  at  an  income  level  with  a 
limit  of  $9,000  now,  and  soon,  perhaps,  $12,000  to 
$15,000,  is  indirect  fixing  of  fees  and  is  a foot  in 
the  door  of  fixing  the  fees  by  any  party. 

“By  the  time  the  children  of  many  of  us  may 
want  to  enter  the  profession  there  will  be  no 
leeway  for  professional  judgment  and  professional 
integrity  regarding  fees  as  related  to  Blue  Shield 
insurance  and  other  insurance  agents,  and  govern- 
ment may  well  follow  suit,  because  we  apparently 
approve  of  direct  or  indirect  fixing  of  fees. 

“Again  I say  I think  this  applies  to  every  doctor 
and  I think  this  applies  to  the  years  ahead  and 
not  just  to  this  session  of  deliberation  regarding 
any  new  Blue  Shield  plan.” 

There  was  no  further  discussion.  A voice  vote 
followed  and  section  6 was  adopted. 

(7)  Your  reference  committee  does  not  recommend  ap- 
proval of  the  resolution  of  the  Colorado  Society  of  Internal 
Medicine  as  read  before  this  House  of  Delegates  on  September 
8,  1959,  because  it  is  our  opinion  that  the  plan  proposed 
therein  has  not  had  sufficient  study  for  the  House  of  Dele- 
gates to  taJfe  action  thereon. 

A letter  from  the  Colorado  Springs  Society  of  Internal 
Medicine  was  reviewed.  This  letter  was  also  read  before  the 
House  of  Delegates. 

Your  reference  committee  recognizes  that  the  services  of 
the  internists  are  not  adequately  covered  by  existing  Blue 
Shield  plans,  and  we  are  in  sympathy  with  their  problem. 
Innumerable  witnesses  have  been  heard,  and  testimony  fur- 
ther convinces  your  reference  committee  that  the  Colorado 
State  Medical  Society,  through  its  various  channels,  should 
take  more  definite  cognizance  of  these  inadequacies,  as  well 
as  those  existing  elsewhere.  Your  reference  committee  urges 
that  the  Colorado  Society  of  Internal  Medicine,  through  its 
established  channels,  pursue  its  goal  in  persistent  manner. 
Your  reference  committee,  by  virtue  of  the  evidence  given 
us  during  the  hearings  of  the  past  two  days,  believes:  First, 
that  all  parties  concerned  are  sincere.  Second,  that  there 
have  been  errors  of  commission  and  omission  on  both  sides, 
to  further  complicate  the  solution.  And  third,  that  a new 
avenue  of  approach  to  this  problem  is  in  order. 

Your  reference  committee  has  been  assured  by  the  Presi- 
dent of  Blue  Shield  that  he  will,  when  requested,  appoint 
his  own  committee  to  meet  with  one  provided  by  the  Colorado 
Society  of  Internal  Medicine.  Your  reference  committee  ur- 
gently suggests  that  the  Colorado  Society  of  Internal  Medicine 
make  in  writing  a statement  of  their  problems,  together 
with  possible  proposed  solutions,  and  present  these  directly 
to  the  President  of  the  Blue  Shield  Plan. 

To  further  clarify  this  procedure,  your  reference  commit- 
tee recommends  that  this  House  of  Delegates  direct  the 
President  of  Blue  Shield  to  meet  with  a committee  from  the 
Colorado  Society  of  Internists  when  he  is  contacted  by  them. 

At  this  point  in  the  proceedings  a discussion 
was  had  to  clarify  a point  concerning  the  letter 
from  the  Colorado  Springs  Society  of  Internal 
Medicine.  Then  Dr.  W.  A.  H.  Rettberg,  of  Denver, 
made  the  following  remarks: 

Dr.  Rettberg:  “The  Colorado  Society  of  Internal 


Medicine  wants  to  thank  this  committee  and  the 
members  of  the  House  for  the  very  fair  treatment 
we  have  received  here.  I would  only  like  to  call 
your  attention  to  the  fact  that  we  are  approving 
Standard  Plan  A and  Preferred  Plan  A without 
the  participation  of  the  Colorado  Society  of  In- 
ternal Medicine. 

“I  do  not  want  the  House  to  think  that  we  are 
going  on  record  now  as  going  along  with  these 
new  plans  when  we  have  already  been  instructed 
by  the  report  of  Dr.  Anderson  that  we  should  seek 
out  further  negotiation  with  the  President  and 
Trustees  of  Blue  Shield.  I think  that  is  very  ob- 
vious. We  have  all  voted  here  without  a dissenting 
vote  to  implement  the  plan  of  the  Advisory  Com- 
mittee to  Blue  Shield.  But  if  you  have  listened  to 
this  report  you  understand  that  we  are  still  in 
the  process  of  negotiation,  and  I want  this  for 
the  record.” 

After  further  discussion  of  the  letter  from  the 
Colorado  Springs  Society  of  Internal  Medicine, 
this  section  of  the  report  was  adopted. 

(8)  Your  reference  committee  has  carefully  reviewed  the 
minority  report  of  the  Blue  Shield  Fee  Schedule  Advisory 
Committee,  as  read  by  Dr.  Mahony  before  this  House  of 
Delegates  on  September  8,  1959. 

The  minority  report  reflects  the  difficulties  encountered 
by  the  Colorado  Society  of  Internists  in  their  attempts  to 
resolve  their  fee  schedule  dilemma.  Your  reference  committee 
has  outlined  a procedure  which  the  internists  may  follow  in 
the  future  to  insure  their  getting  a hearing  and  at  the  same 
time  the  assistance  and  advice  that  will  lead  to  an  ultimate 
satisfactory  solution. 

Your  reference  committee  feels  that  no  problems,  however 
large  or  small,  should  be  permitted  to  die  in  a committee 
without  jurisdiction.  It  should  be  incumbent  on  all  officers 

continued  on  page  150 
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greater  specificity 
of  tranquilizing  action 
— divorced  from  such 
"diffuse’’  effects  as 
anti-emetic  action 


— explains  why 


"Thioridazine  [MELLARIL]  is  as  effective  as  the  best  available  phenothiazinei  but  with  appreciably 
less  toxic  effects  than  those  demonstrated  with  other  phenothiazines This  drug  appears  to  rep- 

resent a major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological  dis- 
turbances seen  daily  in  the  clinics  or  by  the  general  practitioner."* 


a new  advance  in  tranquilization: 

greater  specificity  of  tranquilizing  action  results  in  fewer  side  effects 


The  presence  of  a thiomethyl  radical  (S-CHj)  is  unique  in  ’ 

Mellaril  and  could  be  responsible  for  the  relative  absence  of  | 

side  effects  and  greater  specificity  of  psychotherapeutic  action. 

This  is  shown  clinically  by:  ,j 


MELLARIL 


nimal  suppression  of  vomiting 

effect  on  biood  pressure 
d temperature  regulation 


of  vomiting 


of  blood  pressure 
temperature  regulation 
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A specificity  of  action  on  certain  brain  sites  in 
contrast  to  the  more  generalized  or  “diffuse” 
action  of  other  phenothiazines.  This  is  evidenced 
by  a lack  of  appreciable  anti-emetic  effect. 


2 
3 

“4  Lack  of  impairment  of  patient’s  normal  drive  and  energy. 

5 Virtual  freedom  from  such  toxic  effects  as 
jaundice,  photosensitivity,  skin  eruptions, 
blood  forming  disorders. 


Less  “spill-over”  action  to  other  brain  areas  — - 
hence,  absence  of  undue  sedation,  drowsiness  or 
autonomic  nervous  system  disturbances. 

A notable  absence  of  extrapyramidal  stimulation. 


i 

I 

I 


INDICATION 

USUAL  STARTING  DOSE 

TOTAL  DAILY  DOSAGE  RANGE 

ADULTS:  Mental  and  Emotional  Disturbances: 

MILD  — where  anxiety,  apprehension  and  tension  are  present 

10  mg.  t.i.d. 

20-60  mg. 

MODERATE— where  agitation  exists  in  psychoneuroses,  alco- 
holism, intractable  pain,  senility,  etc. 

25  mg.  t.i.d. 

50-200  mg. 

SEVERE—  in  agitated  psychotic  states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.: 

Ambulatory 

Hospitalized 

100  mg.  ti.d. 

100  mg.  ti.d. 

200-400  mg. 
200-800  mg. 

CHILDREN:  BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  ti.d. 

20-40  mg. 

MELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg. 
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*Ostfeld,  A.  M.:  Scientific  Exhibit,  American  Academy 
of  General  Practice,  San  Francisco,  April  6-9, 1959 
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and  committee  chairmen  of  the  Colorado  State  Medical  Society 
to  expedite  the  Society’s  business  by  channeling  it  to  appro- 
priate committees  or  boards  that  do  have  jurisdiction. 

Your  reference  committee  hopes  that  the  Colorado  Society 
of  Internal  Medicine  will  reconsider  proposals  set  forth  by 
its  Executive  Committee  and  reconsider  its  suggestion  that 
members  withdraw  from  participation  in  Blue  Shield  on  an 
individual  basis.  Since  Blue  Shield  was  originally  conceived 
to  cover  surgical  procedures,  it  has  naturally  been  difficult 
to  expand  into  nonsurgical  fields,  and  progress  is  very  slow. 
However,  rapidly  changing  times  make  it  almost  inevitable 
that  a more  comprehensive  and  equitable  medical  plan  of 
coverage  will  eventually  be  introduced. 

(9)  Your  reference  committee  received  and  reviewed  that 
portion  of  President  John  Zarit’s  address  before  the  House 
of  Delegates  which  related  to  subject  matter  concerning  this 
reference  committee. 

Your  reference  committee  commends  the  content  of  that 
address  as  delivered  to  us.  We  recognize  in  Dr.  Zarit  a man 
of  the  very  highest  ideals,  of  honesty,  of  devotion  to  his 
profession,  and  a man  who  has  contributed  a considerable 
amount  of  philosophy  and  understanding  to  the  Colorado 
State  Medical  Society.  V.  V.  ANDERSON,  M.D.,  Chairman 

SAMUEL  B.  CHILDS,  M.D. 

WILLIAM  CONDON,  M.D. 

WILLIAM  CURTIS,  M.D. 

E.  B.  LIDDLE,  M.D. 

WILLIAM  A.  LIGGETT,  M.D. 

WILLIAM  H.  RYDER,  M.D. 

There  was  no  further  discussion  and  this  re- 
port was  approved  as  a whole  without  dissent. 

There  was  no  further  business,  and  upon  in- 
quiry by  the  Chair,  the  Secretary  reported  that 
all  reference  committees  had  completed  their  busi- 
ness and  the  official  desk  was  clear.  After  the 
House  heard  announcements.  Speaker  Bolton  de- 
clared the  House  adjourned,  without  day,  at  9:15 
a.m.,  September  11,  1959. 


(Fortified  Triple  Strength) 


Improved  Douche  Powder 

G-11®  (Hexachloro phene  USP),  deodorant 


FORTIFIED — With  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION—Increases 
penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY—Liquifies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
vaginal  tract. 


Buffered  fo  control  a normal  vaginal  pH. 


ETHICALLY  PKCED,  net  wt. 

10  oz ...$1.25 


Mfg.  by  C.  M.  CASE  LAB., 
San  Diego  16,  Calif. 


Colorado  Radiological  Society 
Officers  for  1960 

Officers  for  the  Colorado  Radiological  Society 
for  the  year  1959-1960  are  Vernon  L.  Bolton,  M.D., 
President;  Paul  E.  RePass,  M.D.,  Vice  President; 
Charles  F.  Gaylord,  Treasurer,  and  Bertram  L. 
Pear,  M.D.,  Secretary.  The  society  meets  at  the 
Denver  Athletic  Club  on  the  third  Friday  of  each 
month.  A film  reading  session,  scientific  program, 
and  business  meeting  are  held  at  that  time. 


Tagno,  Tuberculosis  Association 
of  Greater  New  Orleans 

Mycobacterial  and  mycotic  diseases  with  spe- 
cial reference  to  childhood  will  be  discussed  by  a 
number  of  medical  authorities  at  a one-and-a-half 
day  conference  in  New  Orleans,  Louisiana,  on 
December  10-11,  1959. 

The  event  is  to  be  sponsored  by  TAGNO,  the 
Tuberculosis  Association  of  Greater  New  Orleans, 
and  cosponsored  by  the  Louisiana  State  Medical 
School,  the  Tulane  University  School  of  Medicine, 
and  the  Orleans  Parish  Medical  Society. 

The  conference  will  be  underwritten  by 
TAGNO  and  there  is  no  registration  charge.  Spe- 
cialists, general  practitioners,  pediatricians,  and 
graduate  nurses  are  being  invited  to  attend  the 
sessions. 

The  entire  conference  will  take  place  in  the 
comfortable  new  auditorium  of  the  L.S.U.  Medical 
School,  located  in  the  heart  of  downtown  New 
Orleans.  

Doctors  hold  school  for  careless  drivers 

If  careless  drivers  could  see  the  kinds  of  in- 
juries they  could  cause  themselves  and  others, 
they  might  think  twice  before  disobeying  the  law. 
At  least  that’s  the  thinking  behind  Summit  County 
Medical  Society’s  participation  in  a school  for  traf- 
fic violators  in  Akron,  Ohio. 

The  safety  school  was  started  by  the  local 
Junior  Chamber  of  Commerce  and  consists  of  a 
four-week  course  attended  each  Monday  night  by 
reckless  drivers.  “Students”  are  assigned  to  the 
school  by  the  municipal  traffic  court  and  “teach- 
ers” are  representatives  of  an  independent  insur- 
ance group,  the  state  highway  patrol,  and  local 
courts  and  the  traffic  safety  committee  of  the 
county  medical  society. 

Four  orthopedic  surgeons  from  the  society  il- 
lustrate their  45-minute  lecture  with  x-rays  and 
color  slides  showing  just  how  serious  automobile 
injuries  can  be.  Statistics  on  the  number  of  injuries 
resulting  from  local  accidents  are  emphasized  and 
the  meeting  ends  with  a showing  of  the  movie 
“On  Impact”  by  the  Ford  Motor  Company.  (This 
movie  can  be  ordered  from  A.M.A.’s  Film  Li- 
brary.) 

Other  sessions  include  a discussion  of  driver 
responsibility  under  the  Ohio  financial  responsi- 
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bility  law  by  the  insurance  group,  a lecture  on 
the  relation  of  accidents  to  law  violation  by  the 
state  patrol,  and  a review  of  traffic  laws  by  repre- 
sentatives of  the  courts. 

It’s  difficult  to  measure  the  results  of  the  pro- 
gram but  the  doctors  have  noticed  that  very  few 
violators  have  had  to  take  the  course  for  a second 
time.  _______ 

Bowen’s  disease  and  its  relationship 
to  systemic  cancer 

The  characteristic  finding  in  the  disease  de- 
scribed by  Bowen  is  a chronic  solitary  lesion  com- 
posed of  lenticular  papules.  The  histologic  picture 
of  atypical  epithelial  proliferation  also  occurs  in 
multiple,  nonelevated,  scaly  or  crusted  plaques. 
Specimens  for  study  were  obtained  from  35  pa- 
tients after  death  and  were  compared  with  similar 
materials  from  35  patients  with  senile  keratosis, 
35  with  squamous-cell  carcinoma  of  the  skin,  139 
with  exfoliative  dermatitis,  and  many  other  pa- 
tients with  other  cutaneous  diseases.  The  average 
age  of  onset  for  the  35  patients  with  Bowen’s  dis- 
ease was  54  years;  the  duration  of  the  lesion  from 
onset  to  surgery  ranged  from  five  months  to  30 
years.  The  lesions  ranged  in  diameter  from  0.7 
to  13  cm  with  a median  of  1.9  cm.  They  usually 
appeared  as  erythematous,  pigmented,  crusty,  scaly 
fissured,  keratotic  plaques.  Their  configuration 
varied  from  round  plaques,  sharply  demarcated 
from  the  surrounding  tissue,  to  an  irregular,  poly- 
cyclic, lenticular  pattern.  They  were  firm,  in- 
durated, rough,  and  granular  to  palpation.  The 
first  lesion  surgically  removed  was  most  frequent- 
ly diagnosed  as  squamous-cell  or  basal-cell  car- 
cinoma, and  only  once  was  the  diagnosis  of 
Bowen’s  disease  made  at  the  first  examination  of 
a specimen.  Surgical  excision  of  the  lesion  is  the 
recommended  treatment;  the  need  for  sufficiently 
wide  excision  was  indicated  by  the  fact  that  in 
four  patients  the  lesions  were  clearly  invasive 
and  in  two  others  widespread  metastases  ap- 
peared. The  evidence  of  an  association  of  Bowen’s 
disease  with  internal  and  cutaneous  cancer  was 
convincing,  and  it  is  suggested  that  the  lesions 
are  cutaneous  manifestations  of  a systemic  car- 
cinogenic disease  process. 

— James  H.  Graham  and  Elson  B.  Helwig; 
A.M.A.  Arch.  Dermat.  80:133-159  (Aug.)  1959. 


Want  to  give  a paper? 

The  Scientific  Program  Committee  of  the 
Colorado  State  Medical  Society  will  receive 
applications  for  places  on  the  Society’s  Mid- 
winter Clinical  Session  program  until  Dec.  1, 
1959.  The  session  will  be  held  in  Denver  Feb. 
16-19,  1960.  If  you  have  a paper  you  would 
like  to  present,  write  today  to  the  Committee, 
835  Republic  Building,  Denver  2. 


immortals  of  Chinese  mythology: 


Chang  Kuo-lao 


This  itinerant  sage  impressed  the  court  of  the 
Emperor  by  growing  a new  set  of  teeth 

. . .this  potent  corticosteroid  has  impressed  the  med- 
ical profession  with  its  repeated  success  in  countless 
steroid-responsive  indications 

METIGORTEN 

Meticorten,®  brand  of  prednisone,  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

You  will  soon  receive  in  your  mail  a full-color,  handmade, 
three-dimensional  figure  of  this  Chinese  Immortal,  mounted 
and  suitable  for  framing. 
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NEW  CITRA  FORTE  CAPSULES .. .When  a Narcotic  is  indicated  for  Colds  ■ 5.0  mg.  Dihydrocodeinone  ■ 3 Antihistamines* 


I Decongestant  ■ APC  ■ Ascorbic  Acid  ■ Prompt  patient  relief.  New  CITRA  FORTE  CAPSULES  contain  the  highest 
potency  cough  suppressant  available. ..Dihydrocodeinone  (5.0  mg.).  Fast,  effective  relief  from  nasal  congestion, 


; muscular  aches  and  other  common  cold  symptoms  is  rendered  with  multiple  antihistamines  and  decongestant.  And 
! for  patients  who  have  difficulty  with  syrups,  CITRA  FORTE  CAPSULES  provide  the  easy-to-swallow  economical  answer.i 
I Not  promoted  to  the  laity.  Dosage:  2 capsules  immediately-followed  by  1 capsule  every  3-4  hours. 


THE  CITRA  SELECTOR  CHART...  Professionally  Promoted  Medications  For  the  Cough  and  Cold  Season" 


products 

indications 

ingredients 

dosage 

CITRA  FORTE  CAPSULES 
(New) 

When  a narcotic  is  indicated 
for  colds 

Cough  Suppressant  / Antihistamines  / 

■ Decongestant  / APC  / Ascorbic  Acid 

2 capsules  immediately, 
then  1 capsule  every  3-4  hours 

CITRA  DEL  CAPSULES 
(New) 

Prolonged  action  cold 
treatment 

Decongestant  / Analgesic  / 

Antipyretic  / Antihistamines  / 

Ascorbic  Acid 

2 capsules  immediately,  then 

1 capsule  every  8 hours 

CITRA  NASAL  SPRAY 
(New) 

Relief  of  congestion  in  colds 
rhinitis,  and  sinusitis 

Antihistamines  / Antibiotic  / 
Decongestant 

Spray  one  time  into  each  nostril 
and  repeat  after  few  minutes. 

non  cold  symptoms.  ■ Prolonged,  controlled  release  form.  ■ Decongestant,  analgesic,  antipyretic  and  antihistaminic  j’ 

I •• 

ictions  prolonged  with  new  “implant  manufacturing  technique."  ■ Relief  starts  minutes  after  initial  dosage.  Dosage: 

! capsules  immediately,  followed  by  1 capsule  every  8 hours. 

::iTRA  FORTi  SYRUP... For  Complete  Cough  Control  ■ Most  powerful  cough  suppressant. .. 5.0  mg.  of  Dihydrocode-  ‘p 
none  per  teaspoon.  ■ Multiple  antihistamines  and  expectorant.  ■ Prompt,  economical  cough  therapy.  ■ Tastes  good, 

.00.  Dosage:  1 or  2 teaspoonsful  every  3-4  hours.  Il 


products  indications  ingredients  dosage 


CITRA  FORTE  SYRUP 

For  complete  cough  control 

Cough  suppressant  / Antihistamines  / 
Expectorant 

1-2  teaspoonsful  every  3-4  hours 

CITRA  CAPSULES 

For  relief  of  the  common  cold 

Decongestant  / Analgesic  / 

Antipyretic  / Antihistamines  / 

Ascorbic  acid 

2 capsules  immediately 
then  1 capsule  every  3-4  hours 

CiTRA  SYRUP 

For  less  severe 
and  children’s  coughs 

Cough  suppressant  / Expectorant  / 
Antihistamines  / Decongestant  / 
Ascorbic  Acid 

1-2  teaspoonsful  every  3-4  hours 

CITRA  H.F. 

Hay  Fever 

Broadspectrum  Antihistamines  / 
Vasodilator 

2 capsules  immediately 
then  1 capsule  every  4 hours 

MORE 

HIGHLY  INDIVIDUALIZED 

THERAPY 
FOR  THE 
RHEUMATIC 
*'IN-BETWEEN” 
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wider  latitude  in  adjusting  dosage 

ARISTOGESIC  is  particularly  effective  for  relief  of  chronic  — 
but  less  severe  - pain  of  rheumatic  origin,  aristogesic  com- 
bines the  anti-inflammatory  effects  of  ARISTOCORT®  Triam- 
cinolone with  the  analgesic  action  of  salicylamide,  a highly 
potent  salicylate.  Dosage  requirements  for  aristogesic  are 
substantially  lower  than  generally  required  for  each  agent 
alone.  The  exceptionally  wide  latitude  of  dosage  adjustment 
with  ARISTOGESIC  permits  well-tolerated  therapy  for  long 
periods  of  time  with  fewer  side  effects. 

Indications:  Mild  cases  of  rheumatoid  arthritis,  tenosynovitis,  syno- 
vitis, bursitis,  mild  spondylitis,  myositis,  fibrositis,  neuritis,  and  cer- 
tain muscular  strains. 

Dosage:  Average  initial  dosage:  2 capsules  3 or  4 times  daily.  Main- 
tenance dosage  to  be  adjusted  according  to  response. 

Precautions:  All  precautions  and  contraindications  traditional  to 
corticosteroid  therapy  should  be  observed.  The  amount  of  drug  used 
should  be  carefully  adjusted  to  the  lowest  dosage  which  will  suppress 
symptoms.  Discontinuance  of  therapy  must  be  carried  out  gradually 
after  patients  have  been  on  steroids  for  prolonged  periods. 


Each  ARISTOGESIC  Capsule  contains : 

ARISTOCORT®  Triamcinolone 0.5  mg. 

Salicylamide 325  mg. 

Dried  Aluminum  Hydroxide  Gel  75  mg. 

Ascorbic  Acid  20  mg. 

Supply:  Bottles  of  100  and  1,000. 
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The  Colorado  State  Medical  Society 

Midwinter  Clinical  Session,  February  16-19,  1960 
Denver 

President:  John  L.  McDonald  (Chairman  of  the  Board),  Colo- 
rado Springs. 

President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand  (Vice  Chairman  of  the  Board), 
La  Junta. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Additional  Trustees:  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R. 
Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley,  1961;  Carl 
H.  McLauthlin,  Denver,  1962. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1960) ; E.  H.  Munro,  Grand 
Junction,  1961;  (Alternate,  Harlan  E.  McClure,  1961);  I.  E. 
Hendryson,  Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont, 
1961). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado:  telephone  AComa  2-0547. 


Montana  Medical  Association 

Interim  Session,  February  26-21 , 1960 
Helena 

President:  Leonard  W.  Brewer,  Missoula. 

President-elect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Llndstrom,  Helena. 

Secretary  “Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Leonard  W.  Brewer,  Missoula;  Raymond 
F.  Peterson,  Butte;  Everett  H.  Lindstrom,  Helena;  W.  E. 
Harris,  Livington;  Jess  T.  Schwidde,  Billings;  John  A.  Layne, 
Great  Falls;  Herbert  T.  Caraway,  Billings. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston:  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Bil- 
lings: telephone  9-2585. 


150,000  PHYSICIANS 
THE  WORLD  OVER  DEPEND  ON 
THE  INTEGRITY  BEHIND  THIS  NAME 


BIRTCHER 

CARDIOGRAPH  CARDIOSCOPE 
DEFIBRILLATOR  HEARTPACER 
ELECTROSURGICAL  UNITS 
HOSPITAL-CLINIC-OFFICE 
ULTRASONICS  DIATHERMY 
INFRARED  ULTRAVIOLET 


GALVANIC  UNITS 


ELECTROMUSCLE  STIMULATORS 

THE  VIBRABATH 

and 

\^THE  FAMOUS  HYFREGATOR 


Los  Angeles  32,  California 


Nevada  State  Medical  Association 

Annual  Meeting,  1960,  Las  Vegas 
(Dates  to  be  announced) 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall. 
Reno:  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno:  William  A.  O’Brien,  HI,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary;  Mr.  Nelson  B.  Neff,  P.  O.  Box  188,  Reno; 
telephone  FA.  3-6788. 

New  Mexico  Medical  Society 

Annual  Meeting,  May  10-13,  1960 
Albuquerque 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors;  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate;  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall.  220  First  National 
Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 

The  Utah  State  Medical  Association 

Annual  Session,  September  14-16,  1960 
Salt  Lake  City 

President:  I.  Bruce  McQuarrie,  Ogden. 

President-elect:  Wallace  S.  Brooke,  Salt  Lake  City. 
Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County, 
1960,  A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford 
Rees,  Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt 
Lake  City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar 
City;  Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber 
County,  1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E. 
Jorgenson,  Provo. 

Executive  Committee:  I.  Bruce  McQuarrie,  Ogden;  U.  R. 
Bryner,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City; 
J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dalrymple, 
Salt  Lake  City. 

Delegate  to  American  Medical  Association:  Kenneth  B. 
Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  Street,  Salt  Lake  City  2;  telephone  EL.  5-7477. 


The  Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  Frederick  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors:  Albany  County,  B.  J.  SuUivan,  Laramie:  Carbon 
County,  Guy  M.  Halsey,  Rawlins;  Converse  County,  Roman 
J.  Zwalsh,  Glenrock;  Fremont  County,  Bernard  D.  Stack, 
Riverton;  Goshen  County,  O.  C.  Reed,  Torrington;  Laramie 
County,  S.  J.  Giovale,  Cheyenne:  Natrona  County,  Frederick 
H.  Haigler,  Casper;  Sheridan  County,  Ralph  Arnold,  Sheridan; 
Sweetwater  County,  R.  C.  Stratton,  Green  River;  Teton 
County,  Vacancy;  Uinta  County,  J.  S.  Hellewell,  Evanston; 
Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle;  Northwest 
Wyoming,  John  H.  Froyd,  Worland. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Chey- 
enne; telephone  2-5525. 


156 


Rocky  Mountain  Medical  Journal 


/ \ 
I iiBut, 
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I just  can't 
I swallow  a 
I lot  of 

\ tablets^^  i 

\ / 
s / 

\ 

\ ^ 

\ / 


I ^^Little  mother,  just 

I ONE  I 

i BONADOXIN*  i 

1 tMet  stops  morning  sickness  j 

\ (you  take  it  at  bedtime)93  j 
\ 


The  formula  tells  why  BONADOXIN  quickly  stops  nausea  and  vomiting  of 
pregnancy  in  9 out  of  10  cases.*  Each  tiny  BONADOXIN  tablet  contains: 
Meclizine  HCI  (25  mg.)  for  antinauseant  action  / Pyridoxine  HCI  (50  mg.)  for  metabolic  replacement 
More  than  60,000,000  tablets  prescribed  and  taken.  Toxicity  low,  tolerance 
excellent.  In  bottles  of  25  and  100.  Usual  dose:  one  tablet  at  bedtime;  severe 
cases  may  require  another  on  arising.  See  PDR,  p.  779. 

BONADOXIN  also  effectively  relieves  nausea  and  vomiting  associated  with : 
anesthesia,  radiation  sickness,  Meniere’s  syndrome,  labyrinthitis,  cerebral 
arteriosclerosis  and  motion  sickness. 


After  Baby  Comes 

For  infant  colic,  try  antispas- 
modic  BONADOXIN  Drops... 
stop  colic  in  7 out  of  8 cases.* 

Each  cc.  contains: 

Meclizine  8.33  mg.  / Pyridoxine  16.67 mg. 
See  PDR,  p.  779. 

«Bibiiography  available  on  request. 


New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being 
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WANT  ADS 


EXCELLENT,  completely  furnished  physician’s  office 
for  rent,  3705  East  Colfax,  Denver.  Includes  light, 
telephone,  and  receptionist  service.  Surgeon  preferred. 
DE.  3-4203.  8-1 


PHARMACIST  desires  to  open  professional  pharmacy 
with  a group  of  doctors  in  a clinic  or  medical  center. 
Write  Robert  R.  McCauley,  2403  No.  Sherman,  Grand 
Island,  Nebraska.  9-13 


EXPERIENCED,  well  trained  ophthalmologist  wants 
to  relocate  in  Montana  and  seeks  desirable  location, 
association  or  opportunity  to  take  over  established 
eye-practice.  Reply  Box  9-3,  Rocky  Mountain  Medical 
Journal,  835  Republic  Building,  Denver  2,  Colo.  9-3 


CALIFORNIA,  assistant  medical  directorship,  with 
possibility  to  full  directorship  in  two  years.  230  bed 
hospital  for  pulmonary  diseases  and  rehabilitation  of 
chronic  illness  (selected  cases).  Accredited  and  ap- 
proved for  resident  training.  Salary  range  ?649  to 
$817,  including  furnished  house  and  utilities.  Salary 
open  for  background  and  experience  in  pulmonary 
diseases.  Eligibility  for  California  licensure  required, 
or  already  California  licensed  if  foreign  graduate. 
Write  to  Medical  Director,  Tulare  Kings  Counties  Hos- 
pital, Springville,  Calif.  11-32 


WANTED;  Board  Eligible  or  Certified  Internist  inter- 
ested in  Cardiology  for  Group  in  Central  Colorado. 
Please  address  Box  11-43,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2,  Colorado.  11-43 


THE  FOLLOWING  issues  of  the  Journal  A.M.A.  are 
needed  for  completion  of  our  hospital  library  vol- 
umes: October  6,  1956.  No.  6,  volume  162;  February  2, 
1957,  No.  5,  volume  163.  A reasonable  fee  will  be  paid 
for  these  two  volumes.  Write  to  Utah  Permanente 
Hospital,  Dragerton,  Utah.  11-11 


FOR  SALE  OR  LEASE — New  Medical  Clinic.  Well  lo- 
cated in  a new  residential  and  apartment  house  sec- 
tion in  Littleton,  Colorado.  2,600  square  feet  now 
available  for  doctors.  Will  consider  trade.  For  infor- 
mation call  SU.  9-2226  or  write  J.  C.  Murphy  Invest- 
ment Company,  3470  So.  Sherman,  Englewood,  Colo- 
rado. 11-22 


RELIABLE  DRUGGISTS 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood  and 
Metropolitan  Denver 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237~-KEystone  4-3265 

FRESH — CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


SPACE  available  in  new  air  conditioned  medical  build- 
ing in  Colorado  Springs,  Colorado.  Location  excellent 
for  generalists,  specialists,  or  dentists.  Ample  off 
street  parking.  Near  new  hospital  and  adjacent  to  a 
large  shopping  center.  Will  partition  to  suit.  E.  H. 
Vincent,  M.D.,  Suite  No.  1,  Madison  Medical  Building, 
2121  North  Weber  Street,  Colorado  Springs,  Colorado. 
Phone  MElrose  2-9386.  11-TF 


FOR  RENT:  Physicians’  offices  in  modern  medical 
building  with  private  parking  lot.  Located  in  Mon- 
tana’s largest  city.  Inquire;  Business  Manager,  Morri- 
son Clinic,  1241  N.  28th  Street,  Billings,  Montana. 
Phone  AL.  2-3863.  11-42 


VERY  LARGE  PRACTICE  for  sale  in  town  of  12,000, 
serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Four  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868, 
Durango,  Colorado.  11-5TF 


SEVERAL  OPPORTUNITIES  for  general  practitioners 
or  specialists  wanting  group  or  solo  practice  in  the 
Denver  area.  New  or  established  offices  near  hospital 
facilities.  Address  inquiries  to  Box  10-12,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Building,  Denver  2, 
Colorado.  10-12 


OFFICE  SPACE  AVAILABLE  in  Wheat  Ridge.  Beau- 
tiful, modern,  new  professional  building  with  indi- 
vidual air  conditioning  at  4455  Harlan  Street.  Off- 
street  parking.  Doctor  needed  in  area.  Phone  Mrs.  J. 
Benallo  at  HA.  4-7384  or  write  6495  W.  41st  Avenue, 
Wheat  Ridge,  Colorado.  10-23 


ATTRACTIVE  OFFICE  for  rent.  Partially  furnished 
if  desired,  good  terms.  407  Professional  Arts  Build- 
ing, E.  Colfax  at  Lafayette.  Call  M.  Abelman,  M.D., 
ALpine  5-4030.  lOTF 


PHYSICIAN  NEEDED,  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 


GENERAL  PRACTITIONER  WANTED:  Private  prac- 
tice within  group  for  convenience.  Montana  com- 
munity with  excellent  hospital  facilities.  Please  write 
Box  569,  Miles  City,  Montana.  34TP 

FOR  SALE;  Modern  Medical  Clinic,  fully  equipped. 

Good  location.  Modern  35  bed  hospital  three  blocks 
away.  Practice  well  established.  Asking  price  same 
as  gross  for  one  year.  Gross,  $40,000  cash  last  eight 
months.  Buyer  should  do  major  surgery.  New  ultra 
modern  brick  home  also  for  sale.  Write  Box  S-ITP, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  Shown  by  appointment.  S-ltf 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association.  P.  O.  Box  188, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  Stf 


VACANY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


Trade  Mark 


Registered  Trode  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


158 


Rocky  Mountain  Medical  Journal 


Abbey  Rents,  132 
Abbott,  28,  97 
Ames  Company,  Cover  III 
Ayerst  Laboratories,  122 

Baxter,  Don,  Inc.,  127-128 
Birtcher  Corporation,  The,  156 
Bob’s  Place,  158 

Boyle  & Company,  12-13,  152-153 
Bristol  Laboratories,  Inc.,  31-36 
Burroughs  Wellcome  & Co.,  17-18 

Cambridge  Dairy,  138 
Case,  G.  M.,  Laboratories,  150 
Chicago  Medical  Society,  141 
Children’s  Hospital  Ass’n,  106 
Ciba  Pharmaceutical  Products 
Co.,  Inc.,  114,  144-145 
City  Park-Brookridge  Farms,  159 
Coca-Cola,  108 

Cocks-Clark  Engraving  Co.,  116 

Denver  Optic  Company,  129 

Earnest  Drug,  158 

Emory  John  Brady  Hospital,  130 

Empire  Casualty  Company,  16 


Geigy,  11 

Glenbrook  Laboratories,  7 

Kincaid’s  Pharmacy,  158 

Lederle  Laboratories,  4,  10,  84-85, 
100-101,  109,  115,  120,  126,  136-137, 
140,  147,  154-155,  161-168 
Lilly,  Eli  & Company,  44 
Long’s  Limb  Shop,  132 
Lorillard,  P.,  Co.,  23 

Merck  & Co.,  Inc.,  3,  118-119,  139 

Newton  Optical  Company,  133 

Parke,  Davis  & Company, 

Cover  II- 1 

Pfizer  Laboratories,  39,  96 
Physicians  Casualty  Association, 

143 

Picker  X-Ray  Corporation,  134 
Public  Service  Co.  of  Colorado,  112 
Publishers  Press,  Inc.,  116 

Republic  Building  Corp.,  129 
Robins,  A.  H.,  Company,  8-9, 

86,  113,  125 

Roerig,  J.  B.,  & Co.,  Inc., 

110-111,  121,  157 


Sandia  Ranch  Sanatorium,  117 
Sandoz  Pharmaceuticals,  148-149 

Schering  Corporation,  43, 

107,  142,  151 

Searle,  G.  D.,  Co.,  83 
Shadford-Fletcher  Optical  Co.,  131 

Smith-Dorsey  Company,  14, 

24-25,  40-41,  98-99,  123,  160 

Smith,  Kline  & French 
Laboratories,  Cover  IV 

Taylor  Hearing  Center,  124 
Telephone  Answering  Service,  133 

Upjohn  Company,  26-27 
United  Dairies,  Inc.,  105 
U.  S.  Brewers  Foundation,  15 
U.  S.  Vitamin  Corp.,  102-103 

Wallace  Laboratories,  5,  29, 
93-94-95 

Want  Ads,  158 

Wesson  Oil  & Snowdrift 
Sales  Co.,  42 

Wine  Advisory  Board,  30 

Winthrop  Laboratories,  19-22, 
37-38,  87-92,  135,  146 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure... milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive 


• Farm,  Brighton,  Colorado 
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when  upper 
respiratory  congestion 

is  complicated 
by  bacterial  invaders 


TRISULFAMINIC  provides  logical  therapy 

* for  the  patient  ill  with  congestion  and  infection  of  the  upper  respira- 
tory tract,  as  in  purulent  rhinitis,  sinusitis,  tonsillitis  and  otitis 
media,  when  caused  by  sulfa-susceptible  bacteria ; 

• because  secondary  invasion  by  such  bacteria  so  frequently  follows 
the  common  cold.^ 


the  reasons  for  combining  Triaminic  with  triple  sulfas 


Triaminic  and  triple  sulfas  are  not  only 
pharmacologically  compatible,  they  are  a 
therapeutically  logical  combination  for 
upper  respiratory  infections : Triaminic  for 
effective  decongestant  relief  from  rhinitis, 
rhinorrhea  and  sinusitis  triple  sulfas  for 
well-established  antibacterial  action. 


The  advantages  of  Trisulfaminic  in  upper 
respiratory  infections  include:  proved 
effectiveness;  safety;  economy;  ease  of  ad- 
ministration; less  likelihood  of  sensitivity 
reactions;®  compatibility  with  antibiotics 
and  other  antibacterial  therapy.  Provided 
also  as  Suspension  for  additional  convenience. 


Trisulfaminic 


ntlAMINIC  WITH  TRIPLE  SULFAS 


Available  as  TABLETS  and  SUSPENSION 

Each  easy-to-swallow  Trisulfaminic  Tablet 
or  5 ml.  teaspoonful  of  Suspension  provides: 


Triaminic®  25  mg. 

(phenylpropanolamine  HCl  12.5  mg. 

pheniramine  maleate  6.25  mg. 

pyrilamine  maleate  6.25  mg.) 

Trisulfapyrimidines,  U.S.P 0.5  Gm. 


Dosage : 

Adults— 2 to  4 tablets  or  tsp.  ini- 
tially, followed  by  2 tablets  or  tsp. 
every  4 to  6 hours  until  the  patient 
has  been  afebrile  3 days.  Children 
8 to  12  — 2 tablets  or  tsp.  initially, 
followed  by  1 tablet  or  tsp.  every 
6 hours.  Children  under  S— dosage 
according  to  weight. 


The  palatability,  convenience  and  effectiveness  of  the  Suspension  make  it  especially  suitable 
for  children  and  for  those  older  patients  who  prefer  liquid  medication. 

Heferencea:  1.  Cecil,  R.  L.,  etal.:  J.A.M.A.  124:8  (Jan.  1)  1944.  2.  Fabricant,  N.  D.:  E.E.N.T.  Monthly 
37:460  (July)  1958.  3.  Beckman,  H.:  Drugs,  Their  Nature,  Action  & Use,  Saunders,  Philadelphia, 
1958,  p.  527. 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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Lederle  introd 


Strikingly  enhances 
the  traditional  advantage 
of  broad-spectrum 
antibiotics . . . 

for  greater  patient-physician  benefit 

DECLOMYCIN  is  a unique  fermentation  product  of  a strain 
of  Streptomyces  aureofaciens— the.  parent  organism  of 
AUREOMYCIN®*  and  ACHROMYCIN.®^ 

DECLOMYCIN  singularly  achieves: 

• far  greater  antibiotic  activity  with  far  less  drug 

• greater  stability  in  body  media 

• unrelenting  peak  activity  throughout  therapy 

• “extra-day”  protection  through  sustained  activity 

DECLOMYCIN  retains : 

• unsurpassed  broad-spectrum  range  of  activity 

• rapid  activity 

• excellent  toleration 

• effectiveness  against  infection  in  nearly  all  organs  or  sys- 
tems—rapid  diffusion  in  body  tissues  and  fluids 

*Chlortetracycline  Lederle  ^Tetracycline  Lederle 


Demethylchlortetracycline  Lederle  I 


Far  greater 
antibiotie  activity 
with  far  less 
antibiotic 


Milligram  for  Milligram,  DECLOMYCIN  exhibits  2 to  4 
times  the  clinical  potency  (inhibitory  action)  of  tetracycline 
against  susceptible  organisms.  Thus,  DECLOMYCIN 
has  the  advantage  of  providing  significantly  higher  serum 
activity  levels  with  significantly  reduced  drug  intake.* 

Actually,  DECLOMYCIN  demonstrates  the  highest  ratio 
of  prolonged  activity  level  to  daily  milligram  intake  of  any 
known  broad-spectrum  antibiotic.  Reduction  of  milligram  in- 
take of  drug  reduces  hazards  of  related  physical  effect  on  in- 
testinal mucosa  or  interaction  with  gastrointestinal  contents. 

*Activity  level  is  a far  more  meaningful  basis  of  compari- 
son than  quantitative  blood  levels,  as  Hirsch  and  Finland 
note.  Action  upon  pathogens  is  the  ultimate  value. l 


Unrelenting 

peak  antimierobial  attaek 
throughout  therapy 

The  high  level  of  DECLOMYCIN  activity  is  uniquely 
sustained.  It  is  not  just  an  initial  phenomenon  but  is 
constant  — maintained  on  each  day  of  treatment  and 
between  doses  — without  noticeable  diminution  of  in- 
tensity. Peak-and- valley  control  is  eliminated,  favoring 
continuous  suppression  of  pathogens  and  consequent 
improvement. 

This  DECLOMYCIN  constant  is  achieved  through 
remarkably  greater  stability  in  body  fluids, ^ resistance 
to  degradation^  and  a low  rate  of  renal  clearance'^’^—  all 
supporting  antibiotic  activity  for  extended  periods. 


JDecuo 

Demethylchlortetracycline  Lederle 


“Extra-day”  activity 
for  security 
against  relapse 


DECLOMYCIN  maintains  significant  antibacterial 
activity  for  one  to  two  days  after  discontinuance  of 
dosage^— a major  distinction  from  other  antibiotics. 
Previous  drugs  have  declined  abruptly  in  activity  fol- 
lowing withdrawal. 

DECLOMYCIN  thus  gives  the  patient  an  unusual 
degree  of  protection  against  resurgence  of  the  primary 
infection,  and  against  secondary  infection . . . sequelae 
not  infrequently  encountered  and  often  resembling  a 
“resistance  problem.”  Consequently,  reinstitution  of 
therapy  or  a change  in  therapy  should  rarely  be 
necessary. 


MYCIN 


A masterpiece  of 


antibiotic  activity 


with  far  less  antibiotic  intake 


unrelenting  peak  attack 


Demethylchlortetracycline  Lederle 


— enhancing  the  unsurpassed  features  of 
tetracycline . . . for  greater  physician-patient  benefits 


ECLO 


antibiotic  design 


A 

major  contribution 

of 

Lederle 

research 


in  the  distinctive  dry-filled  duotone  capsule 


Oemethylchlortetracycline  Lederle 


available  as: 


DECLOMYCIN  Capsules,  150  mg. 

Adult  dosage:  1 capsule  four  times  daily. 
Pediatric  Drops,  60  mg.  per  cc. 

Bottles  of,  10  cc.  with  dropper. 

Oral  Suspension,  75  mg.  per  5 cc.  tsp. 


1.  Hirsch,  H.  A,,  and  Finland,  M.:  Antibacterial  Activity  Of  Serum  Of  Normal  Subjects 
After  Oral  Doses  of  Demethylchlortetracycline,  Chlortetracycline  and  Oxytetracycline. 
New  England  J.  Med.  260:1099  (May  28)  1959.  2.  Hirsch,  H.  A.,  Kunin,  C.  M.,  and  Finland, 
M. : Demethylchlortetracycline  — A New  And  More  Stable  Tetracycline  Antibiotic  That 
Yields  Greater  and  More  Sustained  Antibacterial  Activity.  To  be  published.  3.  Lichter, 
E.  A.,  and  Sobel,  S. : The  Distribution  Of  Oral  Demethylchlortetracycline  In  Healthy  Volun- 
teers And  In  Patients  Under  Treatment  For  Various  Infections.  To  be  published.  ^ Kunin, 
C.  M.,  Dornbush,  A.  C.  and  Finland,  M.:  Distribution  And  Excretion  Of  Four  Tetracycline 
Analogues  In  Normal  Young  Men.  To  be  published.  5.  Kunin,  C.  M.,  and  Finland,  M.: 
Demethylchlortetracycline:  New  Tetracycline  Antibiotic  That  Yields  Greater  and  More 
Sustained  Antibacterial  Capacity.  New  England  J.  Med.  259:999  (Nov.  28)  1958.  6.  Sweeney, 
W.  M.;  Hardy,  S.  M.;  Dornbush,  A.  C.,  and  Ruegsegger,  J.  M.:  Demethylchlortetracycline: 
A Clinical  Comparison  of  A New  Antibiotic  with  Chlortetracycline  and  Tetracycline. 
Antibiotics  & Chemotherapy  9:13  (Jan.)  1959. 
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cough  due  to  colds  or  allergy 

AMBEHYi:  EXPECTORANT 

for  quick,  effective  relief 


• Antiallergic,  antispasmodic,  demulcent 

• Reduces  bronchial  spasm  and  congestion 

• Helps  thin  mucus  and  facilitate  expectoration 


- 


Each  fluidounce  of  AMBENYL  EXPECTORANT 
contains; 

Ambodryl®  hydrochloride  (bromodiphen- 

hydramine  hydrochloride,  Parke -Davis)  24  mg. 
Benadryl®  hydrochloride  (diphenhydramine 


hydrochloride,  Parke -Davis)  56  mg. 

Dihydrocodeinone  bitartrate Vg  gr. 

Ammonium  chloride  8 gr. 

Potassium  guaiacolsulfonate  8 gr. 

Menthol  , q.s. 

Alcohol  5% 


Supplied:  Bottles  of  16  ounces  and  1 gallon. 

Dosage:  Every  tliree  or  four  hours  — adults,  1 to  2 
teaspoonfuls;  children,  % to  1 teaspoonful.- 


PARKE,  DAVIS  & COMPANY 

DETROIT  32, MICHIGAN 


I 

I 


EDITORIAL  BOARD 


ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

Title  Registered  U.  S.  Patent  Office 

Publication  Office 

835  Republic  Building  (1612  Tremont  Place), 
Denver  2,  Colorado 
Telephone  AComa  2-0547 


Table  off  Contents 

December  1959,  Volume  56,  Number  12 


Shadow  or  substance,  Marcus  J.  Smith,  M.D., 
Santa  Fe,  New  Mexico,  6 

Tumor  conferences,  Alexis  B.  Lubchenco,  M.D., 
Elmer  W.  Koneman,  M.D.,  Presbyterian 
Hospital,  Denver,  61 


Editorials 

Honesty  is  qualitative — not  quantitative,  31 
Bringing  home  the  bacon,  31 
Montana  A-1  host,  32 


Articles 

Management  of  dizziness,  Joseph  C.  Elia,  M.D., 
Reno,  Nevada,  33 

Acute  idiopathic  infarction  of  omentum, 

John  J.  McGahan,  M.D.,  Billings,  Montana,  37 

Old  age  pension  medical  care  program, 

Paul  Hartendorp,  M.D.,  Denver,  38 

Gastric  cardia  competence  in  repair 
of  esophageal  hiatal  hernia, 

David  H.  Watkins,  M.D.,  Denver,  40 

Retropublic  prostatectomy,  Lawrence  D.  Dickey, 
M.D.,  Fort  Collins,  Colorado,  43 


Colorado:  Douglas  W,  Macomber,  M.D.,  Sclmtific  Bda- 
tor,  1800  High  St.,  Denver,  (Chairman  of  the  Board); 
James  R.  Leake,  M.D.,  Assistant  Scientific  EditOT,  468 
N.  Cedar,  Littleton. 

Montana:  Perry  M.  Berg,  M.D.,  Scientific  Editor,  1229 
North  27th  Street.  Billings:  L.  Russell  Hegland,  Associ- 
ate Editor.  1236  North  28th  Street,  Billings. 

.Nevada:  Wesley  W.  Hall.  M.D..  Scientific  Editor.  607  N. 
Arlington  Ave.,  Reno;  Nelson  B.  Neff.  Associate  Editor. 
P.  O.  Box  2790,  Reno. 

New  Mexico:  Aaron  E.  Margulis,  M.D.,  Scientific  Editor, 
Coronado  Building,  Santa  Fe;  Ralph  R.  Marshall,  Asso- 
ciate Editor,  220  First  National  Bank  Bldg.,  Albu- 
querque. 

Otah:  Richard  P.  Middleton,  M.D..  Scientific  Editor, 
Boston  Bldg.,  Salt  Lake  City;  Harold  Bowman,  Associ- 
ate Editor,  42  South  Fifth  East  Street,  Salt  Lake  City. 

Wyoming:  Francis  A.  Barrett,  M.D.,  Scientific  Editor 
pro  tern,  1616  E,  19th  St,,  Cheyenne;  Arthur  R.  Abbey, 
Associate  Editor,  P.O.  Box  2036,  Cheyenne. 


Managing  Editor:  Harvey  T.  Setfaman,  835  R^ublic 
Building,  Denver  2,  Colorado. 


Ownership  and  Sponsorship:  The  Rocky  Mountain  Med- 
ical Journal  is  owned  by  the  Colorado  State  Medical 
Society  and  is  published  monthly  as  a non-profit  enter- 
prise for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction 
of  the  Board  of  Trustees  of  the  Colorado  State  Medical 
Society,  assisted  by  an  Editorial  Board  representing  the 
sponsoring  organizations,  tt  is  the  Official  Journal  of 
the  Rocky  Mountain  Medical  Conference  and  those 
medical  societies  who  are  represented  on  the  Editorial 
Board  listed  above. 

Advertising:  National  representative:  The  State  Medical 
Journal  Advertising  Bureau,  Inc.,  510  North  Dearborn 
Street,  Chicago  10,  HI. 

Subscription;  $3.50  per  year  in  advance,  postpaid  in  the 
United  States  and  its  possessions:  single  copy  35c  plus 
postage.  Subscription  is  included  In  medical  society 
dues  of  sponsoring  state  medical  organizations. 

Copyright;  This  Journal  is  copsrrlght,  1959,  by  the  Colo- 
rado State  Medical  Society,  Bequests  for  permission  to 
reproduce  anything  from  the  columns  of  this  Journal 
should  be  addressed  to  the  Journal  office. 


Second-class  postage  paid  at  Denver,  Colorado 


Organization 

Washington  Scene,  63 

Utah,  House  of  Delegates  Minutes,  65 

Colorado,  96 

Montana,  98;  House  of  Delegates  Minutes,  99 
New  Mexico,  130 

Correspondence,  131 

Presidents  and  presidents-elect 

of  our  sponsoring  state  medical 
organizations,  132-133 

Medical  school  notes,  134 
Book  corner,  139 
Officers  pages,  143,  144,  145 
Cumulative  index,  149 


2 


Rocky  Mountain  Medical  Journal 


NOW  even 

many  cardiac  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

DECADRON—the  new  and  most  potent  of  all  corticosteroids,  eliminated  fluid 
retention  in  all  but  0.3  percent  of  1500  patients!,  and  induced  beneficial  diuresis 
in  nearly  all  cases  of  pre-existing  edema. 

Therapy  with  DECADRON  has  also  been 
distinguished  by  virtual  absence  of  dia- 
betogenic effects  and  hypertension,  by 
fewer  and  milder  Cushingoid  reactions, 
and  by  freedom  from  any  new  or  “pecul- 
iar” side  effects.  Moreover,  DECADRON 
has  helped  restore  a “natural”  sense  of 
well-being. 

tAnalysis  of  clinical  reports. 

'<=OECAORON  is  a trademark  o:  Merck  & Co..  Inc.  ©1958  Merck 
& Co.,  Inc. 
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An  emotionally  balanced  patient 

Thanks  to  your  treatment  and  the  help  of 
Deprol,  her  depression  is  relieved  and  her  anxi- 
ety and  tension  calmed.  She  eats  welh  sleeps 
well,  and  can  return  to  her  normal  activities. 


as  it  calms  anxiety ! 

Deprol  helps  balance  the  mood 
\yy  lifting  depression  as  it 
cairns  related  anxiety 


No  “seesaw^*  effect  of  amphetamine- 
barbiturates  and  energizers 

While  amphetamines  and  energizers  may  stimu- 
late the  patient — they  often  aggravate  anxiety  and 
tension.  And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive  stimu- 
lation— they  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol 
lifts  depression  as  it  calms  anxiety — both  at  the 
same  time. 

Safer  choice  of  medication  than 
untested  drugs 

Deprol  does  not  produce  hypotension,  liver  dam- 
age, psychotic  reactions  or  changes  in  sexual 
function. 

BIBLIOGRAPHY:  1.  Alexander,  L.:  Chemotherapy  of  depression — Use 
of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
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‘Depror* 

DOSAGE:  Usual  starting  dose  is  1 tablet  q.i.d.  When  neces- 
sary, this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 

COMPOSITION:  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 

SUPPLIED:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 
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ANFJ  1 NF.RGI/.ERS 
ir.ny  .nrrinf c-  the 
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AMPHETAMINE- 
BAR  B ITU  RATE 

combinations  may 
control  overstimula- 
tion but  may  deepen 
depression. 
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Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“We  see  only  what  we  look  for;  we  recognize 
only  what  we  know.” 

Clinical  data 

A 53-year-old  unemployed  carpenter  was  hos- 
pitalized because  of  intense  mid-epigastric  pain  of 
ten  hours  duration;  the  pain  had  begun  shortly  af- 
ter a supper  of  beans  and  whiskey.  He  vomited  sev- 
eral times;  bicarbonate  of  soda  afforded  no  relief. 

Two  years  earlier,  a stomach  ulcer  had  been 
diagnosed  roentgenographically.  During  the  two 
years  prior  to  this  diagnosis,  the  patient  had  suf- 
fered through  two  or  three  attacks  similar  to  the 
present  one,  but  considerably  shorter  in  dimation; 
these  attacks  had  relented  spontaneously.  About 
eight  years  before,  he  had  “passed  out”  but  no 
diagnosis  was  recalled. 

On  examination,  he  appeared  quite  restless. 
Temperature,  pulse,  respiration  and  blood  pres- 
sure readings  were  normal.  An  odor  of  alcohol 
was  questionably  present.  The  abdomen  was  dis- 
tended and  moderately  tympanitic,  but  no  rigidity 
or  resistance  was  recorded.  Bowel  sounds  were 
not  heard,  though  abdominal  auscultation  was  not 
satisfactory  because  of  constant  motion  of  the 
patient.  A short  systolic  murmur  was  heard  at  the 
cardiac  base.  The  clinical  impression  was  that  of  a 
penetrating  peptic  ulcer  or  a tabetic  gastric  crisis. 

On  the  day  of  admission,  the  white  cell  count 
was  15,000  cells  per  cu.  mm.,  with  90  per  cent 
segmented  forms;  the  hemoglobin  was  17.5  gms., 
the  red  cells  5.6  million  per  cu.  mm.  The  urine 


showed  a 2 plus  albuminuria  and  the  serology  was 
negative. 

X-ray  study 

The  upright  film  of  the  abdomen  (Fig.  1) 
showed  fluid  levels  crossing  distended  loops  of 
proximal  small  intestine.  The  distended  loops  had 
a somewhat  coffee-bean  shape.  These  loops  also 
seemed  fixed  in  position  in  the  upper  abdomen 
(in  relation  to  their  appearance  on  the  supine 
film).  There  was  no  evidence  of  free  air  beneath 
the  diaphragm;  no  evidence  of  calculous  disease 
was  detected.  The  radiologic  impression,  based  on 
this  data,  was  that  of  a mechanical  obstruction  of 
the  proximal  small  intestine,  possibly  a strangu- 
lating type,  etiology  undetermined. 

Clinical  course 

After  24  hours  of  conservative  treatment,  in- 
cluding intubation,  the  patient’s  abdomen  was 
explored.  The  small  intestine  was  missing!  Later 
it  was  found  impacted  in  the  lesser  omental  cavity 
with  only  a small  portion  protruding  from  the 
foramen  of  Winslow.  Approximately  three  feet  of 
this  bowel  were  cyanotic;  however,  the  normal 
color  returned,  with  peristalsis,  on  reduction  of 
the  obstruction.  Much  serous  fluid  was  present  in 
the  abdominal  cavity.  An  essentially  smooth  post- 
operative course  followed.  The  patient  was  fol- 
lowed for  four  years,  during  which  no  important 
abdominal  accident  recurred. 

Epicrisis 

On  review  of  the  original  films,  there  were 
now  noted  additional  short  fluid  levels  situated 
high  in  the  left  upper  quadrant,  medially,  near 
the  gastric  air  bubble  (Fig.  1,  arrow,  retouched). 
If  these  shadows  had  been  correctly  evaluated 
originally,  the  precise  interpretation  could  have 
been  rendered  specifying  the  pathogenesis  of  the 
obstruction.  The  presence  of  gas  and  fluid  levels 
in  this  location  places  the  disorder  in  the  lesser 
sac.  It  then  becomes  possible  to  differentiate  clin- 
ically between  the  two  conditions  that  would 
cause  such  air-fluid  levels  in  the  lesser  sac,  name- 
ly, a ruptured  ulcer  or  a hernia  via  the  foramen 
of  Winslow.  It  is  important  to  recognize  these  her- 
nias, since  a mortality  rate  of  60  per  cent  has  been 
reported,  primarily  because  of  delayed  surgery’. 

REFERENCE 

^Cimmino,  C.  V.:  Lesser  Sac  Hernia  via  the  Foramen  of 
Winslow,  Radiology,  27:57-59  (Jan.)  1953. 

^ Fig.  1 


HOW  KENT  BLAZED  THE  TRAIL 
TO  LOW  TAR 

AND  NICOTINE  CONTENT 


A major  independent  research  foundation, 
under  Lorillard  sponsorship,  determined  that 
the  average  puff  of  cigarette  smoke  contains 
over  12  billion  semi-solid  particles.  Further 
research  revealed  that  inhaled  smoke  from 
ordinary  cigarettes  has  a predomi- 
nant proportion  of  particles,  from 
0.1  to  1 micron  in  diameter, 
averaging  0.6  micron. 

Ordinary  filter  fibers  are  so 
large  that  they  create  spaces 
through  which  the  small  semi- 
solid smoke  particle  can  easily 
pass.  However,  in  the  extraor- 
dinary Kent  filter,  the  fibers  are 
mechanically  manipulated  in 
such  a manner  as  to  create  a mul- 
titude of  baffles  and  extremely 
tortuous  passageways  for  the 
smoke.  This  is  the  “Micronite” 

Filter. 

Lorillard  pioneered  research 
into  filtration —creating  a filter 
of  extraordinary  ability  to  de- 


crease smoke  solids.  So  — from  the  very 
start— Kent  blazed  the  trail  to  the  lowest 
level  of  tars  and  nicotine  among  all  leading 
brands.  And  today,  tars  and  nicotine  are 
at  the  lowest  level  in  Kent’s  history. 

This  Kent  achievement  in  the 
field  of  filtration  was  done  with- 
out sacrifice  of  rich  tobacco  fla- 
vor. Kent  uses  only  100%  natural 
tobaccos— the  finest  in  the  world 
today— to  give  you  real  tobacco 
taste.  Kent  satisfies  your  appe- 
tite for  a real  good  smoke. 


If  you  would  like  the  booklet,  for 
your  own  use,  “The  Story  of 
Kent,"  write  to:  P.  Lorillard 
Company,  Research  Depart- 
ment, 200  East  42nd  Street, 
New  York  17,  N.  Y. 


© 1959,  P.  Lorillard  Co. 


KENT  FILTERS  BEST 

for  the  flavor  you  like 

A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes  — through  Lorillard  Research! 
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Merrf  Christims  from  tho  physician 
stockholders  of  Empiri;  Easnalty! 


o 


w 


Christmas  for 
the  Colorado  physicians 
who  own  a ^hare  of  Empire 
Casualty  is  a happier  occasion  because 
of  this  ownership.  Malpractice  insur- 
ance with  broad  coverage  at  currently 
low  rates  is  a real  benefit.  J^mpire  Casualty 
is  owned  solely  by  Doctors  to  create  com- 
petition and  reduce  high  rates  charged 
for  professional  liability  protection. 

Why  not  call  or  write  for  the  details 
to  make  your  next  Christmas  a 
merrier  one?  We  welcome 

all  inquiries.  ^ 


o 


Write  or  call  Carl  W.  Ohlin  for  immediate  action  and  full  particulars. 

Operating  Management 


201  Security  Bldg. 


Insurance  Department 


AComa  2-8621 
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NEW  AND  EXCLUSIVE 


FOR  SUSTAINED 
TRANQUILIZATION 


MIITOWN®  {meprobamate)  now  available 
in  400  mg.  continuous  release  capsules  as 

Meprospan®-400 


• relieves  both  mental  and  muscular  tension 
without  causing  depression 

• does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior 


Usual  dosage:  One  capsule  at  breakfast, 

one  capsule  with  evening  meal 

Available:  Meprospan-400,  each  blue  capsule  contains 
400  mg.  Miltown  (meprobamate) 

Meprospan-200,  each  yellow  capsule  contains 
200  mg.  Miltown  (meprobamate) 

Both  potencies  in  bottles  of  30. 

^WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


CME-8426 
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Substantiated  by  published  reports  of  leading  clinicians: 


• effective  control 

of  allergic 
and 

inflammatory  symptoms’’^ 


• minimal  disturbance 

of  the  patient’s 
chemical  and  psychic 
balance'"’®’*'” 


At  anti-inflammatory  and  antiallergic  levels  ARISTOCORT  means: 
• freedom  from  salt  and  water  retention 


• virtual  freedom  from  potassium  depletion 

• negligible  calcium  depletion 

• euphoria  and  depression  rare 

• no  voracious  appetite  — no  excessive  weight  gain 

• low  incidence  of  peptic  ulcer 

• low  incidence  of  osteoporosis  with  compression  fracture 

Indications:  rheumatoid  arthritis;  arthritis;  respiratory  allergies;  allergic  and  inflammatory 
dermatoses;  disseminated  lupus  erythematosus;  nephrotic  syndrome;  lymphomas  and  leukemias. 
Precautions:  With  ARISTOCORT  all  traditional  precautions  to  corticosteroid  therapy  should  be  ob- 
served. Dosage  should  always  be  carefully  adjusted  to  the  smallest  amount  which  will  suppress 
symptoms.  After  patients  have  been  on  steroids  for  prolonged  periods,  discontinuance  must  be 
carried  out  gradually. 

Supplied:  Scored  tablets  of  1 mg.  (yellow);  2 mg.  (pink);  4 mg.  (white);  16  mg.  (white). 
Diacetate  Parenteral  (for  intra-articular  and  intrasynovial  injection).  Vials  of  5 cc.  (25  mg./cc.). 


References:  1.  Feinberg,  S.M..  Feinberg,  A.R.,  and  Fisherman, 
E.W.:  JM.M.A.  167:58  (May  3)  1958.  2.  Epstein,  J.I.  and  Sher- 
wood, H.:  Connecticut  Med.  22:822  (Dec.)  1958.  3.  Friedlaender,  S. 
and  Friedlaender,  A.S. : Antibiotic  Med.  & Clin.  Ther,  5:315 
(May)  1958.  4.  Segal,  M.S.  and  Duvenci,  J. : Bull.  Tufts  North  East 
M.  Center  4:71  (April-June)  1958.  5.  Segal,  M.S. : Report  to  the 
A.M.A.  Council  on  Drugs,  J.A.M.A,  169:1063  (March  7)  1958. 

6.  Sherwood,  H.  and  Cooke,  R.A. : J.  Allergy  28:97  (Mar.)  1958. 

7.  Duke,  C.J.  and  Oviedo,  R. : Antibiotic  Med.  & Clin.  Ther.  5:710 
(Dec.)  1958.  8.  McGavack,  T.H. : Clin.  Med.  (June)  1958.  9.  Frey- 
berg,  R.H.;  Berntsen,  C.A.,  and  Heilman,  L. : Arthritis  and  Rheu- 
matism  1:215  (June)  1958.  10.  Hartung,  E.F. : J.A.M.A.  167:973 
(June  21)  1958.  11.  Hartung,  E.F. : J.  Florida  Acad.  Gen.  Pract. 
8:18,  1958.  12.  Zuckner,  J. ; Ramsey,  R.H.;  Caciolo,  C.,  and  Gant- 
ner,  G.E.:  Ann.  Rheum.  Dis.  17:398  (Dec.)  1958.  13.  Appel,  B.; 
Tye,  M.J.,  and  Leibsohn,  E. : Antibiotic  Med.  & Clin.  Ther.  5:716 
(Dec.)  1958.  14.  Kalz,  F. : Canad.  M.A.J.  79:400  (Sept.)  1958. 
15.  Mullins.  J.F.,  and  Wilson,  C.J. : Texas  State  J.  Med.  54:648 
(Sept.)  1958.  16.  Shelley,  W.B.;  Harun,  J.S.,  and  Pillsbury,  D.M. : 
J.A.M.A.  167:959  (June  21)  1958.  17.  DuBois,  E.F.:  J.A.M.A, 
167:1590  (July  26)  1958.  18.  McGavack,  T.H.;  Kao,  K.T.;  Leake, 
D.A.;  Bauer,  H.G.,  and  Berger,  H.E.:  Am.  J.  Med.  Sc.  236:720 
(Dec.)  1958.  19.  Council  on  Drugs:  J.A.M.A.  169:257  (Jan.  17) 
1959.  20.  Rein,  C.R.;  Fleisrhmajer,  R.,  and  Rosenthal,  A.R. : 
J.A.M.A.  165:1821  (Dec,  7)  1957. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


WHENEVER  COUOH  THERAPY  IS  INDICATED 


THE 


SYKUP 

Rx  FOR  COUSH  CONTROL 

cough  sedative / antihistamine / expectorant 


i 

[ 

( 


al  decongectant 

»henylephrij^e 


• relieves  cough  and  associated  symptoms 

In  15-20  minutes  • ^effective  for  6 hours  or  longer 

• promotes  expectoration  • rarely  constipates 

• agreeably  cherry-flavored 

Each  teaspoonfyl  (S  cc.)  of  Hycomine*' contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . 5 mg.  1 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.  j 
^rilamine  Mafeate  .......  12.5  mg. 

Phenylephrine  Hydrochioricfe  ....  10  rag. 

Ammonfurri  Chloride  .......  60  mg. 

Sodium  Citrate  .........  85  rng. 


Literature 
on  request 


Supplied:  As  a pleasant-to-take  syrup.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 


ENDO  LABORATORIES  Richmond  Hill  18,  New  York 

* U.S.  Pat.  2.«0.400 
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—and  a glass 
of  beer,  with 
your  consent, 
for  a morale- 
booster 


A few  suggestions  to  help  the  diet  fit  your  patient’s 
personal  preferences  and  way  of  life 

The  Diabetic  Diet 


A measured  diet  is  vital.  Portions  should  be 
served  in  dishes  that  fit  the  serving.  A small 
portion  on  a large  plate  is  not  a happy  prospect. 
A food  exchange  list  provides  variations  in  diet. 
Insulin  demands  food  with  the  urgency  and 
regularity  of  an  alarm  clock. 

If  dinner  is  late,  suggest  a light  snack  at  the 
usual  mealtime  with  corresponding  caloric  re- 
duction in  the  delayed  meal.  Hard  candies  do 


well  as  a precaution  against  insulin  reaction. 
Plan  low  calorie  wafers  when  others  nibble 
canapes  or  chocolates.  Above  aU,  give  your 
patient  a variety  of  his  food  preferences. 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  instructions. 

♦Carbohydrate  9.4  Gm;  Protein  0.8  Gm;  Calories  104/8 oz. 
(Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17.  N.  Y. 
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dependable 
analgesia 
at  your  fingertips 
in  the  snap-open  ampul 


no  filing  ■ no  scoring  ■ no  sawing 


Novocain 

PIONEEK  BRAND  OF  PROCAINE  HYDROCHLORIDE 


the  local  anesthetic 

with  universal  acceptance 


Novocain  1%,  2%,  10%,  20%  Solutions  -with  or  -without  vasoconstrictors. 

Also  available:  Multiple  Dose  Vials  with  dual  purpose  caps  for  withdrawal  by  needle  or  pouring. 

LABORATORIES,  new  YORK  18.  N.  Y. 
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AN 

AMES 

CLINIQUICK 

CL!^4iCAL  3Ri£F3  FOR  MODERN  PRACTiCE 


HOW  PREVALENT 
ARE  MULTIPLE 
GALLBLADDER 
ANOMALIES? 

One  hundred  and  twenty-two  cases 
of  vesica  fellea  divisa  (bilobed  gall- 
bladder) and  vesica  fellea  duplex 
(double  gallbladder  with  2 cystic 
ducts)  are  reported  in  the  literature. 
A unique  case  of  vesica  fellea  tri- 
plex has  recently  been  described. 

Source:  Skilboe,  B.:  Am.  J.  Clin.  Path. 
30:252,  1958. 


in  medical 
management 
and  postoperative 
care  of  biliary 
disorders... 

“effective”  hydrocholeresis  . . . 

DECHOLIN 

(dehydrocholic  acid,  Ames) 

“. . . dehydrocholic  acid . . . does  con- 
siderably increase  the  volume  out- 
put of  a bile  of  relatively  high  water 
content  and  low  viscosity.  This  drug 
is  therefore  a good  ‘flusher,’  and  is 
effectively  used  in  treating  both  the 
chronic  unoperated  patient  and  the 
patient  who  has  a T-tube  drainage 
of  an  infected  common  bile  duct.”* 


free-flowing  bile 


plus  reliable  spasmolysis 

decholin: 


BELLADONNA 


“...DECHOLIN/Belladonna  in  a dos- 
age of  one  tablet  t.i.d.  for  a period 
of  two  to  three  months  may  prove 
helpful  in  relieving  postoperative 
symptoms,  aiding  the  digestion,  and 
facilitating  elimination.”- 


(1)  Beckman,  H.:  Drugs: 

Their  Nature,  Action  and  Use, 
Philadelphia,  W.  B.  Saunders  Company, 
1958,  p.  425. 

(2)  Biliary  Tract  Diseases, 

M.  Times  ^5:1081,  1957. 


AMES 

COMPANY.  INC 
Elkhart  • Indiano 
Toronto  • Canada 


i 
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Is  one  vegetable  oil 
a better 
cholesterol-depressant 
than  another? 


No  leading  vegetable  oil  can  claim  superiority  over 
Wesson  in  its  serum  cholesterol-depressant  effect.  As  a 
diet  must  be  eaten  to  be  effective,  the  preferred  appetite 
appeal  of  Wesson  is  most  important.  Through  the  yeetrs, 
Wesson  has  been  consistently  favored  over  the  next 
seUing  oil,  particularly  for  flavor  (blandness),  odor  and 
lightness  of  color*.  Wesson  encourages  the  patient  to 
stay  on  the  prescribed  diet. 

Quality  and  uniformity  you  can  depend  on.  Wesson 
has  a poly-unsaturated  content  better  than  50%  . Only 
the  lightest  cottonseed  oils  of  the  highest  iodine  number 
are  selected  for  Wesson  and  no  significant  variations 
in  standards  are  permitted  in  the  22  exacting  specifica- 
tions required  before  bottling. 

Each  pint  of  Wesson  contains  437-524  Int.  Units  of 
Vitamin  E. 


Where  a poly-unsaturated  oil  is  called  for  in  the  diet. 
Wesson  satisfies  the  most  exacting  requirements  (and 
the  most  exacting  palates!). 


Wesson's  Important  Ingredients: 

Linoieic  acid  glycerides  50%  to  55% 

Phytosterol  (predominantly  beta  sitosterol)  0.4%  to  0.7% 
Total  tocopherols  0.09%  to  0.12% 

Never  hydrogenated— complefsiy  salt  free 


♦Substantiated  by  sales  leadership  for  59  years  and  reconfirmed  by  recent 
tests  against  the  next  leading  brand  with  brand  identification  removed,  among 
a national  probability  sample. 
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Why  should  I use 
KANTREX^  Injection’' 
when  there  are 
so  many  other 
antibiotics  available? 


Because  Kantrex  Injection  is  bactericidal 
to  a wide  variety  of  organisms,  including 
many  that  are  highly  resistant  to  the  other 

—organisms  such  as  Staph,  aureus, 
Staph.  albuSy  A.  aerogenes,  E.  coli,  H. 
pertussis,  K.  pneumoniae.  Neisseria 
sp.,  Shigella,  Salmonella  and  many 
strains  of  B.  proteus. 


Q But  if  I use  Kantrex  Injection,  won’t  that 
help  make  bacteria  resistant  to  it  also? 

Next  page,  please 


* Kanamycin  sulfate  injection  (Bristol) 


Q But  if  I use  Kantrex  Injection,  won’t  that  help  make 
bacteria  resistant  to  it  also? 

^ A very  good  question,  but  it  is  reassuring  to  note  that 
in  almost  two  years  of  clinical  use  of  Kantrex  for  the 
treatment  of  infections  for  which  it  is  recommended, 
the  emergence  of  KANTREX-resistant  bacterial  popu- 
lations has  not  been  a problem. 

Q My  impression  is  that  Kantrex  is  just  another  neomy- 
cin. Isn’t  that  so? 

A Indeed  not.  The  only  thing  Kantrex  and  neomycin 
have  in  common  is  a similar  antimicrobial  spectrum. 
Otherwise,  they’re  very  different:  they  have  different 
chemical  structures;  the  toxicity  of  Kantrex  is  “much 
less  than  that  of  neomycin”'^;  and  clinically,  Kantrex 
Injection  is  practical  for  systemic  administration  rou- 
tinely, while  neomycin  is  not. 

Q You  mean  that  Kantrex  Injection  doesn't  have  the 
nephrotoxicity  of  neomycin? 

Precisely.  It’s  true  that  when  Kantrex  Injection  is 
used,  urinary  casts  — even  slight  albuminuria  or  micro- 
scopic hematuria  — may  appear,  especially  in  poorly 
hydrated  patients,  but  this  does  not  reflect  any  pro- 
gressive damage  to  the  kidneys.  These  signs  promptly 
disappear  on  adequate  hydration  or  termination  of 
therapy. 

Q Then  why  do  you  recommend  reduced  dosage  in  pa- 
tients with  renal  impairment? 

Because  renal  impairment  causes  an  excessive  accumu- 
lation of  Kantrex  in  the  blood  and  tissues,  when  usual 
doses  are  administered.  Since  Kantrex  Injection  is  ex- 
creted entirely  by  the  kidneys,  renal  impairment  leads 


to  unnecessarily  high  and  prolonged  blood  levels;  and 
such  excessive  concentrations  inciease  the  risk  of  oto- 
toxicity. 

Q Is  that  why  we  see  reports  of  patients  developing 
hearing  loss  during  Kantrex  Injection  therapy? 

P^  Yes.  A study  of  the  few  reported  cases  in  which  pa- 
tients have  suffered  impaired  hearing  will  .show  that 
in  every  instance  they  had  pre-existing  or  concurrent 
renal  impairment,  yet  received  usual  or  excessive  doses 
of  Kantrex  Injection.  Dosage  recommendations  for 
Kantrex  Injection  emphasiTie  that  in  patients  with 
renal  dysfunction,  adequate  serum  levels  can  be 
achieved  with  a fraction  of  the  dose  suggested  for  pa- 
tients with  normal  kidney  function  — with  minimal 
risk  of  ototoxicity. 

Q Since  urinary  tract  infections  are  often  accompanied 
by  renal  impairment,  does  that  mean  I shouldn't  use 
Kantrex  Injection  in  such  conditions? 

P^  Not  at  all.  With  propei'  precautions,  Kantrex  Injec- 
tion is  an  excellent  drug  for  the  treatment  of  urinary 
tract  infections,  especially  tho.se  due  to  Proteus,  A. 
aerogenes  and  E.  coli,  even  when  renal  impairment  is 
prasent. 

Q What  are  the  "proper  precautions"  in  a patient  with 
impaired  renal  function? 

P^  The  package  literature  covers  them  in  detail.  First,  the 
daily  dose  .should  be  reduced  in  such  a patient.  Then, 
if  he  is  going  to  receive  Kantrex  Injection  for  7 days 
or  more,  a pre-tieatment  audiogram  should  be  done, 
and  it  should  be  lepeated  at  appropriate  intervals  dur- 
ing therapy.  If  tinnitus  or  subjective  hearing  lo.ss  de- 
velops, or  if  followup  audiograms  show  significant  loss 
of  high  frequency  response,  Kantrex  therapy  should 
be  discontinued.  However,  therapy  for  7 days  or  more 


QUESTIONS  ON  THE  CLINICAL  USE  OF  KANTREX 


is  seldom  required  because  the  clinical  response  to 
Kantrex  Injection  is  so  rapid. 

Q Why  do  you  put  so  muck  emphasis  on  Kanteex’s 
"rapid  action’"?  Every  antibiotic  Vue  heard  about  is 
supposed  to  be  “rapid  acting." 

A.  There  is  such  an  abundance  of  clinical  evidence  about 
“rapid  acting”  that  it  takes  Kantrex  Injection  out 
of  the  “.supposed-to” 

Remember,  the  effectiveness  of  Kantrex  Injection 
therapy  can  usually  be  appraised  in  24  to  36  hours. 
That’s  definite  evidence  of  rapid  action.  In  fact,  one 
group  of  investigators  reported  that  “the  rapidity  with 
which  bacteria  are  killed  by  this  agent  is  reflected  by 
the  promptness  of  the  clinical  response.”^” 

Q Does  Kantrex  Injection  cause  blood  dyscrasias? 

A In  extensive  clinical  and  toxicity  studies  by  numerous 
investigatoi-s,  as  well  as  almost  two  years  of  general  use, 
not  a single  instance  of  such  toxicity  has  been  reported, 

Q Can  I administer  Kantrex  Injection  in  any  other  way 
than  by  the  intramuscular  route? 

A Yes.  While  it’s  usually  given  intramuscularly,  other 
routes  are  practicable:  intravenous,  intraperitoneal,  by 
aerosol,  and  as  an  irrigating  solution.  Complete  in- 
structions are  included  in  the  package  insert. 

Q So  you  think  I ought  to  use  Kantrex  Injection  as  my 
first  choice  antibiotic  in  staph  and  gram-negative 
infections? 

A Yes  - because  all  evidence  to  date  indicates  that  it  is 
bactericidal  against  a wide  range  of  organisms ...  rapid 
acting . . . does  not  encourage  development  of  bacterial 
resistance ...  is  well  tolerated  in  specified  dosage . . . and 
has  not  caused  any  blood  dyscrasias. 


KANTREX  CAPSULES 

for  local  gastrointestinal  therapy... 
not  for  systemic  infections 

Q W/^y  can’t  I use  Kantrex  Capsules  for  systemic  medi- 
cation? 

A Because  there  is  only  negligible  absorption  of  Kantrex 
from  the  gastrointestinal  tract. Thus,  capsules 
cannot  provide  effective  blood  levels. 

Q Then  what  are  Kantrex  Capsules  used  for? 

A Preoperative  bowel  sterilization,  and  local  treatment 
of  intestinal  infections  due  to  kanamycin-.sensitive 
organisms. 

Q I’ve  been  using  neomycin  for  preoperative  bowel  steri- 
lization. Why  should  I switch  to  Kantrex  Capsules? 

A Because  Kantrex  has  been  rated  as  “superior  to  neo- 
mycin” for  this  pui'pose.'  It  provides  rapid  and  satis- 
factory control  of  coliforms,  Clostridia,  staphylococci 
and  streptococci:  yeasts  do  not  proliferate:  stool  con- 
centrations of  the  drug  are  exceptionally  high;  and 
nausea,  vomiting  or  intestinal  irritation  have  not  been 
observed."' 

Q What  advantages  do  Kantrex  Capsules  offer  me  in  the 
treatment  of  intestinal  infections? 

A A high  degree  of  effectiveness  against  most  of  the 
pathogens  responsible  for  such  infections:  Salmonella, 
Shigella,  Staph,  aureus,  E.  coli  and  Endamoeba  his- 
tolytica. Moreover,  their  use  has  been  “remarkably  free 
of  any  side  effects.”” 


INJECTION 


KANAMYCIN  SUIFATE  INJECTION 


INDICATIONS  . , , . A .. 

Infections  due  to  kanamvcin-sensitive  organisms,  particularly  staph  or  gram-negatives  : 
genito-urinary  infections:  skin,  soft  tissue  and  post-surgical  infections;  respiratory  tract  infec- 
tions; septicemia  and  bacteremia:  osteomyelitis  and  periostitis. 

DOSAGE;  INTRAMUSCULAR  ROUTE 

Recommended  daily  dose  is  15  mg.  per  kg.  of  body  weight,  in  2 to  4 divided  doses. 

For  intramuscular  administration,  Kantrex  Injection  should  be  injected  deeply  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

TOXICITY 

When  the  recommended  precautions  are  followed,  the  incidence  of  toxic  reactions  to  Kantrex 
is  low.  In  well  hydrated  patients  under  45  years  of  age  with  normal  kidney  function,  receiving 
a total  dose  of  20  Gm.  or  less  of  Kantrex,  the  risk  of  ototoxic  reactions  is  negligible. 

In  patients  with  renal  disease  and  impaired  renal  function,  the  daily  dose  of  Kantrex  should 
be  reduced  in  proportion  to  the  degree  of  impairment  to  avoid  accumulation  of  the  drug  in 
serum  and  tissues,  thus  minimizing  the  possibility  of  ototoxicity.  In  such  patients,  if  therapy 
is  expected  to  last  7 days  or  more,  audiograms  should  be  obtained  prior  to  and  during  treat- 
ment. Kantrex  therapy  should  be  stopped  if  tinnitus  or  subjective  hearing  loss  develops,  or  if 
audiograms  show  significant  loss  of  high  frequency  response. 

OTHER  ROUTES  OF  ADMINISTRATION 

Kantrex  should  be  used  by  intravenous  infusion  only  when  the  intramuscular  route  is  im- 
practicable. Kantrex  can  also  be  employed  for  intraperitoneal  use,  aerosol  treatment,  and  as 
an  irrigating  solution.  See  package  insert  for  directions. 

PRECAUTIONS 

Use  of  antibiotics  may  occasionally  result  in  overgrowth  of  non-sensitive  organisms.  If  super- 
infection appears  during  therapy,  appropriate  measures  should  be  taken. 

SUPPLY 

Available  in  rubber-capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two  concentra- 
tions (stable  at  room  temperature  indefinitely) : 

KANTREX  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  2 ml.  volume. 

KANTREX  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  3 ml.  volume. 


CAPSULES 


(for  local  gastrointestinal  therapy;  not  for  systemic  medication) 


INDICATIONS  AND  DOSAGE 

For  preoperative  bowel  sterilization:  1.0  Gm.  (2  capsules)  every  hour  for  4 hours,  followed  by 
1.0  Gm.  (2  capsules)  every  6 hours  for  36  to  72  hours. 

For  intestinal  infections:  Adults:  3.0  to  4.0  Gm.  (6  to  8 capsules)  per  day  in  divided  doses  for 
5 to  7 days.  Infants  and  children:  50  mg.  per  kg.  per  day  in  4 to  6 divided  doses  for  5 to  7 days. 

PRECAUTION 

Preoperative  use  of  Kantrex  Capsules  is  contraindicated  in  the  presence  of  intestinal  obstruc- 
tion. Although  only  negligible  amounts  of  Kantrex  are  absorbed  through  intact  intestinal 
mucosa,  the  possibility  of  increased  absorption  from  ulcerated  or  denuded  areas  should  be 
considered. 

SUPPLY 

Kantrex  Capsules,  0.5  Gm.  kanamycin  (as  sulfate),  bottles  of  20  and  100. 
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Pain  Relief. . . 

^TABLOID’ 

‘EMPIRIN’ 

COMPOUND* 


Acetophenetidin  ......  gr.  2yz 

Acetylsalicylic  Acid  ....  gr.  31/2 

Caffeine  ............  gr.  V2 


^TABLOID’ 

‘EMPIRIN’ 

COMPOUND* 

WITH 

CODEINE 

PHOSPHATE* 


Acetophenetidin  ......  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  3y2 
Caffeine  ............  gr.  Vz 

Codeine  Phosphate  . . . . gr.  Vs 


Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  ....  gr.  31/2 
Caffeine  ............  gr.  Vz 

Codeine  Phosphate  . . . . gr.  Va 


Acetophenetidin  ......  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  31/2 
Caffeine  ...gr.  Vz 

Codeine  Phosphate  . . . . gr.  Va 


Acetophenetidin  ......  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  SVa 
Caffeine  ............  gr.  Vz  ; 

Codeine  Phosphate  . . . . gr.  1 
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No.  2 
No.  3 
No.  4 


.providing  the  desired 
gradation  of  potencies 
for  relief  of  varying 
intensities  of  pain 


simple  headache  '' 
. rheumatic  conditions 
arthralgias 
myalgias 
common  cold 
toothache 
earache 
dysmenorrhea 
neuralgia 
minor  trauma 
tension  headache 
premenstrual  tension 
minor  surgery 
post-partum  pain 
trauma 

organic  disease 
neoplasm 
muscle  spasm 
colic 
migraine 

musculo-skeletal  pains 
postdental  surgery 
post-partum  involution 
fractures 
synovitis/bursitis 

relief  of  pain 
of  all  degrees  of 
severity  up  to 
that  which 
requires  morphine 

AND  IN 
fevers 
dry, 

unproductive  coughs 


A.)  INC.,  Tuckahoe,  New  York 


SENSATIO 


REACTll 


THF 

RELIEF 

OF 

YMPTOfV 


Your  experience  and  trust  throughout  the  j 
years  have  established  the  wide  use  of  the  J 
'Empirin  family  in  medical  practice — | 

dependable  analgesics  for  the  effective  relief  1 
of  pain,  fever,  and  cough— with  safety.  j 


■TABLOID'A^ 
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Codeine  Phospliale.  No-  ^ 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  New  York 


— TOO 

•TABLOID' 

- ‘ E iTi  p i r i n 
Compound 
Codeine  Phosphate,  No.  • 


Compound 
Codeine  Phosphate,  No.  3 
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No 
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Counteract  Depression  with 

distinctively  WELL-TOLERATED 


• ^Deaner’  may  be  prescribed  with  little  or  no 
concern  over  side  effects  even  in  the  presence 
of  liver  disease,  diabetes,  cardiovascular 
disease,  and  a long  list  of  other  chronic 
conditions,  except  grand  mal  epilepsy  (only 
contraindication). 

• 'Deaner^  is  not  a monoamine  oxidase  inhibitor; 
hence  it  is  not  necessary  to  monitor  its 
administration  with  repeated,  expensive 
laboratory  tests. 

• This  notable  freedom  from  side  effects  endows 
Deaner^s  long-term  administration  with 
easier  patient  supervision,  better  patient 
cooperation,  and  greater  safety. 

• Dosage  is  simple— initially,  50  mg.  (2  tablets) 
daily  in  the  morning.  Gradually,  apathy 

and  defeat  are  transformed  into  affability  and 
renewed  interest  and  vigor. 


Write  for  details  and  the  applicability  o' 
Oeaner’  in  behavior  problems  of  childre 
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...Pathibamatez 

meprobamate  with  PATHILON®  tridihexethyl  chloride  Lederle 


greater  flexibility  in  the  control  of  tension,  hypermotiiity 
and  excessive  secretion  in  gastrointestinal  dysfunctions 


PATHIBAMATE  combines  two  highly  effective  and  well-tolerated 
therapeutic  agents: 

meprobamate  (400  mg.  or  200  mg.)  widely  accepted  tranquilizer  and  . . . 
PATHILON  (25  mg.)  — anticholinergic  noted  for  its  peripheral,  atropine-like 
action,  with  few  side  effects. 


The  clinical  advantages  of  PATHIBAMATE  have  been  confirmed  by  nearly 
two  years’  experience  in  the  treatment  of  duodenal  ulcer;  gastric  ulcer;  in- 
testinal colic;  spastic  and  irritable  colon;  ileitis;  esophageal  spasm;  anxiety 
neurosis  with  gastrointestinal  symptoms  and  gastric  hypermotiiity. 

Because  of  individual  variation  in  the  intensity  of  stimuli  in  gastrointestinal 
disorders,  adequate  dosage  for  optimum  control  may  be  expected  to  vary  as 
well.  The  dosage  strengths  of  PATHIBAMATE-400  and  PATHIBAMATE-200 
facilitate  individualization  of  treatment  in  respect  to  both  the  degree  of 
tension  and  associated  G.l.  sequelae,  as  well  as  the  response  of  different 
patients  to  the  component  drugs. 


Supplied:  PATHIBAMATE-400  — Each  tablet  (yellow,  V2-scored)  contains 
meprobamate,  400  mg.;  PATHILON  tridihexethyl  chloride,  25  mg, 
PATH  I 8 AM  ATE- 200  — Each  tablet  (yellow,  coated)  contains  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 
Administration  and  Dosage:  PATHIBAMATE-400 -1  tablet  three  times  a day  at  mealtime  and 

2 tablets  at  bedtime. 

PATHIBAMATE-200  — 1 or  2 tablets  three  times  a day  at  mealtime 
and  2 tablets  at  bedtime. 

Adjust  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction,  and  obstruction  of  the  urinary  bladder 
neck. 

■* 


LEDERLE  LABORATORltS,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


T4^ith  the  Holiday  Season  here  again. 
What  a special  pleasure  to  greet  old  JrienJsI 


It\ 


L 


s time  to  warmly  say  once  more 
How  much  your  ejjorts  hold  in  store 

For  the  likes  oj  us  , , , and  this  is  true:, 

We  wouldn  t get  very  Jar  hut  Jor  folks  like  you! 

fui.ius  Berhf.ri,  President 


Ceo.  Berbert  &Sons,  Inc. 

1717  Logan  Street,  Denver  3,  Colo.,  Telephone  ALpine  5-0408 
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clears  the  tineas 
from  head  to  toe 

orally 


In  tinea  capitis 


Before  Fulvicin;  Tinea  capitis  (Microsporum 
audouini)  in  a 7-year-old  boy. 

Lesions  clear,  cultures  become  negative  in 

tinea  corporis:  4 to  5 weeks' 
tinea  cruris  .•  4 to  6 weeks' 


After  Fulvicin:  Normal,  new  hair  growth  after  6 
weeks  of  oral  therapy. 

Photos  courtesy  of  M.  M.  Nierman,  M.D.,  Calumet  City,  111, 

onychomycosis : 4 to  6 months' 
tinea  pedis : 6 to  8 weeks' 


first  oral  fungistat  to  penetrate  keratin  from  the  inside . . . acts  to  check  invading  ring- 
worm fungi  (Microsporum,  Trichophyton,  ^pidermopAytonJ. ..usually  well  tolerated, 
side  effects  rare  in  therapeutic  doses. 

For  complete  information  about  dosage,  indications  and  precautions  consult  Schering 
Statement  of  Directions. 

Packaging:  Fulvicin  Tablets,  250  mg.,  bottles  of  30  and  100. 

1.  Robinson,  H.  M.,  Jr.,  et  al.:  Griseofulvin,  Clinical  and  Experimental  Studies,  A.M.A.  Arch. 
Dermat.,  in  press. 


SCHERING  CORPORATION  ♦ BLOOMFIELD,  NEW  JERSEY 


1 


IL0S0NEn25 

Lauryl  Sulfate 

SUSPENSION 


deliciously  flavored  • decisively  effective 

Form  u I a : 

Each  5-cc.  teaspoonful  provides  Ilosone  Lauryl  Sulfate  equivalent 
to  125  mg.  erythromycin  base  activity. 

Usual  Dosage; 

10  to  25  pounds  5 mg.  per  pound  of  body  weight  | every 

25  to  50  pounds  1 teaspoonful  , six 

Over  50  pounds  2 teaspoonfuls  hours 

In  more  severe  infections,  these  dosages  may  be  doubled. 

Supplied: 

In  bottles  of  60  cc. 

Ilosone®  (propionyl  erythromycin  ester,  Lilly) 

Ilosone®  Lauryl  Sulfate  (propionyl  erythromycin  ester  lauryl  sulfate.  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.  A. 

932702 
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E D ITO  R I ALS 


^R^igged  tv  programs  have  brought  about 
all  the  news  stories  that  we  can  stand,  and 
it  is  not  our  purpose  to  give  the  subject,  as 
such,  any  space  here.  However,  one  of  the 
news  writers  has  penned  a column  which 

reads,  in  part,  as  fol- 
lows: 

Television  has  a re- 
sponsibility to  the  Ameri- 
can public. 

Some  leaders  in  the 
television  business  seem 
to  recognize  this.  Television  should  do  its  own 
housecleaning,  and  do  it  fast. 

Otherwise,  we  might  come  to  the  gentlemen 
who  believe  that  if  something  isn’t  working  quite 
right  the  best  way  to  fix  it  is  to  let  Uncle  Sam 
run  it. 

This  philosophy  is  more  dangerous  than  fixed 
TV  quiz  programs. 

Rigged  TV  quizzes  are  bad  enough,  but  if  Wash- 
ington starts  doing  the  rigging,  things  will  really 
get  rough. 

So  many  of  these  lines  apply  to  our  pro- 
fession and  its  problems,  it  is  tempting  to  do 
a bit  of  paraphrasing: 

The  medical  profession  has  a responsibility  to 
the  American  public. 

Some  leaders  in  the  medical  business  seem  to 
recognize  this.  Medicine  should  do  its  own  house- 
cleaning, and  do  it  fast. 

Otherwise,  we  might  come  to  the  gentlemen 
who  believe  that  if  something  isn’t  working  quite 
right  the  best  way  to  fix  it  is  to  let  Uncle  Sam 
run  it. 

This  philosophy  is  more  dangerous  than  fixed 
(prepaid)  fee  programs. 

Rigged  fee  schedules  are  bad  enough,  but  if 
Washington  starts  doing  the  rigging,  things  will 
really  get  rough. 

For  how  many  years  have  we  been  read- 
ing, writing,  preaching,  and  listening  to  these 
hackneyed  lines?  And  we  have  done  a lot  of 
our  own  housecleaning.  Most  of  us  have  sup- 
ported Blue  Cross-Blue  Shield  and  have  gone 
along  with  other  worthy  and  ethical  prepaid 
plans.  But  we  haven’t  been  vociferous  enough 
in  opposing  those  companies  who  are  so  gen- 
erous they’d  go  broke  were  it  not  for  their 
fine  print!  — those  who  pay  so  much  per 
stitch,  so  much  per  square  inch  of  skin  graft, 
50  or  so  dollars  for  appendectomy,  $300  for 


Honesty  Is 
Qualitative — 
Not  Quantitative 


an  operation  no  policyholder  has  one  chance 
in  a half-million  of  having,  and  “all  other 
operations  five  dollars.”  Then  among  us  are 
the  small  minority  of  high  chargers,  shot-in- 
the-dark  prescribers  of  expensive  medicines, 
prolonged  hospital  stayers,  and  insurance 
form  chiselers — the  rotten  apples  in  our  own 
barrels.  They  “rig”  the  works  for  the  rest  of 
us  and  foul  up  our  public  relations! 

How  complete  and  thorough  is  our  house- 
cleaning? Maybe  the  Van  Doren  treatment 
might  be  invoked  by  us — through  our  Medical 
Defense,  Public  Relations,  and  Grievance 
Committees — upon  a few  people  who  have 
made  a bid  for  it! 


H 


Bringing  Home 
The  Bacon 


ARVEY  SeTHMAN  WAS  SO  FLABBERGASTED 

that  after  he  went  up  to  the  platform  to  re- 
ceive our  award  he  couldn’t  remember  just 
exactly  what  it  was  for!  We  were  all  proud 
enough  to  bust  our  buttons.  In  a national 
A.M.A.  conference  held 
in  Chicago  on  October 
26,  27,  and  attended  by 
representatives  of  the 
staffs  of  33  state  and 
regional  medical  journals,  the  Rocky  Moun- 
tain Medical  Journal  was  singled  out  for  first 
award  as  having  made  the  most  over-all  im- 
provement in  appearance,  format  and  read- 
ability. 

We  were  being  hosted  by  the  SMJAB, 
the  State  Medical  Journal  Advertising  Bu- 
reau, whose  successful  advertising  sales  ef- 
forts had  enabled  us  to  afford  a handsomer 
Journal.  The  distinguished  man  awarding  the 
prizes  (there  were  four  in  all),  was  O.  M. 
Forkert,  President  of  Forkert  Associates  and 
an  internationally  known  expert  and  con- 
sultant on  typographical  design. 

The  grading  was  based  on  a complicated 
unbiased  appraisal  of  the  April,  1959,  issues 
of  all  journals,  compared  with  their  April 
issues  of  four  years  ago.  Here  are  the  topics 
and  just  a few  of  the  many  questions  under 
each  topic  heading,  with  Mr.  Forkert’s  com- 
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merits  on  our  Journal  in  quotes. 

I.  Cover — “A  very  striking  cover.” 

1.  Does  the  cover  have  good  proportions  and 
harmonious  blending  of  all  elements? 

2.  Does  it  engage  the  attention  through  color, 
illustration,  indication  of  interesting  content,  or 
some  combination  of  these? 

II.  Table  of  Contents  Page — “A  clean  looking 
page,  well  organized.” 

1.  Is  it  placed  in  the  same  position  each  month 
on  one  of  the  first  five  pages  where  the  reader 
can  find  it  easily? 

3.  Are  titles  and  names  of  authors  given  in 
such  a way  as  to  provide  a ready  guide  to  the 
reader  in  finding  a desired  item  or  in  deciding 
what  to  read? 

4.  Are  the  contents  classified  and  so  organized 
that  the  major  features  and  organization  of  the 
issue  are  apparent  at  a glance? 

III.  Placement  of  Articles,  Features,  and  Ads — 
“Good  planning!” 

1.  Are  the  contents  so  grouped  as  to  give  the 
magazine  the  effect  of  planned  structure  rather 
than  something  hastily  thrown  together? 

4.  Are  association  activities  given  positions  ap- 
propriate to  their  value  and  reader  interest? 

7.  Are  ads  suitably  placed,  with  full  page  ads 
occupying  important  positions  in  the  front  adver- 
tising section,  and  following  the  front  editorial 
section? 

(Sections  IV,  V,  and  VIII  related  to  the  scien- 
tific and  editorial  content  of  the  journal  upon 
which  no  journals  were  graded  in  this  evaluation.) 

VI.  Attention,  Value,  and  Readability — “Fine 
work.” 

1.  Does  the  general  appearance  of  the  page  in- 
vite reading? 

8.  Do  blurbs  give  a terse  summary  of  the 
article  in  a manner  that  makes  the  reader  want 
to  look  into  the  article? 

9.  Do  subheads  lead  the  reader  on,  foretelling 
worthwhile  material  ahead? 

VII.  Photographs,  Cartoon,  and  Art  Work^ — 
“Above  average.” 

1.  Are  illustrations  clear  and  attractive? 

2.  Do  they  help  to  encourage  reading  of  the 
accompanying  text? 

4.  Do  captions  and  legends  clarify  pictures  and 
story? 

IX.  Distinctive  Character  and  Appeal — Com- 
ment written  in  full,  below. 

1.  Does  the  publication  have  distinctive  char- 
acter or  personality? 

2.  Does  it  give  the  impression  that  it  is  directed 
toward  well-considered  purposes  or  objectives  of 
the  firm  or  association  which  it  speaks? 

3.  Is  there  evidence  of  good  editing  in  con- 
sistency of  styles  and  in  freedom  from  errors  of 
composition? 

4.  Does  the  publication  as  a whole  reflect  good 
taste  and  good  judgment? 

Comment — “Your  journal  has  made  real  prog- 
ress and  is  now  among  the  top  ranking  publications 


in  this  group!  Congratulations  and  thanks  for 
making  such  splendid  advances.  We  hope  your 
readers  do  appreciate  the  good  and  hard  work 
that  goes  into  this  journal.”  Signed:  O.M.F. 

Our  prize  was  a framed  11  x 14-inch  color 
reproduction  of  a page  from  the  first  printed 
book  — specifically  an  illuminated  page  in 
Latin  from  the  Book  of  Psalms.  Eleven  plates 
were  required  to  reproduce  the  page.  Mr. 
Forkert  estimated  that  if  they  were  to  try 
to  reproduce  the  entire  Bible,  that  it  would 
require  over  8,000  different  pieces  of  type 
and  would  cost  about  $114  million. 

Our  plaque  hangs  proudly  on  our  Journal 
office  wall  and  we  would  be  happy  to  show 
it  to  our  visitors.  We  hope  we  won’t  rest  on 
our  laurels,  however.  We  can  see  where  fur- 
ther improvements  are  definitely  needed  in 
our  “baby.”  Suggestions  and  criticisms  would 
be  more  than  welcome.  J R L 

This  is  a small  tribute  to  the  Montana 
Medical  Association  but  particularly  to  Dr. 
Leonard  Rotondi  of  Butte.  At  the  September 
state  medical  conclave  held  in  strike-bound 
Butte,  your  Journal’s  Assistant  Scientific 
Editor  had  a heart-warming 
demonstration  of  what  lengths 
the  host  par-excellence  will 
go,  without  question,  to  make 
his  guests  welcome.  As  my 
wife  and  I went  through  the  line  at  the  Coun- 
try Club  buffet  dinner.  Dr.  Rotondi  collected 
the  tickets  previously  given  to  us  during 
registration.  I hurriedly  extracted  two  tickets 
from  my  wallet  while  balancing  my  dinner 
plate  with  my  other  hand.  Dr.  Rotondi  took 
them,  gave  them  a quizzical  look,  then  gave 
me  a big  smile  and  waved  us  on. 

After  completing  the  delightful  dinner 
and  retreating  toward  the  door,  Russ  Heg- 
land,  the  Executive  Secretary,  tapped  me  on 
the  shoulder  and  asked  hesitantly,  “Say,  are 
you  from  Littleton?”  I answered  that  I was, 
and  laughingly  he  said,  “Well  that  explains 
it.”  He  called  Dr.  Rotondi  over,  who  then 
showed  me  two  passes  to  the  Littleton  High 
School  football  games.  Somewhat  red-faced 
I retrieved  the  passes  and  found  the  two 
proper  tickets.  “I  thought  they  must  be 
okay,”  said  Dr.  Rotondi,  “after  all,  it  states 
on  the  cards  ‘All  Activities’!” 


Montana 
A-1  Host 
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C.  Elia,  M.D.,  Reno,  Nevada 


The  discovery  of  the  cause  of  dizziness 
is  important  but  prompt  treatment 
is  even  more  essential. 


hope  in  providing  immediate  relief  from  this 
symptom.  A discussion  of  this  treatment  is 
included  in  this  paper. 

Definition 


Soda  bicarb  intravenously  may  help 
in  many  cases. 


The  symptom  “dizziness”  is  a medical  emer- 
gency. All  physicians  and  surgeons  note  this 
complaint  in  their  practices.  The  labyrinth, 
with  its  vast  plexus  of  nerve  connections 
through  the  vestibular  nuclei,  cerebellar  cor- 
tex and  ocular  muscles,  receives  many  im- 
pulses causing  imbalance.  Dizziness  is  a 
respecter  of  no  particular  race,  sex,  or  age. 
Because  it  may  attack  anyone  at  any  hour, 
all  physicians  should  be  familiar  with  its 
control. 

It  is  a frightening  and  incapacitating  con- 
dition to  the  patient,  and  is  frustrating  to  the 
physician  when  an  immediate  cause  cannot 
be  diagnosed,  for  the  organs  of  balance  can 
be  disturbed  by  innumerable  conditions.  A 
recent  discovery  by  Dr.  Minoru  Muta^,  a 
Japanese  physician,  has  given  considerable 

Illustration  courtesy  of  G.  D.  Searle  & Co. 


The  term  “dizziness,”  for  the  purposes  of 
this  discussion,  includes  all  patients  with  ob- 
jective and  subjective  vertigo.  “Objective 
vertigo”  is  generally  defined  as  that  type 
noted  when  external  objects  seem  to  revolve 
about  the  subject,  in  contradistinction  to 
“subjective  vertigo”  which  is  that  type  noted 
when  the  patient,  himself,  seems  to  be  turn- 
ing in  space.  On  the  other  hand,  dizziness, 
per  se,  generally  refers  to  a sense  of  move- 
ment— not  in  a circular  plane. 

Whenever  the  cause  of  dizziness  can  be 
diagnosed  and  eliminated,  it  should  be  done. 
Many  times  the  cause  cannot  be  found. 
Whether  the  cause  is  found  or  not,  it  is  im- 
portant to  control  the  dizziness  as  soon  as 
possible,  for  harm  may  come  to  either  the 
patient  or  others  dependent  upon  him.  It  is 
not  inconceivable  that  a patient  experiencing 
uncontrolled  dizziness  might  fall  towards  a 
hot  stove,  or  down  a flight  of  stairs  with 
resulting  additional  personal  injury.  Nor  is 
it  inconceivable  that  a mother  carrying  a 
child  might  let  it  accidentally  fall  if  she  were 
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trying  to  do  her  daily  chores  with  inadequate 
control  of  dizziness. 

There  are  two  mechanisms  of  dizziness 
from  an  etiologic  standpoint:  Central  mech- 
anism, which  involves  the  brain  stem  and 
cerebrallar  connections  to  and  from  the  ves- 
tibular nuclei,  and  the  peripheral  mechanism, 
which  involves  directly  the  semicircular  ca- 
nals, the  vestibular  nerves  and  the  vestibular 
nuclei. 

Some  generalities  should  be  borne  in  mind 
when  evaluating  dizziness.  Changes  in  the 
ocular  system  result  in  symptoms  which  are 
mild,  but  of  long  duration.  When  the  kines- 
thetic system  is  involved,  there  are  often 
other  signs  and  symptoms  which  assist  in 
diagnosis  and  treatment.  When  it  is  the  ves- 
tibular system  which  is  involved,  the  symp- 
toms are  frightening  to  the  patient.  On  the 
other  hand,  dizziness  resulting  from  central 
nervous  system  factors  is  not  so  severe,  often 
postural,  and  generally  of  a transient  nature. 
Let  us  list  some  of  the  common  causes  of 
dizziness. 

Common  causes 

Blocked  eustachian  tube.  This  is  a periph- 
eral type.  If  the  patient  has  had  no  previous 
ear  difficulties,  this  can  be  easily  ascertained 
by  both  history  and  a simple  tuning  fork  test, 
the  Weber  test.  If  the  tuning  fork  lateralizes 
to  one  side,  and  the  patient’s  history  reveals 
a sense  of  fullness  on  that  side  with  the  at- 
tack, undoubtedly  the  attack  will  be  allevi- 
ated by  a simple  inflation  of  the  tube  in- 
volved. It  must  be  stressed  that  only  the  in- 
volved tube  be  inflated.  Politzerization  is 
mentioned  in  this  regard  only  to  condemn 
the  practice,  for  it  may  cause  a disturbance 
in  the  normal  ear.  The  eustachian  catheter 
should  be  introduced  to  the  anesthetized 
tubal  orifice,  and  gentle  controlled  pressure 
used  to  ventilate  and  equalize  the  pressure 
of  the  middle  ear  of  the  involved  side  with 
the  outside  atmosphere.  The  patient  will 
often  get  immediate  relief  of  the  dizziness, 
the  disturbed  hearing  and  sense  of  fullness. 
Follow-up  treatment  should  involve  the  use 
of  systemic  medication  which  will  have  an 
action  of  vasoconstriction  of  the  nasal  and 
pharyngeal  mucous  membrane  so  that  the 
tube  will  continue  to  adequately  ventilate 
the  middle  ear. 


Disease  of  the  temporal  bone.  Chronic 
mastoiditis,  if  allowed  to  progress  without 
treatment,  will  sometimes  result  in  erosion 
of  the  labyrinth  with  resulting  dizziness.  A 
positive  fistula  test,  with  a history  of  a 
chronic  discharging  ear  and  dizziness  is  an 
indication  for  surgical  intervention  if  a pre- 
liminary trial  of  chemo-antibiotic  therapy  is 
unsuccessful,  or  if  a combination  of  chemo- 
antibiotic  therapy  in  addition  to  the  use  of 
gamma  globulin  is  not  successful.  The  writer 
has  had  success  with  17  out  of  21  cases 
of  chronic  mastoiditis^  in  which  a positive 
fistula  test  was  evident,  by  the  use  of  a com- 
bination of  chemo  therapy  in  addition  to 
the  administration  of  immune  globulin  con- 
taining 165  mg/cc.  of  pooled  normal  human 
plasma  in  doses  of  10  cc.  every  other  day 
for  15  injections.  Thus  the  immunity  of 
the  host  was  strengthened  and  the  infection 
was  controlled  with  a limitation  of  the  de- 
gree of  erosion  with  ultimate  healing  of  the 
infected  bone.  If  successful,  this  treatment 
will  eliminate  dizziness.  When  dizziness  is 
the  result  of  chronic  mastoid  infection,  the 
usual  other  remedies  used  to  control  the 
dizziness  may  also  be  used,  but  one  should 
not  overlook  the  problem  of  control  of  in- 
fection. 

Meniere’s  disease.  This  phantom  symptom- 
complex  of  dizziness,  deafness  and  tinnitus 
was  originally  thought  to  be  the  result  of 
a hemorrhage  into  the  otic  labyrinth.  Al- 
though the  basic  nature  of  the  disease  is 
still  not  positively  known,  it  may  result  from 
labyrinthitis  of  acute  or  chronic  ear  disease, 
the  toxic  labyrinthitis  of  drugs,  chemicals, 
infections,  allergy,  hydration,  8th  nerve  tu- 
mors and  concussion  of  the  ear.  If  the  cause 
can  be  found,  it  should  be  eliminated.  Addi- 
tional treatment  should  consist  of  improving 
the  electrolytic  balance  and  such  vasodilator 
drugs  as  nicotinic  acid  in  a sub-flushing  dose. 

It  is  important  to  note  that  all  cases  of 
dizziness  associated  with  ear  conditions 
should  not  be  termed  “Meniere’s  disease.” 
Also,  the  term  “pseudo-Meniere’s  disease” 
should  be  deleted  from  the  medical  vocabu- 
lary as  a wastebasket  diagnosis.  Meniere’s 
disease  really  refers  to  the  appearance  of 
symptoms  in  separate  intermittent  attacks 
and  may  or  may  not  be  associated  with  hear- 
ing loss. 
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Central  vertigo.  Any  disease  or  injury  of 
the  central  nervous  system  resulting  in  dizzi- 
ness must  be  evaluated  with  respect  to  weigh- 
ing treatment  and  prognosis  to  end  results 
possible  to  be  obtained.  Each  individual  case 
must  be  evaluated  in  that  light. 

Musculoskeletal  disorders  of  the  head 
and  neck.  Weeks  and  TravelP  reported  a 
series  of  cases  of  sternocleidomastoid  syn- 
drome. These  patients  exhibited  vertigo, 
headache  and  imbalance  with  definite  trig- 
ger zones  in  the  clavicular  or  posterior  at- 
tachments of  the  muscle.  The  myofascial 
trigger  mechanism  is  a necessary  part  of  this 
syndrome.  The  condition  responds  nicely  to 
either  spraying  the  muscle,  which  acts  as  a 
counterirritant,  or  by  the  use  of  one-quarter 
per  cent  procaine  hydrochloride  injected  into 
the  belly  of  the  muscle.  The  authors  report 
that  “dry-needling”  has  also  resulted  in  re- 
lief of  the  symptoms. 

Cerebral  arteriosclerosis.  In  this  group  is 
an  ever-increasing  number  of  elderly  patients 
with  central  involvement  due  to  an  excessive 
tension  on  sclerosing  vessels.  The  main  fea- 
ture of  this  group  is  that  the  dizziness  is  not 
progressive,  but  rather  an  intermittent  type. 

General  causes  of  dizziness.  In  this  cate- 
gory are  many  conditions  which  should  be 
quickly  diagnosed,  such  as: 

1.  Wax  or  other  foreign  body  in  the  ex- 
ternal canals. 

2.  Rapid  rotation. 

3.  Hot  or  cold  water  or  air  in  the  ear 
canals  which  may  stimulate  the  labyrinth. 

4.  Excessive  straining  of  the  eye  muscles. 

5.  Catarrhal  or  purulent  otitis  media. 

6.  Hypotension  or  hypertension. 

7.  Anemia;  leukemia. 

8.  Acute  and  chronic  systemic  allergic  re- 
actions. 

T reatment 

As  has  already  been  intimated,  if  a cause 
can  be  diagnosed  and  it  is  practical  to  re- 
move or  eliminate  it,  this  should  be  done.  A 
blocked  ear  must  have  gentle  inflation.  A 
chronic  ear  infection  with  erosion  of  bone 
must  have  a radical  mastoidectomy  per- 
formed, if  not  amenable  to  more  conservative 
chemo-antibiotic  treatment.  Electrolytic  im- 
balance must  be  corrected.  Spasm  of  the 


vascular  system  should  be  treated  with  vaso- 
dilators, such  as  nicotinic  acid  or  thiamin 
chloride.  Foreign  bodies  should  be  removed 
from  the  external  auditoriy  canal.  Fluid  or 
infection  in  the  middle  ear  must  be  evacu- 
ated. Tumors  of  the  cerebello-pontine  angle 
must  be  surgically  attacked,  if  accessible. 
Section  of  the  chorda  tympani  or  Jacobson’s 
nerve  should  be  done,  if  necessary.  In  a des- 
perate situation  of  bilateral  Meniere’s  disease 
with  uncontrollable  dizziness,  massive  doses 
of  streptomycin  may  be  used  if  surgery  is 
not  feasible,  even  though  this  has  not  always 
proved  100  per  cent  effective. 

There  are  a great  number  of  patients  who 
have  had  dizziness  to  a degree  which,  at 
times,  was  detrimental  to  their  well-being, 
and,  at  other  times,  so  annoying  as  to  limit 
their  activities  considerably.  Sometimes, 
when  the  cause  was  known,  attempts  to  elim- 
inate it  only  partially  relieved  the  dizziness. 
There  are  other  patients  whose  cause  for 
dizziness  is  never  diagnosed.  All  these  pa- 
tients are  in  need  of  help,  whether  the  cause 
is  known  or  not  known,  if  the  dizziness  per- 
sists. For  these  patients,  considerable  relief 
was  noted  by  the  administration  of  an  intra- 
venous preparation  of  50  cc.  of  7 per  cent 
sodium  bicarbonate  solution  given  rather 
rapidly.  In  a group  of  84  cases  in  which  this 
method  of  treatment  was  used,  excellent  re- 
sults were  noted  in  more  than  80  per  cent 
of  the  patients.  In  all  84  patients  who  were 
so  treated,  no  untoward  reaction  was  noted. 
This  drug  was  used  originally  by  Dr.  Minoru 
Muta.  A personal  communication  from  him 
stated  that  the  most  severe  cases  of  dizziness 
had  to  have  it  repeated  only  at  monthly  in- 
tervals. The  writer’s  experience  revealed 
only  six  patients  who  received  more  than 
one  injection,  the  shortest  period  being  three 
weeks  in  one  patient  and  eight  weeks  or 
more  in  the  others  who  needed  a second 
injection.  It  must  be  stated,  however,  that 
this  treatment  of  intravenous  7 per  cent 
sodium  bicarbonate  solution  should  not  re- 
place other  necessary  treatments,  but  rather, 
be  used  as  an  adjunct.  Those  cases  in  which 
a cause  is  not  known,  there  is  no  contraindi- 
cation to  using  it  at  bimonthly  or  monthly 
intervals,  if  it  controls  the  dizziness  ade- 
quately so  that  a patient  may  go  about  his 
activities  in  a somewhat  normal  fashion. 

continued  on  next  page 
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Review  of  the  84  cases  of  dizziness  from 
a seasonal  standpoint  revealed  the  following: 


Month 

No.  patients 

January  

3 

February  

3 

March  

3 

April  

4 

May  

7 

June  

: 12 

July  

12 

August  

18 

September  

10 

October  

6 

1 

1 

November 

3 

December  

3 

F . 

It  will  be  noted  that  most  of  the  cases 
occurred  in  the  months  from  May  through 
September.  It  was  noted,  also,  that  43  cases 
(51  per  cent)  were  allergic.  This  correlation 
makes  one  highly  suspicious  of  allergy  as  an 
etiologic  factor  in  the  cause  of  dizziness.  It 
was  for  this  reason  that  the  writer  routinely 
placed  patients  on  a long-acting  antihisti- 
minic  preparation  even  when  history,  physi- 
cal findings  and  nasal  smears  did  not  give 
an  indication  of  allergy.  This  was  done  for 
two  reasons,  the  first  being  to  control  any 
latent  allergenic  activity  that  may  be  pres- 
ent, and  also  to  promote  a mild  dehydrating 
effect.  Other  dehydrating  agents,  such  as 
Diamox  and  Diuril,  may  be  used  in  connec- 
tion with  antihistiminic  therapy  and  intra- 
venous sodium  bicarbonate  injections.  Also, 
patients  were  advised  against  increasing  the 
fluid  or  alcoholic  intake.  These  were  kept  at 
a practical  minimum  to  prevent  hydration. 

Of  these  84  patients,  51  were  females  (62 
per  cent) , and  33  were  males  (38  per  cent) . 

Another  interesting  notation  in  this  series 
was  that  47  were  tobacco  users  (57  per  cent) . 
The  correlation  was  not  too  clear,  although 
only  those  patients  who  smoked  a package 
or  more  of  cigarettes  were  listed  as  “smok- 
ers.” They  were  advised  to  restrict  their 
smoking  to  no  more  than  eight  cigarettes  a 
day  during  treatment. 

Age  proved  to  be  no  respecter  of  the 
symptom,  dizziness.  The  youngest  patient 
was  7 years  of  age,  and  the  oldest  was  78 
years  of  age.  Listed  below,  are  the  cases  with 
respect  to  ages: 
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Years  No.  patients 


0-10  1 

11-15  1 

16-20  0 

21-25  - - 2 

26-30  2 

31-35  6 

36-40  10 

41-45  14 

46-50  .15 

51-55  14 

56-60  10 

61-65  3 

66-70  3 

71-75  2 

76-80  1 


The  greatest  incidence  of  those  patients 
of  this  series  was  between  the  ages  of  36 
and  60. 

Summary  and  conclusions 

1.  Some  common  causes  for  dizziness  are 
reviewed. 

2.  A review  of  84  cases  of  dizziness  was 
made  with  the  following  findings: 

a.  51  per  cent  were  allergic. 

b.  57  per  cent  were  heavy  tobacco  users. 

c.  38  per  cent  were  males;  62  per  cent 
were  females. 

d.  Most  cases  were  noted  in  the  ages  be- 
tween 36  and  60  years. 

e.  Most  cases  were  noted  during  the  sum- 
mer months  from  May  through  September 
when  the  allergic  incidence  is  the  highest. 

3.  A new  treatment  for  dizziness  was  used 
in  all  84  cases  and  was  given  without  a single 
untoward  reaction.  Excellent  results  were 
recorded  in  more  than  80  per  cent  of  the 
patients.  Good  to  fair  results  were  noted  in 
the  balance  of  almost  20  per  cent.  This  drug 
used  was  7 per  cent  sodium  bicarbonate  solu- 
tion, and  was  administered  by  vein  in  50  cc. 
doses,  given  rather  rapidly.  Because  of  the 
excellent  results  in  this  series,  and  because 
this  series  is  not  an  extremely  large  one,  it 
deserves  further  controlled  study.  • 
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Acute  idiopathic  infarction 
of  omentum 

John  J.  McGahan,  M.D.,  Billings,  Montana 


Severe  right  sided  pain  in  the  absence 
of  Gl  symptoms  should  make  the 
physiri<m  think  of  this  condition. 


Acute  symptoms  within  the  abdomen  are 
common  in  medicine  and  are  frequently  en- 
countered by  the  practicing  physician.  Acute 
idiopathic  infarction  of  the  omentum  is  - a 
disease  rarely  reported.  It  is  even  less  fre- 
quently considered  in  the  differential  diag- 
nosis of  the  acute  abdomen. 

Bush^  reported  the  first  case  in  1896.  Viar, 
Donald  and  Berry-  reviewed  the  literature 
in  1957  and  reported  a total  of  38  cases.  To 
this  number,  they  added  two  of  their  own. 

The  literature  contains  few  reports  on 
diseases  of  the  omentum.  Acute  idiopathic 
infarction  of  the  omentum  is  frequently  mis- 
taken for  acute  appendicitis.  The  disease  has 
also  been  incorrectly  diagnosed  as  perforated 
peptic  ulcer,  acute  cholecystitis,  mesenteric 
thrombosis  and  acute  pancreatitis.  The  dis- 
ease entity  of  acute  idiopathic  infarction  of 
the  omentum  can  be  diagnosed  preoperatively 
if  the  physician  considers  this  condition  in 
the  differential  diagnosis. 

CASE  KEPORTS 

Case  1.  This  51-year-old  obese  female  was  ad- 
mitted to  the  hospital  on  October  26,  1957,  with 
a two-day  history  of  pain  in  the  right  upper  quad- 
rant. On  the  evening  of  admission  the  pain  became 
more  severe  and  radiated  around  to  the  back. 
Chills  and  fever  were  present  on  the  night  of 
admission.  There  was  no  nausea  or  vomiting  or 
other  gastro-intestinal  symptom. 

Physical  examination  revealed  pain  and  re- 


bound tenderness  in  the  right  upper  quadrant  be- 
low the  costal  margin.  A flat  plate  of  the  abdomen 
revealed  multiple  stones  in  the  gallbladder.  The 
laboratory  studies  were  normal. 

The  preoperative  diagnosis  was  acute  hydrops 
of  the  gallbladder.  The  patient  was  prepared  and 
an  abdominal  exploration  was  carried  out  on 
October  29,  1957.  The  omentum  was  infarcted  on 
the  right  side  of  the  transverse  colon.  The  mass 
measured  six  centimeters  in  diameter  and  was 
well  circumscribed.  The  infarcted  omentum  lay 
adjacent  to  the  gallbladder.  The  mass  was  excised 
along  with  the  gallbladder.  The  patient’s  post- 
operative course  was  uneventful  and  she  has  re- 
mained symptom  free. 

The  microscopic  pathologic  report  revealed  that 
the  fatty  tissue  contained  a great  deal  of  ex- 
travasated  blood.  There  were  areas  of  fibroblastic 
proliferation  and  hyalinization.  The  vessels,  both 
arterial  and  venous,  were  engorged  with  blood 
but  there  was  no  abnormality  noted  in  the  walls. 
There  was  no  attending  inflammatory  response 
in  connection  with  these  vascular  channels.  To- 
ward the  periphery  of  the  section,  considerable 
edema  was  present,  along  with  an  occasional  mul- 
tinucleated  giant  cell. 

Diagnosis:  Infarcted  omentum. 

Case  2.  This  20-year-old  white  obese  female 
was  admitted  on  January  10,  1958,  complaining  of 
diarrhea  for  three  days’  duration.  One  day  prior 
to  admission,  the  patient  developed  cramps  in 
the  right  lower  quadrant.  On  the  day  of  admis- 
sion the  pain  v/as  severe,  constant,  and  located  in 
the  right  lower  quadrant.  No  nausea,  vomiting  or 
gastro-intestinal  symptoms  were  present.  Physical 
examination  revealed  pain  and  rebound  tender- 
ness in  the  right  lower  quadrant.  Laboratory 
examination  was  non-contributory. 

Preoperative  diagnosis  was  acute  idiopathic  in- 
farction of  the  omentum.  The  patient  was  oper- 
ated upon  on  January  11,  1958.  An  infarcted 
omentum  was  found  which  measured  eight  by 
ten  centimeters  and  was  located  over  the  cecum. 
The  mass  was  excised,  along  with  the  appendix. 
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The  patient’s  postoperative  course  was  uneventful 
and  she  has  remained  symptom-free. 

The  microscopic  pathologic  report  revealed 
that  there  was  a diffuse  fibroblastic  proliferation 
throughout  all  portions  of  this  fatty  tissue  with 
some  dissolution  of  fat  and  considerable  extrava- 
sated  blood.  The  vascular  channels  were  engorged, 
for  the  most  part,  with  blood,  but  there  was  no 
abnormality  noted  in  their  walls  and  no  attend- 
ing inflammatory  reaction. 

Diagnosis:  Infarcted  omental  fat. 

Discussion 

The  etiology  of  acute  idiopathic  omental 
infarction  is  unknown.  Pine  and  Rabinovitch’^ 
suggest  that  a pull  on  the  omental  veins  pro- 
duces endothelial  injury  with  consequent 
thrombus  formation.  This  theory  was  demon- 
strated experimentally  in  rabbits  by  them. 
The  age  range  of  idiopathic  omental  infarc- 
tion may  vary.  The  age  is  not  significant  in 
the  diagnosis  of  this  condition.  The  disease 
may  occur  in  either  sex.  Both  cases  reported 
were  females  with  ages  of  51  and  20  years, 
respectively. 

The  significant  symptom  of  the  condition 


is  pain.  The  pain  is  severe  and  is  most  fre- 
quently located  in  the  right  lower  or  upper 
quadrant  of  the  abdomen.  Severe  pain  in  the 
right  side  with  obvious  absence  of  gastro- 
intestinal symptoms  is  characteristic  of  this 
disease.  Obesity  is  frequently  found  in  pa- 
tients who  have  this  disease.  Both  cases  re- 
ported were  obese. 

Summary 

1.  Acute  idiopathic  infarction  of  the 
omentum  should  be  considered  in  the  differ- 
ential diagnosis  of  acute  abdominal  symp- 
toms. 

2.  The  preoperative  diagnosis  is  common- 
ly incorrect.  Acute  appendicitis  was  most 
frequently  diagnosed  preoperatively. 

3.  Severe  pain  in  the  right  side  with  ob- 
vious absence  of  gastro-intestinal  symptoms 
is  characteristic  of  this  disease.  • 
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Old  age  pension 
medical  care  program 

Paul  Hartendorp.  M.D..  Denver* 


The  first  years  expenditures  and 
achievements  of  Colorado’ s old  age 
medical  care  program  ivill  he 
of  interest  to  all  of  our 
member  states  concerned  with  medical 
programs  for  their  people. 

•Director,  Medical  Services,  Colorado  State  Department  of 
Public  Welfare. 


Effective  February  1,  1958,  a program  of 
hospital  care  and  physician’s  care  in  the  hos- 
pital was  established  for  OAP  recipients. 
Since  over  one  year  of  operational  experience 
has  been  gained,  we  believe  it  to  be  desirable 
to  present  an  informative  report  to  the  doc- 
tors of  the  state.  We  also  want  to  report  on 
the  progress,  the  problems  and  the  corrective 
actions  taken  for  further  improvement  of 
the  program. 

First,  I want  to  commend  the  executive 
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staff  members  of  the  Colorado  State  Medical 
Society,  all  doctors  in  the  state  and  Colorado 
Medical  Services,  Inc.,  for  their  good  efforts 
in  implementing  the  program.  From  the  be- 
ginning we  realized  the  importance  of  lead- 
ership and  support  of  the  medical  profession 
as  the  key  to  a successful  medical  care  pro- 
gram. Frequent  meetings  with  the  various 
committees  of  the  State  Medical  Society, 
State  Pharmacal  Society,  and  other  related 
professional  groups  have  resulted  in  our  ob- 
taining valuable  information,  guidance,  and 
advice. 

Second,  the  total  expenditures  have  re- 
mained within  the  fund  limitation.  While  the 
program  has  been  successful  over-all,  I do 
not  wish  to  imply  that  there  are  no  problems 
left,  or  that  we  have  succeeded  in  solving 
all  of  them.  Some  basic  problems  and  criti- 
cisms still  remain.  The  following  are  ex- 
amples: 

1.  Too  much  “red  tape”  complicated  forms 
and  procedures.  We  have  attempted  to  re- 
quire only  the  completion  of  a minimum  of 
simple  type  forms  consistent  with  sound  ad- 
ministrative procedures  and  accounting  of 
public  funds. 

2.  Authorization  after  30  days’  hospital 
stay.  The  alternative  would  be  to  substitute 
post  determination  of  the  propriety  of  the 
hospital  bills.  This,  we  believe,  would  result 
in  much  confusion  and  increased  costs. 

3.  The  limiting  of  certain  drugs.  From 
past  knowledge  with  unlimited  prescribing 
of  drugs  including  the  newer  so-called  “won- 
der drugs,”  the  Advisory  Committee  has  sug- 
gested the  following  limitations  on  the  use 
of  cortisones,  steroids,  and  vitamins.  In  in- 
stances where  the  diagnosis  is  one  of  the 
diseases  listed  (see  table),  the  specific  gen- 
eric drug  listed  thereafter  will  be  paid  for 
from  state  and  federal  funds. 

All  prescriptions  for  these  drugs  must 
state  the  exception  number  in  order  that 
payment  can  be  made  from  state  and  federal 
funds. 

4.  Fee  schedules.  Such  schedules  are  de- 
cided and  agreed  upon  by  negotiation  with 
the  State  Department  of  Welfare,  Colorado 
State  Medical  Society  and  Colorado  Medical 
Services,  Inc.  The  adherence  to  a fee  schedule 
should  be  maintained  and  no  additional 
charges  should  be  made,  unless  specifically 


agreed  upon  in  special  circumstances. 

5.  Participation  by  doctors.  Although 
some  doctors  have  refused  to  participate  in 
the  program,  there  has  been  sufficient  par- 
ticipation by  individual  doctors  to  insure 
good  medical  services  to  the  recipients. 

Hospital  care  program 

For  the  period  beginning  February  1, 
1958,  when  the  OAP  Medical  Care  Program 
began  functioning,  and  extending  through 
February,  1959,  there  have  been  23,546  hos- 
pital admissions  for  a total  of  233,718  days 
or  an  average  of  9.93  days  hospital  stay.  The 
total  cost  has  been  $4,635,323.77 — an  average 
of  $19.83  per  day.  For  the  same  period  the 
total  cost  for  physicians’  services  to  patients 
in  the  hospital  amounted  to  $962,719.41.  Please 
keep  in  mind  that  there  are  still  some  few 
bills  outstanding  as  some  physicians  have 
not  returned  their  claims.  Combining  the 
hospital  cost  and  physicians’  fees  on  the  basis 
of  claims  already  paid,  the  average  cost  per 
day  under  the  program  was  $23.95. 

Nursing  home  program 

Supplemental  vendor  payments  from  the 
medical  care  fund  for  OAP  patients  in  nurs- 
ing homes  began  in  January,  1958,  and  has 
cost  a total  of  $1,456,329.68.  The  number  of 
patients  has  tended  to  increase  each  month, 
reaching  more  than  2,000  since  August,  1958. 
The  high  of  2,276  was  reached  in  October  of 


Disease 


Generic  Drugs  Allowable 


Exception  I 

Cancer  Diethylstilbestrol  USP 

Methyltestosterone 
Testosterone  (all  forms) 


Exception  II 
Pernicious  Anemia 
and/or  Combined 
Sclerosis 


Cyanocobalamin  USP 
(B-12)  Intramuscular 
Liver  Extract  USP 
Intramuscular 


Exception  III 
Addison’s  Disease 
Disseminated 

Lupus  Cortisone  USP 

Erythematosus 
Acute  Rheumatic 
Fever 
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that  year.  There  are  approximately  150  nurs- 
ing homes  operating  in  the  state.  These  homes 
must  be  licensed  by  the  State  Department 
of  Public  Health  in  order  to  qualify  for  pay- 
ments from  the  medical  care  fund.  Additional 
benefits,  i.e.,  prescribed  drugs  and  physi- 
cians’ services  on  a limited  basis,  were  pro- 
vided December  1,  1958.  Expenditure  for 
drugs  totaled  $13,859.42  for  the  first  three 
months  ending  February,  1959.  Physicians 
are  required  to  bill  on  a calendar  quarter 


basis  and,  therefore,  no  cost  figures  are  avail- 
able at  this  time.  Ambulance  service  has  been 
provided  for  a number  of  cases  going  to  and 
from  the  hospitals.  This  service  has  cost  the 
Medical  Care  fund  $48,780.65  for  the  reported 
period. 

The  total  cost  of  Medical  Care  Services 
for  OAP  recipients  in  Colorado  based  upon 
available  figures  amounted  to  $7,162,327.89 
for  the  period  from  January  20,  1958,  through 
February,  1959.  • 


0 Gastric  cardia  competence 
in  repair  of  esophageal  hiatal  hernia 

David  H.  Watkins,  M.D.,  Denver 


Anatomy  and  physiology  are  stressed 

in  this  paper  to  make  the 

proper  surgical  repair  entirely  logical. 


Many  conflicting  opinions  exist  regarding 
the  esophageal  hiatal  hernia  and  its  treat- 
ment. The  indications  for  operation  at  the 
moment  appear  to  be  better  understood  than 
the  methods  of  repair.  These  indications  may 
be  summarized  as  follows:  (1)  the  presence 
of  regurgitation  esophagitis  as  determined 
objectively  by  esophagoscopy;  (2)  the  occur- 
rence of  an  obstructed  loculus  of  stomach, 
often  associated  with  peptic  esophagitis;  (3) 
pyloric  obstruction  which  occurs  when  the 
entire  stomach  has  migrated  to  the  posterior 
mediastinum  and  has  become  the  so-called 
“upside-down”  stomach;  (4)  the  presence  of 
other  abdominal  viscera  in  the  hernial  sac. 
Before  considering  the  rationale  of  repair 
let  us  examine  those  factors  which  give  com- 
petence to  the  gastric  cardia. 


*From  the  Denver  General  Hospital  and  the  University  of 
Colorado  School  of  Medicine.  Presented  at  the  Colorado  State 
Medical  Society  meeting,  Colorado  Springs,  September  25, 
1958. 


Factors  for  competence 

To  insure  the  aboral  transit  of  food  from 
the  esophagus  into  the  stomach  and  to  mini- 
mize the  effects  of  acid  peptic  regurgitation, 
the  junction  between  these  two  organs  is 
augmented  by  a group  of  structures  known 
collectively  as  the  cardiac  mechanism.  This 
mechanism  includes  the  valvular  device  at 
the  cardiac  orifice  and  the  diaphragmatic 
pinchcock  action  of  the  right  crus  of  the 
diaphragm  at  times  of  increased  strain.  The 
valvular  mechanism  of  the  cardiac  orifice,  or 
the  “hiatal  valve,”  consists  of  the  synergistic 
action  of  the  oblique  inosculation  of  the 
esophagus  into  the  stomach  and  the  differ- 
ence in  pressure  between  that  in  the  stomach 
and  the  intraluminal  pressure  of  the  esopha- 
gus. 

Regurgitation  and  belching  are  common 
physiologic  events  in  normal  men  and  dogs 
and  demonstrate  that  the  cardiac  mechanism 
is  a reversible  one  which  may  be  incompetent 
normally.  Regurgitation  is  prone  to  occur 
when  intraluminal  esophageal  pressure  falls 
below  intragastric  or  intra-abdominal  pres- 
sure. Variations  of  intrathoracic  pressure 
are  transmitted  to  the  esophageal  lumen. 
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The  intraluminal  pressure  of  the  esophagus  is 
negative  except  during  rises  in  intrathoracic 
pressure  and  following  the  passage  of  a peri- 
staltic wave.  Under  such  circumstances  the 
continuous  reflux  of  stomach  contents  would 
be  expected.  However,  the  “hiatal  valve” 
(Fig.  1)  explains  how  food  can  pass  from 
the  esophagus  into  the  stomach  even  though 
the  intragastric  pressure  is  higher.  The  peri- 
staltic wave  offers  the  increment  in  energy 
to  increase  the  intraluminal  esophageal  pres- 
sure to  a level  above  that  in  the  stomach. 
The  valve  then  opens,  and  the  bolus  enters 
the  gastric  lumen.  When  the  increment  in 
pressure  produced  by  the  peristaltic  wave 
passes  off,  the  intragastric  pressure  becomes 
higher  than  the  intra-esophageal,  the  mucosal 
folds  are  approximated,  and  the  valve  (of 
Gubaroff)  closes. 


Fig.  1.  The  "Hiatal  valve”  consists  of  the  syner- 
gistic action  of  the  oblique  inosculation  of  the 
esophagus  into  the  stomach,  and  the  difference 
in  pressure  between  that  in  the  stomach  and  the 
intraluminal  pressure  of  the  esophagus.  The  angle 
01  His  is  formed  by  the  intersection  of  a line 
drawn  parallel  to  the  Jong  axis  of  the  esophagus 
with  a line  drawn  parallel  to  the  long  axis  of  ^he 
stomach. 


If  this  cardiac  mechanism  becomes  dis- 
turbed by  a pathologic  development  such  as 
a sliding  esophageal  hiatal  hernia,  or  by 
surgical  means  such  as  cardioplasty,  or 
esophagogastrostomy  for  obstructing  lesions 
at  the  esophagogastric  junction,  the  undesir- 
able effects  of  peptic  esophagitis  appear.  If 
the  gastric  juice  is  increased  in  amount  or 
in  relative  acidity,  the  tendency  to  peptic 


ulceration  is  even  more  pronounced.  This  is 
especially  seen  clinically  in  cases  of  duodenal 
ulcer  associated  with  hiatal  hernia. 

Anatomy  of  hiatus 

Let  us  turn  our  attention  back  now  to  the 
esophageal  hiatus.  The  angle  (of  His)  at  the 
incisura  (and  the  valve)  is  partly  maintained 
by  a loop  of  gastric  muscle,  just  deep  to  the 
mucosa,  which  passes  around  the  cardia  and 
down  each  side  of  the  lesser  curve.  The 
earliest  description  of  this  muscle  comes 
from  Thomas  Willis  of  Oxford,  who  not  only 
described  the  loop  but  showed  it  in  a draw- 
ing dated  1674. 

Another  structure  exists  in  man  to  op- 
pose the  tendency  for  the  cardia  to  pass  into 
the  posterior  mediastinum  when  the  dia- 
phragm is  relaxed  in  expiration.  This  is  the 
diaphragmatico  - esophageal  membrane  or 
elastic  legiment,  a modification  of  the  ab- 
dominal aponeurosis  of  the  diaphragm  (and 
therefore  relatively  fixed  at  its  origin!);  it 
bridges  the  esophageal  hiatus  and  is  inserted 
into  the  adventitia  of  the  gullet  as  a mem- 
branous ring  with  upward  and  downward 
“cuff”  extensions. 

A set  of  experiments  which  emphasize  the 
importance  of  the  valvular  mechanism  of 
the  cardia  is  provided  by  determining  the 
retrograde  pressures  which  are  necessary  to 
overcome  the  resistance  of  the  cardio-esopha- 
geal  junction  under  varying  experimental 
conditions.  These  experiments  were  per- 
formed on  young  adult  male  cadavers.  It  is 
easily  demonstrable  that  the  retrograde  pres- 
sures necessary  to  produce  regurgitation  be- 
come less  as  the  acuity  of  the  angle  of  His 
decreases. 

Importance  of  fundus 

Stimulated  by  these  postmortem  demon- 
strations we  have  investigated  the  role  of  the 
fundus  by  performing  fundusectomy  in  a 
series  of  dogs.  In  those  animals  in  which  the 
loop  of  Willis  remains  intact,  no  esophagitis 
has  developed  over  a period  of  12  months. 
On  the  other  hand,  if  the  loop  of  Willis  was 
injured  during  the  fundusectomy,  esopha- 
gitis appeared  promptly. 

Lortat- Jacob  of  Paris  has  recently  re- 
ported cases  described  as  “absence  of  the 
greater  tuberosity  of  the  stomach.”  In  these 


for  December,  1959 


41 


the  esophagus  opens  into  the  stomach  in  an 
abnormally  high  position.  These  patients  did 
not  have  esophageal  hiatal  hernias.  They  did 
have  peptic  esophagitis.  Clinical  cures  were 
obtained  by  fixing  the  apex  of  the  fundus 
to  the  side  of  the  terminal  esophagus  in  the 
abdomen. 

Peptic  esophagitis  does  not  develop  so 
regularly  following  the  production  of  an  ex- 
perimental hiatal  hernia  (by  drawing  two- 
thirds  of  the  stomach  into  the  thorax  and 
fixing  it  to  the  cut  edges  of  the  diaphragm 
by  suture)  as  it  does  following  either  esopha- 
gogastrostomy  or  surgical  excision  of  the  left 
crus  of  the  canine  diaphragm  allowing  a 
cardiac  incompetence  to  develop  gradually. 
Development  of  esophagitis  may  be  hastened 
by  obstruction  of  the  superior  gastric  loculus. 
In  any  case,  however,  evidence  of  peptic 
esophagitis  develops  within  a year  in  two- 
thirds  of  such  preparations. 

We  have  prepared  a series  of  dogs  with 
valvular  esophagofundopexies  (Fig.  2)  and 
in  none  of  them  observed  over  a period  of 
approximately  36  months  has  any  evidence 
of  esophagitis  appeared. 


' al.  , r-:  which  may  loiaiK  or  ■ 

Torah;  ■'1.  h;  it  : surioaMcl  ihf  csop’' 


The  evidence  suggests  that  each  of  these 
closure  mechanisms  normally  operates  to 
some  degree  and  that  the  system  as  a whole 
is  an  intricate  complex.  It  cannot  be  argued 


that  a particular  mechanism  has  played  no 
part  because  its  impairment  does  not  lead 
to  regurgitation;  adaptation  of  those  remain- 
ing might  be  able  to  maintain  comparative 
efficiency. 

Surgical  principles 

What  then  are  the  principles  to  be  applied 
to  the  surgical  repair  of  an  ordinary  sliding 
esophageal  hiatal  hernia  in  which  the  esopha- 
gus has  its  normal  length  (as  determined  by 
esophagoscopy)  and  in  which  the  stomach 
can  be  easily  replaced  within  the  abdominal 
cavity?  (1)  Reduce  the  hernia  to  prevent 
reflux.  (2)  Diminish  the  size  of  the  esopha- 
geal hiatus  to  prevent  recurrence  of  hernia. 
(3)  Reconstitute  the  esophagogastric  angle 
by  fixing  the  cardia  below  the  diaphragm 
and  by  esophagofundopexy  to  allow  the 
fundus  to  balloon  up  under  the  dome. 

In  cases  of  sliding  esophageal  hiatal  hernia 
with  secondary  short  esophagus,  two  situa- 
tions present  themselves.  In  the  first  case, 
the  esophagus  can  be  dilated  readily  to  good 
and  sufficient  caliber.  Here  we  are  carrying 
out  transthoracic  valvular  esophagofundo- 
pexy with  no  attempt  to  reduce  the  stomach 
below  the  diaphragm.  Occasional  esophageal 
dilatations  may  be  required. 

In  cases  of  esophageal  hiatal  hernia  where 
peptic  ulcer  has  progressed  to  stricture  for- 
mation and  where  the  stricture  is  tough, 
fibrous  and  incapable  of  dilatation  to  full 
caliber,  we  believe  that  transthoracic,  trans- 
abdominal proximal  subtotal  gastrectomy, 
leaving  only  the  gastric  antrum  and  distal 
esophagectomy  extending  above  the  stricture 
with  repair  by  substitution  utilizing  the 
transverse  or  right  colon,  is  the  procedure 
of  choice. 

The  aim  of  surgery  should  be  to  recognize 
and  correct  the  mechanical  situation  present 
before  it  has  progressed  to  such  a devastating 
extent  that  the  entire  protective  valvular 
mechanism  has  been  destroyed.  • 
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Retropubic  prostatectomy 

1948  to  1958 

Lawrence  D.  Dickey,  M.D.,  Fort  Collins.  Colorado 


Permanent  relief,  relative  safety, 
easy  rare  of  (tssoeiiited  conditions  and 
('(trly  ambulation  are  <dl  advante.ues 
enjoyed  by  those  using  th<‘ 
retropubir  approach. 


This  paper  is  a review  of  personal  experi- 
ences with  the  retropubic  approach  to  pros- 
tatic surgery  in  a series  of  266  cases  per- 
formed between  June,  1948,  and  July,  1958. 
In  1950,  I reported  to  this  society  my  experi- 
ences with  the  first  45  cases  included  in  this 
series.  Since  that  time  I have  become  in- 
creasingly enthusiastic  about  the  results  ob- 
tained by  this  method.  By  this  approach  we 
are  able  to  directly  attack  the  hypertrophied 
prostate  through  its  anterior  capsule,  remove 
the  obstructing  tissue,  accurately  obtain  he- 
mostasis and  close  the  capsule  eliminating 
postoperative,  suprapubic  urinary  drainage. 

British  experience 

Between  the  years  1908  and  1945  the  an- 
terior surgical  approach  to  the  prostate  had 
been  employed  several  times,  but  it  remained 
for  Mr.  Terrence  Millen  of  London  to  develop 
and  establish  retropubic  urinary  surgery. 
He  performed  his  first  retropubic  prosta- 
tectomy in  August,  1945,  and  after  an  ex- 
perience with  over  375  cases,  published  his 
book,  “Retropubic  Urinary  Surgery,”  in  May, 
1947.  In  July,  1947,  and  again  in  May,  1948, 
Mr.  Millen  visited  this  country  and  appeared 
on  the  program  of  the  annual  meetings  of 


the  American  Urological  Association.  He  be- 
lieved retropubic  prostatectomy  could  be 
more  readily  taught  and  mastered  than  either 
the  transurethral  or  the  perineal  operations 
and  that  it  offered  the  patient  a reasonably 
safe  operation  with  permanent  relief. 

Mr.  Millen  by  his  outstanding  contribu- 
tion proved  that  the  space  of  Retzius  could 
be  surgically  explored  without  fear  of  in- 
fection. The  surgical  possibilities,  thereby 
made  possible,  are  best  illustrated  by  quoting 
from  his  experiences.  “The  extravesical  retro- 
pubic approach  to  the  prostate  enables  us  to 
deal  with  all  pathologic  conditions  met  with 
in  the  organ  and  its  contained  urethra.  Ade- 
nectomies  of  all  types,  resection  of  median 
bars,  curettage  of  prostatic  calculi,  radical 
extirpation  of  the  gland,  with  or  without  a 
portion  of  the  bladder  base,  evacuation  of 
prostatic  abscesses,  removal  of  calculi  im- 
pacted in  the  prostatic  urethra,  surgery  of 
certain  types  of  post-prostatectomy  obstruc- 
tions, repair  of  recent  and  late  injuries  in- 
volving the  posterior  urethra  can  be  effec- 
tively dealt  with  by  this  approach.” 

Local  experience 

My  own  experience  fully  verifies  the 
claims  made  by  Millen.  After  attending  the 
A.U.A.  meeting  in  Boston  in  1948  and  hearing 
the  various  papers  on  the  retropubic  ap- 
proach discussed,  I returned  to  Colorado  and 
in  the  following  month  performed  my  first 
six  retropubic  prostatectomies.  At  first  the 
technic  of  the  operation  seemed  difficult  but 
the  results  were  more  than  gratifying. 

During  the  period  covered  by  this  report, 
my  total  experience  with  prostatic  surgery 
consists  of  403  cases  broken  down  as  follows: 
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Retropubic  prostatectomies 262 

Radical  retropubic 

prostatoseminovesiculectomies  4 

Suprapubic  prostatectomies  4 

Perineal  prostatectomies  2 

Transurethral  prostatic  resections  131 


I have  chosen  the  retropubic  approach  in 
approximately  two  out  of  three  cases  as  in- 
dicated by  the  figures  above.  Here  is  an  out- 
line of  the  procedure  I follow  when  a patient 
presents  himself  with  the  symptoms  of  pros- 
tatic obstruction.  Most  patients  are  first  seen 
in  the  office.  This  is  an  advantage  for  I am 
better  able  to  evaluate  the  patient  in  general 
and  to  orient  him  as  to  the  procedures  he  is 
about  to  undergo.  The  prostate  patient,  after 
having  the  usual  history,  physical  examina- 
tion, and  ordinary  blood  and  urine  examina- 
tions, has  an  intravenous  pyelogram  with 
oblique  views  of  the  bladder  taken  at  the 
end  of  this  procedure.  These  cystogram  plates 
are  especially  important  for  they  give  a good 
idea  of  the  size  and  shape  of  the  prostate, 
the  degree  of  obstruction,  and  retention.  At 
this  point  the  diagnosis  and  treatment  is 
usually  clearly  indicated.  Only  in  a few  ques- 
tionable cases  will  cystoscopic  examination 
be  indicated.  This  is  a painful  examination 
for  the  patient  with  prostatic  obstruction  and 
I avoid  it  whenever  I can  obtain  the  informa- 
tion needed  by  other  means. 

Preparing  the  patient 

Having  arrived  at  a diagnosis,  I sit  down 
with  the  patient  and  with  the  aid  of  pictures 
(the  ones  drawn  by  Dr.  Netter  for  Ciba 
Symposia)  explain  to  him  the  nature  of  his 
prostatic  disease  and  the  procedure  I have 
chosen  for  correction.  As  already  noted,  I 
choose  the  retropubic  approach  in  two  cases 
out  of  three.  I was  a little  surprised  myself 
to  find  that  I had  done  as  many  transurethral 
resections  because  I favor  the  retropubic  ap- 
proach. I assure  the  patient  that  he  can 
expect  to  leave  the  hospital  in  seven  days 
and  often  it  will  be  after  only  five  days. 
Then  before  he  leaves  the  office  I give  him 
a copy  of  Reed  Nesbit’s  book,  “Your  Prostate 
Gland,”  which  will  give  both  him  and  his 
family  an  idea  of  what  he  is  to  undergo.  I 


find  that  this  further  helps  to  allay  his  fears 
and  anxieties.  We  then  set  the  date  for  his 
surgery  and  we  make  this  as  soon  as  possible 
after  he  has  consented.  In  many  cases  this 
will  be  the  following  day. 

The  patient  is  admitted  to  the  hospital  the 
night  before  surgery.  Narcotics  are  avoided 
in  the  preoperative  period  and  only  chloral 
hydrate  or  barbituates  are  used.  Enemas  are 
not  given  preoperatively  and  seldom  during 
the  postoperative  course.  Blood  is  reserved 
in  the  blood  bank  in  case  it  is  needed.  In  the 
early  part  of  this  series  we  used  blood  in 
every  case  but  in  the  last  two  and  one-half 
years  it  was  used  in  only  nine  out  of  67  cases. 
Spinal  anesthetic  is  our  choice  and  was  used 
in  all  but  two  cases. 

The  operation 

A transverse  incision  is  made  one  inch 
above  the  symphysis  pubis  through  the  skin 
and  the  rectus  sheath.  The  recti  muscles  are 
freed  from  the  fascia  above  and  below.  A 
chromic  O traction  suture  is  placed  in  the 
midline  of  the  lower  fascial  flap  and  later 
attached  to  the  cross  bar  of  a Balfour  re- 
tractor. The  recti  muscles  are  separated  in 
the  midline,  leaving  the  pyramidalis  muscle 
attached  to  the  right  side. 

The  retropubic  space  is  opened  and  the 
bladder  depressed  with  a Kocher  bladder 
retractor  applied  at  the  junction  of  the  pros- 
tate and  bladder  so  as  to  put  the  anterior 
prostatic  capsule  under  tension.  The  veins 
in  the  fatty  tissue  over  the  prostatic  capsule 
are  exposed,  electrocoagulated,  cut,  and  if 
necessary  ligated.  The  prostatic  capsule  is 
incised  transversely  with  a hooked  blade  on 
a long  Bard  Parker  handle  and  the  incision 
made  in  one  cut  through  capsule  and  into 
adenomatous  tissue. 

Irrigation  with  normal  saline  solution  and 
suction  are  used  to  keep  the  operative  field 
clear.  Vessels  in  the  midline  and  at  the 
angles  of  the  incision  may  bleed  freely  and 
can  be  grasped  or  electrocoagulated.  The  line 
of  cleavage  between  the  prostatic  capsule 
and  the  adenoma  is  developed  with  scissors 
and  enucleation  of  the  apex  of  the  gland  is 
completed  with  the  fingers,  severing  the  pros- 
tatic urethra  close  to  the  adenomatous  tissue 
which  is  delivered  into  the  wound,  with 
grasping  forceps,  either  en  masse  or,  if  large. 
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one  lobe  at  a time.  Occasionally  scissors  may 
be  necessary  to  more  easily  sever  the  pros- 
tatic urethra  from  the  adenoma.  Under  vision, 
dissection  is  continued  toward  the  bladder 
neck  and  intravesical  lobes  are  exposed  and 
enucleation  completed.  The  posterior  bladder 
neck  is  grasped,  elevated,  and  a V of  tissue 
excised.  A bladder  neck  spreader  is  intro- 
duced and  the  interior  of  the  bladder  in- 
spected and  palpated  for  stones,  tumors,  or 
diverticula. 

A 22  F Foley  catheter  with  30  cc.  balloon 
is  introduced,  inflated  to  20  cc.  and  left  in 
the  bladder  without  traction.  The  prostatic 
capsule  is  closed  with  chromic  O,  using  a 
boomerang  needle.  The  incision  is  closed  in 
layers  about  two  medium  sized  penrose 
drains.  A bilateral  vasectomy  is  performed 
before  the  patient  leaves  the  surgery.  In  the 
first  part  of  the  series  this  operation  required 
two  hours  or  more  but  with  experience  the 
time  has  been  reduced  to  as  short  as  24 
minutes,  with  the  usual  time  now  of  45 
minutes. 

Postoperative  care 

During  the  postoperative  course  the  pa- 
tient is  encouraged  to  resume  normal  activity 
and  habits  as  soon  as  possible.  A regular  diet 
is  offered  from  the  start.  The  patient  is  on 
his  feet  at  the  bedside  the  evening  of  the 
day  of  surgery,  and  the  following  day  he  is 
out  of  bed  four  times.  The  retention  catheter 
is  removed  when  the  urine  is  clear  which  is 
usually  between  48  and  72  hours.  Penrose 
drains  are  removed  24  to  48  hours  later.  The 
majority  of  patients  are  dismissed  from  the 
hospital  on  the  seventh  postoperative  day 
and  occasionally  on  the  fifth. 

Various  deviations  from  the  above  de- 
scription have  been  tried  and  I will  mention 
some  of  them.  A vertical  midline  incision  was 
used  in  a few  cases  early  in  the  series  and 
was  satisfactory,  but  I prefer  the  transverse. 
The  exposure  of  the  transverse  incision  is 
adequate  for  even  the  radical  prostatosemino- 
vesiculectomy  and  I have  also  used  it  for 
the  removal  of  bladder  diverticula  and  for 
the  extraction  of  calculi  in  the  lower  ureter. 
In  two  cases  stones  have  been  removed  from 
the  lower  ureter  at  the  time  of  a prostatec- 
tomy. 

I prefer  the  transverse  incision  in  the 


prostatic  capsule  for  the  exposure  of  the 
prostatic  fossa  is  better,  and  I find  the  con- 
trol of  bleeding  easier.  I have  used  the  mid- 
line incision  in  the  prostatic  capsule  with 
extension  into  the  bladder  in  a few  cases 
where  it  seemed  easier  to  accomplish  my 
purpose.  The  transverse  incision  in  the  cap- 
sule can  be  converted  to  a T and  closed  as  a 
V,  thus  enlarging  the  bladder  neck  in  cases 
of  contracture.  This  is  important  since  there 
have  been  a number  of  postoperative  bladder 
neck  contractures.  I have  also  used  a Y in- 
cision and  closed  it  as  a V for  the  same  pur- 
pose. 

Complications 

In  the  enucleation  of  the  obstructing  pros- 
tatic tissue,  lacerations  of  the  posterior 
capsule  with  the  exposure  of  the  seminal 
vesicles  has  been  frequent.  At  first  this  ex- 
perience was  a little  disconcerting  but  I found 
the  lacerations  were  easily  repaired  with  a 
few  sutures.  In  one  case,  a bleeding  vessel 
persisted  and  required  secondary  operative 
procedure  that  evening  for  the  control  of 
hemorrhage. 

There  have  been  no  cases  of  osteitis  pubis 
in  this  series  and  this  might  be  attributed 
to  the  fact  that  no  retractors  were  used 
against  the  pubic  arch.  There  have  been  no 
cases  of  epididymitis  in  this  series.  The  aver- 
age age  of  the  patients  is  71  years  with  a 
range  from  48  to  94.  There  have  been  few 
patients  who  have  been  considered  too  grave 
a risk  to  withstand  this  procedure. 

There  have  been  four  deaths  in  this  series. 
The  first  was  a man  83  years  old.  He  first 
had  a pulmonary  embolus,  from  which  he 
recovered,  and  then  died  on  the  21st  post- 
operative day  with  acute  yellow  atrophy  of 
the  liver  associated  with  hyperthyroidism. 
One  patient,  aged  79,  died  with  acute  pul- 
monary embolism  when  he  was  getting  ready 
to  go  home.  A third  patient,  aged  85,  died 
with  acute  coronary  occlusion  on  the  day  he 
was  to  be  discharged  from  the  hospital.  The 
fourth  patient,  aged  80,  died  in  coma  of  car- 
diovascular renal  disease. 

Pathology 

The  average  weight  of  the  glands  re- 
moved was  48  grams.  Carcinoma  of  the  pros- 
tate was  diagnosed  by  the  pathologist  in  26 
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of  the  262  cases  operated  for  benign  prostatic 
hyperplasia.  Often  this  was  only  an  area 
of  focal  malignancy  in  the  presence  of  be- 
nign prostatic  hyperplasia.  This  is  an  instance 
of  10  per  cent  unsuspected  carcinoma.  Car- 
cinoma of  the  bladder  was  encountered  five 
times  in  this  series.  In  two  cases  a segmental 
resection  was  carried  out  in  addition  to  a 
prostatectomy.  In  three  cases  papillary  tu- 
mors were  fulgurated. 

Four  radical  retropubic  prostatosemino- 
vesiculectomies  were  performed.  Anastomo- 
sis of  the  bladder  neck  with  the  prostatic 
urethra  was  facilitated  by  the  introduction 
of  sutures  in  the  urethra  before  it  was  com- 
pletely severed,  and  by  traction  on  a balloon 
catheter  in  the  bladder  before  the  sutures 
were  tied.  Removal  of  the  seminal  vesicles 
is  the  most  difficult  part  of  the  operation 
but  can  be  carried  out  under  direct  vision, 
with  adequate  exposure.  All  four  cases  are 
still  living,  one  free  of  cancer.  Three  of  the 
cases  were  performed  in  1949. 

Inguinal  hernia  is  the  most  common  sur- 
gical lesion  associated  with  prostatism.  Forty- 
eight  inguinal  hernias  were  repaired  at  the 
time  of  the  prostatic  surgery.  Five  of  these 
were  bilateral.  Hernia  repair  fits  in  especially 


well  with  the  retropubic  prostatectomy,  since 
there  is  no  urinary  drainage  as  in  the  supra- 
pubic operation.  With  the  utilization  of  the 
transverse  incision,  the  additional  effort  and 
time  is  minimal.  I believe  that  simultaneous 
herniorrhaphy  and  retropubic  prostatectomy 
is  practical  and  will  become  more  practiced 
in  the  future. 

The  patient,  with  a small  prostate  and 
bladder  neck  contracture,  postoperatively 
presents  more  problems  than  the  patient 
with  a large  adenomotous  hyperplasia.  These 
cases  present  the  same  problem  when  treated 
by  any  of  the  various  approaches.  A better 
method  of  handling  these  cases  must  be  de- 
veloped. We  have  endeavored  to  enlarge  the 
bladder  neck  by  an  anterior  T-V  plasty  or 
Y-V  plasty  and  feel  that  this  may  be  one 
answer  to  this  problem. 

Summary 

The  retropubic  approach  to  urologic  sur- 
gical problems  has  proven  very  satisfactory. 
This  includes  many  conditions  in  addition  to 
prostatic  obstruction.  In  the  future,  I believe 
there  will  be  additional  refinements  to  this 
operation,  especially  as  it  applies  to  closure 
of  the  bladder  neck.  • 


Los  Angeles  Radiological  Society 

The  Twelfth  Annual  Midwinter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society,  will  be  held  at  the  Statler  Hotel, 
Los  Angeles,  California,  on  Saturday  and  Sunday, 
January  30  and  31,  1960. 

An  outstanding  program  of  pertinent  interest 
has  been  arranged  and  the  guest  speakers  will  be: 
Dr.  John  A.  Evans,  New  York,  New  York;  Pro- 
fessor Knut  Lindblom,  Stockholm,  Sweden;  Dr. 
James  J.  Nickson,  New  York,  New  York;  and  Dr. 
E.  Rohan  Williams,  London,  England. 

The  conference  fee  of  $20.00  includes  two 
luncheon  meetings  featuring  questions  and  an- 
swers. A banquet  ($7.50  per  plate)  preceded  by 
cocktails  will  be  held  Saturday  evening.  Reserva- 
tions may  be  made  through  Dr.  Sidney  D.  Zucher- 
man,  3741  Stocker  Street,  Los  Angeles  8,  California. 

Courtesy  cards  will  be  available  to  residents  in 
radiology  and  radiologists  in  the  Armed  Forces  by 
advance  registration,  with  reduced  tariff  for  the 
luncheons  and  banquet.  Hotel  reservations  should 
be  made  promptly  through  the  Convention  Man- 
ager, Statler  Hotel,  Los  Angeles,  California. 


New  A.C.S.  Fellows 

Twenty-one  surgeons  from  five  states  served 
by  the  Rocky  Mountain  Medical  Journal  were  in- 
ducted recently  as  new  Fellows  of  the  American 
College  of  Surgeons  in  cap-and-gown  ceremonies 
closing  the  annual  five-day  A.C.S.  Clinical  Con- 
gress in  Atlantic  City. 

Those  receiving  this  distinction  were: 

Colorado:  Drs.  Robert  E.  Carlton  and  H.  Glenn 
Sample,  Jr.,  both  of  Colorado  Springs;  Lt.  Col. 
Robert  D.  Anderson,  Glenn  T.  Foust,  Jr.,  Joseph  A. 
McMeel,  Harry  W.  Shankel,  and  Edward  J.  Swetz, 
all  from  Denver;  James  R.  Patterson,  of  Engle- 
wood; Gordon  A.  Munro,  of  Grand  Junction;  and 
James  E.  Pollard,  of  Pueblo. 

Montana:  Perry  M.  Berg,  of  Billings. 

New  Mexico:  Irvine  G.  Jordan,  of  Albuquerque. 

Utah:  William  M.  Gorishek,  of  Price;  Roscoe  M. 
Nelson,  of  Provo;  Wallace  L.  Chambers,  Edward 
A.  Evans,  Mark  W.  Muir,  and  Charles  M.  Parrish, 
all  of  Salt  Lake  City. 

Wyoming:  Harlan  B.  Anderson  and  Harry  B. 
Durham,  Jr.,  both  of  Casper;  Dan  B.  Greer,  of 
Cheyenne. 
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for  rapid  relief  of  anxiety  manifestations 


You  will  find  Dartal  outstandingly  beneficial 
in  management  of  the  anxiety -tension  states 
so  frequent  in  hypertensive  or  menopausal 
patients.  And  Dartal  is  particularly  useful 
in  the  treatment  of  anxiety  associated  with 
cardiovascular  or  gastrointestinal  disease,  or 
the  tension  experienced  by  the  obese  patient 
on  restricted  diet.  You  can  expect  consistent 
results  with  Dartal  in  general  office  practice. 


with  low  dosage:  Only  one  2,  5 or  10  mg.  tablet 
t.i.d.  with  relative  safety:  Evidence  indicates  Dartal 
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Clinical  reports  on  Dartal:  1.  Edisen,  C.  B.,  and  Samuels, 
A.  S.:  A.M.A.  Arch.  Neurol.  & Psychiat.  S0:481  (Oct.)  1958. 

2.  Ferrand,  P.  T.:  Minnesota  Med.  41:853  (Dec.)  1958. 

3.  Mathews,  F.  P.;  Am.  J.  Psychiat.  114:1034  (May)  1958. 
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I 


In  March,  1957,  Dr.  John  C.  Sheehan  of  the  Massachusetts  Institute  of  Technology 
announced  the  total  synthesis  of  penicillin  from  common  raw  materials,  thus  solving 
a problem  which  had  baffled  research  workers  for  more  than  15  years.  Although  total 
synthesis  was  not  commercially  practicable,  this  work,  sponsored  by  Bristol  Laboratories, 
made  possible  the  subsequent  synthesis  of  new  penicillins  not  occurring  in  nature.  Later 
scientists  at  Beecham  Laboratories  in  England  discovered  that  a key  intermediate 
(6-aminopenicillanic  acid)  could  be  produced  by  a fermentation  process.  With  these 
achievements,  large  scale  production  of  synthetic  penicillins  became  feasible. 

Organic  chemists  at  Bristol  then  embarked  upon  an  intensive  program  to  develop  better 
penicillins.  Over  five  hundred  were  synthesized  and  underwent  preliminary  screening. 
Forty-six  showed  sufficient  promise  to  warrant  further  investigation.  Extensive  micro- 
biological, pharmacological,  and  clinical  screening  indicated  that  one  compound, 
SYNCiLLiN,  had  advantages  of  major  importance  over  other  penicillins. 

SYNCILLIN  IS  the  N-acylation  product  of  6-aminopenicillanic  acid  and  a-phenoxypropi- 
onic  acid  (the  phenylether  of  lactic  acid).  It  is  freely  soluble  in  water  and  remarkably 
resistant  to  decomposition  by  acid.  The  acid  stability  of  syncillin  is  equivalent  to  that 
of  penicillin  V at  pH  2 and  pH  3 at  37°  C.i 


SIGNIEICANCE  OF  MOLECULAR  ASYMMETRY 
AND  ISOMERIC  COMPLEMENTARITY 

SYNCILLIN  has  a molecular  configuration  similar  to  penicillin  V,  but  contains  an  addi- 
tional CH3  group  so  positioned  as  to  render  the  adjacent  carbon  atom  asymmetric.  (In 
the  formulae  below,  the  added  CH3  group  is  shown  in  blue  and  the  asymmetric  carbon 
atom  in  red.)  As  a result,  syncillin  occurs  as  a mixture  of  two  isomers. 

Each  isomer  has  been  synthesized  in  essentially  pure  form  and  found  to  possess  distinctive 
chemical  and  biological  properties.  The  L-isomer  is  2 to  17  times  more  active  than  the 
D-isomer  against  many  of  the  organisms  tested.  As  produced,  syncillin  is  a mixture  of 
the  L-isomer  and  the  D-isomer.  As  will  be  shown  later,  the  antibiotic  effect  of  the 
clinically  available  mixture,  syncillin,  is  greater  than  either  isomer  alone  against  many 
organisms.  This  phenomenon  is  referred  to  here  as  isomeric  complementarity. 
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POTASSIUM  PENICILLIN  V 


SYNCILLIN 


ISOMERIC  COMPLEMENTARITY 
DEMONSTRATED  IN  VITRO 


The  in  vitro  minimum  inhibitory  concentration  (MIC)  of  syncillin  and  of  each  of  its 
two  component  isomers  was  determined  for  a variety  of  common  pathogens  and  labora- 
tory test  organisms.  As  may  be  seen  from  Table  1,  all  three  are  highly  effective  against 
penicillin-susceptible  staphylococci  and  against  pneumococci,  streptococci,  gonococci, 
and  corynebacteria;  all  are  ineffective  against  Salmonella,  E.  coli,  and  other  gram- 
negative coliform  bacilli. 

SYNCILLIN  was  more  active  against  many  of  the  test  strains  including  some  streptococci 
and  staphylococci  than  either  of  its  components.  This  demonstrates  in  vitro  the  phe- 
nomenon of  isomeric  complementarity. 


TABLE  1 

Minimum  Concentrations  of  SYNCILLIN  and  Components 
Required  to  Inhibit  a Wide  Range  of  Bacteria 


Mmimum  Inhibitory  Concentration  (MIC)  in  Micrograms  per  Milliliter 
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Bacillus  cereus 
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Bacillus  circulans  ATCC  9961 
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0.015 
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Salmonella  typhosa 
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ISOMERIC  COMPLEMENTARITY 
CONFIRMED  IN  VIVO 


To  determine  the  median  curative  dose  (CD50)  mice  were  infected  with  100  times  the 
lethal  dose  of  Staphylococcus  aureus.  Each  penicillin  being  tested  was  administered  intra- 
muscularly at  the  same  time,  and  the  dose  required  to  cure  half  the  animals  determined. 
The  greater  effect  of  the  mixture  of  the  two  isomers  (syncillin)  is  shown  in  two 
independent  experiments.  (See  Figure  1.)  Note  that  isomeric  complementarity  is  thus 
confirmed  in  vivo. 


FIGURE  1 — Median  Curative  Dose  (CD^,,)  for  Stap/ii/lococcus  aureus  (var.  Smith)  Infections 
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MANY  STRAINS  OF  STAPHYLOCOCCI 
MORE  SENSITIVE  TO  SYNCILLIN 


SYNCILLIN  has  been  tested  against  a large  number  of  strains  of  Staphylococcus  aureus 
isolated  from  clinical  sources.  Many  organisms  resistant  to  potassium  penicillin  G and 
potassium  penicillin  V proved  sensitive  to  syncillin. 

WrighU  performed  sensitivity  studies  on  54  strains,  the  majority  of  which  were  resistant 
or  moderately  resistant  to  penicillin  V and  penicillin  G.  Thirty-two  (60%  ) of  the  strains 
were  sensitive  to  syncillin,  approximately  twice  as  many  as  with  the  other  penicillins. 
(See  Figure  2.)  In  two-thirds  of  the  isolates,  syncillin  produced  inhibition  at  concentra- 
tions lower  than  those  required  for  either  of  the  other  antibiotics.  One  strain  was  more 
sensitive  to  penicillin  G. 
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FIGURE  2 - In  Vitro  Sensitivity  of  54  Strains  of  Coagulase-Positive 
Stophijlococcus  aureus  from  (ilinical  Sources 
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Of  equal  interest  are  the  findings  of  White.^  Six  penicillin-resistant  strains  of  staphylococci 
were  isolated  from  hospital  infections.  None  was  sensitive  to  potassium  penicillin  V.  All 
were  sensitive  to  syncillin.  (See  Figure  3.) 


FIGURE  3 

Minimum  Concentrations  of  SYNCILLIN  Required  to  Inhibit 
Hosi)ital  Strains  oi  Staphylococcus  aumis  Resistant  to  Potassium  Penicillin  V 


The  efficacy  of  syncillin  against  the  type  80/81  Staphylococcus  (dangerous  and  wide- 
spread in  hospitals)  is  worthy  of  special  attention. 

The  complementary  action  of  the  component  isomers  is  also  seen  with  strains  of  staphylo- 
cocci resistant  to  penicillins.  Note  that  syncillin  is  more  effective  than  either  isomer 
against  strains  52-34  and  WR  188.  (See  Figure  4.)  Against  all  three  strains,  syncillin  is 
effective  at  concentrations  below  serum  levels,  while  penicillins  V and  G are  ineffective. 


FIGURE  4 

Minimum  Inliibitory  Concentrations  (MIC)  for  Coag'ulase -Positive 
Penicillin-Resistant  Strains  of  Staphylococcus  aureus 
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Isomeric  complementarity  has  thus  been  demonstrated  for: 

certain  penicillin-susceptible  streptococci,  staphylococci 

and  corynebacteria  in  vitro  (Table  1) 

penicillin-susceptible  staphylococci  in  vivo  (Figure  1 ) 

penicillin-resistant  staphylococci  in  vitro  (Figure  4) 
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ISOMERIC  COMPLEMENTARITY 
SHOWN  BY  REDUCED  RATE  OF 
INACTIVATION  BY  PENICILLINASE 

Bacterial  resistance  to  penicillin  has  been  attributed  to  the  action  of  penicillin-inactivating 
enzymes  produced  by  the  invading  organisms.^  As  shown  in  Figure  5,  syncillin  is  less 
affected  by  staphylococcal  penicillinase  than  either  of  its  component  isomers  — a further 
demonstration  of  isomeric  complementarity.  Further,  syncillin  is  shown  to  be  less 
inactivated  by  this  enzyme  than  penicillin  V and  penicillin  G. 

Resistance  to  syncillin  develops  in  a slow,  step-wise  manner  characteristic  of  other 
penicillins,  in  contrast  to  the  usually  rapid  development  of  resistance  to  streptomycin. 


FIGURE  5 -Effect  of  Staphylococcal  Penicillinase  on  Different  Penicillins 
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ANTIBIOTIC  ACTIVITY  DIRECTLY 
PROPORTIONAL  TO  ORAL  DOSAGE 

Cronk^  studied  blood  levels  after  administering  varying  amounts  of  syncillin.  (Figure 
6.)  Total  antibiotic  activity  (obtained  by  measuring  areas  under  curves  with  a planimeter) 
increases  rapidly  as  the  dose  is  doubled.  These  data  show  that  increased  dosage  markedly 
increases  serum  concentration  and  thus  may  enhance  the  drug’s  effectiveness. 


FIGURE  6 

Serum  Levels  With  Varying  Dosage  Antibiotic  Activity  With  Varying  Dosage 
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BLOOD  LEVELS  TWICE  HIGH  ^6'  WITH 
POTASSIUM  PENICILLIN  V AETEB  ORAL 
ADMINISTRATION 

Wright®  performed  comparative  crossover  blood  level 
studies  on  volunteer  subjects  receiving  equivalent 
amounts  of  potassium  penicillin  V and  syncillin. 

The  peak  concentrations  attained  during  the  first 
hour  after  administration  were  twice  as  high  with 

SYNCILLIN. 

The  total  antibiotic  activity  as  measured  by  the  area 
under  the  curves  (see  Figure  7)  indicates  an  almost 
2 to  1 superiority  of  syncillin  (1606)  over  potas- 
sium penicillin  V (860). 

The  higher  blood  levels  may  be  of  value  with  organ- 
isms of  only  moderate  penicillin-sensitivity  where 
doubling  the  blood  concentration  may  be  essential 
for  effective  bactericidal  action.  In  addition  these 
higher  levels  may  be  necessary  where  there  is  infec- 
tion in  areas  with  a poor  blood  supply.'^  Under  these 
circumstances  a higher  blood  concentration  may 
provide  the  increased  diffusion  pressure  required  to 
deliver  adequate  amounts  to  the  tissue. 


BLOOD  LEVELS 
MUCH  HIGHER 
THAN  WITH 
INTRAMUSCULAR 
PENICILLIN  G 

In  addition,  blood  levels  attained  with  oral  syncillin® 
are  much  higher  than  those  with  intramuscular  pen- 
icillin G.®®’®  (See  Figure  8.)  Note  that  the  level  at 
one  hour  for  syncillin  (3.8  meg. /ml.)  is  more  than 
twice  as  high  as  with  procaine  penicillin  G,  even 
when  reinforced  with  potassium  penicillin  G (1.6 
mcg./ml.).  Since  penicillins  are  bactericidal,  these 
intermittent  high  serum  levels  can  be  clinically  sig- 
nificant. Thus,  SYNCILLIN  oflfers  the  promise  of 
superior  efficacy  via  the  safer  oral  route. 
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FIGURE  8 —Serum  Levels  after  Oral 
Administration  of  SYNCILLIN  (250  mg.)  and  after 
Intramuscular  Injection  of  Penicillin  G 
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REDUCED  HAZARD  OE  SERIOUS 
ALLERGENICITY  BY  SAFER  ORAL  ROUTE 


SYNCiLLiN  has  been  administered  in  multiple  doses  to  437  patients  and  volunteers.  One 
patient  developed  itching  during  therapy,  possibly  an  allergic  side  effect.  Another  had  a 
purpuric  rash,  but  no  relationship  to  syncillin  was  established.  No  reactions  were 
observed  in  9 patients  with  a known  history  of  sensitivity  to  penicillin. 

While  the  above  data  suggests  the  possibility  of  reduced  allergenic  hazard,  no  definite 
conclusions  may  be  drawn  at  this  time.  The  usual  precautions  for  oral  penicillin  therapy 
should  be  observed.  Patients  with  histories  of  asthma,  hay  fever,  urticaria,  or  previous 
penicillin-sensitivity  should  especially  be  watched  carefully.  Since  syncillin  is  admin- 
istered orally,  it  may  be  expected  to  be  safer  than  parenteral  penicillin. 

As  Flipping  recently  stated,  “.  . . it  is  well  established  that  serious  allergy  to  the  drug 
[penicillin]  is  most  likely  to  occur  following  parenteral  administration,  especially  after 
repeated  intramuscular  injections;  the  oral  route  is  least  likely  to  initiate  severe  hyper- 
sensitivity reactions.  This  can  be  explained  partly  by  the  fact  that  when  reactions  develop 
following  oral  medication,  they  are  usually  slow  enough  to  treat  symptomatically;  thus 
the  progression  of  the  reaction  can  usually  be  interrupted.  ...  In  view  of  the  relatively 
high  incidence  of  severe  allergy  to  injectable  penicillin,  it  would  seem  advisable  to  employ 
oral  penicillin  routinely,  except  in  the  control  of  infections  involving  the  blood  stream, 
endocardium,  meninges,  etc.,  in  which  cases  the  parenteral  route  remains  the  preferred 
treatment.” 

SYNCILLIN,  like  other  penicillins,  is  essentially  free  of  other  toxicity.  No  hematopoietic, 
hepatic,  or  renal  toxicity  was  observed  in  210  volunteers  receiving  1 gm.  daily  for  2 to  3 
weeks.i® 


CLINICAL  EFFICACY  DEMONSTRATED 
IN  PENICILLIN-SENSITIVE  INFECTIONS 


Clinical  trials  conducted  by  Blau  and  Kanofi^i  White,^^  prigot,i3  Robinson,!^  Dube,i® 
Ferguson,^*'’  Rutenburg,!'^  Richardson, Bunn,'**  Cronk,'’  Kligman,^®  and  Yow  dem- 
onstrated the  efficacy  of  syncillin  in  a variety  of  streptococcal,  staphylococcal,  pneumo- 
coccal, and  gonococcal  infections.  Conditions  treated  included  respiratory,  skin,  soft 
tissue,  wound,  and  chronic  urinary  tract  infections;  acute  gonorrhea;  cellulitis;  septicemia; 
otitis  media;  gingivitis;  and  Vincent’s  angina.  In  a few  patients  syncillin  was  used  for 
rheumatic  fever  or  gonorrheal  prophylaxis. 

One  hundred  seventy-two  of  one  hundred  ninety-six  patients  responded  favorably  to 
SYNCILLIN.  The  failures  included  1 patient  with  pustular  dermatoses,  10  elderly  patients 
with  chronic  urinary  tract  infections,  1 patient  with  gonorrhea,  1 patient  with  a gram- 
negative infection,  and  10  patients  with  staphylococcal  infections.  Lack  of  response  of 
staphylococcal  infections  was  attributed  to  the  presence  of  resistant  organisms  or  local 
suppurative  foci  requiring  drainage. 


SYNCILLIN 
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Relatively  few  side  effects  were  encountered.  One  patient  experienced  moderate  itching 
of  the  skin  which  was  controlled  by  an  antihistamine.  Another  reported  pruritus  ani 
which  did  not  interfere  with  therapy.  Diarrhea  occurred  in  4 instances.  There  was  one 
purpuric  rash,  but  no  relationship  to  syncillin  could  be  established. 

Clinical  response  usually  begins  within  24  hours  in  infections  susceptible  to  syncillin. 
Recovery  occurs  in  4 to  7 days  depending  upon  the  severity  of  the  infection.  Gonorrheal 
infections  respond  very  promptly  to  syncillin;  500  mg.  b.i.d.  for  two  days  usually 
produce  bacteriologic  cures. 


IMPROVED  ANTIBIOTIC  EFFECT  FROM 
COMPLEMENTARY  ACTION  OF  ISOMERS 


syncillin  is  a mixture  of  isomers.  The  L-isomer  is  2 to  17  times  more  active  than  the 
D-isomer  against  many  of  the  organisms  tested.  Furthermore,  the  D-  and  L-isomers 
have  other  distinguishing  chemical,  pharmacological,  and  microbiological  properties. 
Their  in  vivo  and  in  vitro  activities  differ  for  many  important  pathogens.  Against  many 
of  the  organisms  tested,  the  combination  of  isomers  (syncillin)  is  much  more  active 
than  the  stronger  isomer  alone.  This  phenomenon  of  isomeric  complementarity  is  not 
always  demonstrable,  for  in  a few  instances  syncillin  is  slightly  less  active. 

Isomeric  complementarity  has  previously  been  demonstrated  in  vitro  (Figure  4)  and 
in  vivo  (Figure  1 ).  Figure  9 reveals  a third  form  of  superiority  related  to  isomeric  com- 
plementarity. Equal  concentrations  of  syncillin  and  penicillin  V were  required  to  inhibit 
this  growth  of  staphylococci  in  vitro.  But,  in  vivo,  a much  smaller  amount  of  syncillin 
(one-third  that  of  penicillin  V)  was  effective  in  an  experimental  infection  with  the  same 
strain.  These  observations  on  complementary  action  indicated  the  advantage  of  producing 
the  mixture  of  isomers  as  the  medication  to  be  made  available  for  clinical  therapy. 


FIGURE  9 — Comparison  of  CDm  and  MIC  Values  Against  Staphylococcus  aureus  (var.  Smith) 
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Isomeric  complementarity  has  thus  been  demonstrated  for: 

— . certain  penicillin-susceptible  streptococci,  staphylococci 
and  corynebacteria  in  vitro  (Table  1 ) 

penicillin-susceptible  staphylococci  in  vivo  (Figures  1 and  9) 

penicillin-resistant  staphylococci  in  vitro  (Figure  4) 

staphylococcal  penicillinase  antibiotic  inactivation  (Figure  5) 
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Indications: 

SYNCiLLiN  is  recommended  in  the  treatment  of  infections  caused  by  pneumococci,  strep- 
tococci, gonococci,  corynebacteria,  and  penicillin-sensitive  staphylococci.  In  addition, 
SYNCILLIN  is  effective  against  certain  strains  of  staphylococci  resistant  to  other  penicillins. 

SYNCILLIN,  like  other  oral  penicillins,  is  not  recommended  at  the  present  time  in  deep- 
seated  or  chronic  infections,  subacute  bacterial  endocarditis,  meningitis,  or  syphilis. 


Dosage: 


125  mg.  or  250  mg.  three  times  daily,  depending  on  the  severity  of  infection.  Larger 
doses  (e.g.,  500  mg.  t.i.d.)  may  be  used  for  more  severe  infections,  syncillin  may  be 
administered  without  regard  to  meals. 

Beta  hemolytic  streptococcal  infections  should  be  treated  with  syncillin  for  at  least 
ten  days. 

Precautions: 

While  present  data  suggest  the  possibility  of  reduced  allergenic  hazard,  no  definite  conclu- 
sions may  be  drawn  at  this  time.  Therefore  the  usual  precautions  with  oral  penicillin 
therapy  must  be  observed.  Patients  with  histories  of  asthma,  hay  fever,  urticaria,  or  pre- 
vious reactions  to  penicillin  should  be  watched  with  special  care. 

Diarrhea  has  been  reported  occasionally  following  heavy  dosage.  If  this  occurs,  the 
interval  between  dosages  should  be  lengthened. 

If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Since  some  strains  of  staphylococci  are  resistant  to  syncillin  as  well  as  to  other  penicillins, 
cultures  and  sensitivity  tests  should  be  performed  where  indicated  by  clinical  judgment. 
As  is  true  with  all  antibiotics,  clinical  response  does  not  always  correlate  with  laboratory 
bacterial  sensitivity  reports. 

Supply: 

1 25  and  250  mg.  tablets,  bottles  of  25  and  1 00. 1 25  mg.  powder  for  oral  solution,  60  ml.  vials. 


References : 1.  Lein,  J.:  Microbiology  report  to  Bristol  Laboratories  Inc.  2.  Wright,  W.  W.;  Microbiology  report  to  Bristol  Labora- 
tories Inc.  3.  White,  A.  C.:  Microbiology  report  to  Bristol  Laboratories  Inc.  4.  Dubos,  R.  J.;  Bacterial  and  Mycotic  Infections  of 
Man,  3rd  edition,  Philadelphia,  J.  B.  Lippincott  Co.,  p.  690.  5.  Cronk,  G.  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  6.  Wright, 
W.  W.:  Clinical  report  to  Bristol  Laboratories  Inc.  7.  Kass,  E.  H.:  Am.  J.  Med.  7S;764  (May)  1955.  8a.  White,  A.  C.;  Couch,  R.  A.; 
Foster,  F.;  Calloway,  J.;  Hunter,  W.,  and  Knight,  V.;  in  Welch,  H.  and  Marti-Ibanez,  F.:  Antibiotics  Annual — 1955-1956,  Medical 
Encyclopedia,  Inc.,  New  York,  1956,  p.  490.  b.  Data  on  file  — at  Bristol  Laboratories.  9.  Flippin,  H.  F.:  Pennsylvania  M.  J.  62:864 
(June)  1959.  10.  Kligman,  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  11.  Blau,  S.,  and  Kanof,  N.:  Clinical  report  to  Bristol 
Laboratories  Inc.  12.  White,  A.  C.:  Clinical  report  to  Bristol  Laboratories  Inc.  13.  Prigot,  A.:  Clinical  report  to  Bristol  Laboratories 
Inc.  14.  Robinson,  C.:  Clinical  report  to  Bristol  Laboratories  Inc.  15.  Dube,  A.  H.:  Clinical  report  to  Bristol  Laboratories  Inc.  16. 
Ferguson,  B.:  Clinical  report  to  Bristol  Laboratories  Inc.  17.  Rutenburg,  A.  M.:  Clinical  report  to  Bristol  Laboratories  Inc.  18.  Rich- 
ardson, J.  H.:  Clinical  report  to  Bristol  Laboratories  Inc.  19.  Bunn,  P.  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  20.  Yow, 
E.  M.:  Clinical  report  to  Bristol  Laboratories  Inc. 
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TUMOR  CONFERENCES 

Presbyterian  Hospital,  Denver 


Carcinoma  of  the  ureter 

Alexis  B.  Lubchenco,  M.D.,  Moderator 
Elmer  W.  Koneman,  M.D.,  Resident  in  Pathology* 


A review  of  the  medical  literature  on  the  sub- 
ject of  epithelial  tumors  of  the  ureter  reveals  a 
steady  increase  in  the  average  number  of  cases 
reported  each  year  and  it  is  apparent  that  the 
disease  is  not  as  rare  as  was  earlier  supposed.  It 
is  probable  that  many  additional  cases  are  being 
misdiagnosed  in  favor  of  other  more  common  con- 
ditions of  the  genito-urinary  tract,  and  the  true 
nature  of  the  condition  is  not  learned  either  be- 
cause patients  are  lost  to  follow-up  examinations 
or  because  autopsies  are  not  done.  We  wish  to 
present  the  following  case  in  order  to  bring  into 
focus  the  signs  and  symptoms  which  may  lead  one 
to  suspect  carcinoma  of  the  ureter. 

Case  report 

A 70-year-old  white  male  in  general  good 
health  entered  Presbyterian  Hospital  on  Septem- 
ber 17,  1959,  with  the  chief  complaint  of  gross 
urinary  bleeding  of  four  hours’  duration.  A similar 
episode  which  cleared  spontaneously  had  been  ex- 
perienced two  months  previously.  Pain,  chills  or 
fever  were  not  noted  with  either  episode  of  bleed- 
ing and  mild  urgency  was  the  only  other  com- 
plaint. Past  surgical  history  included  a prostatec- 
tomy for  benign  prostatic  hypertrophy  done  eight 
years  prior  to  admission  and  a cholecystectomy 
for  stones  done  seven  years  ago. 

Physical  examination  on  admission  was  nega- 
tive. The  blood  pressure  was  158/86,  the  pulse  was 
88  and  regular  and  the  body  temperature  was  nor- 
mal. The  admission  hemoglobin  was  14.4  grams 
and  the  hematocrit  was  53  Vol.  per  cent.  The 
white  blood  count  was  14,500  with  74  polys,  4 
stabs,  and  22  lymphocytes  counted  in  the  differ- 
ential. The  urine  specific  gravity  was  1.009  and 
a 4 plus  reaction  for  albumin  was  obtained.  The 
urinary  sediment  was  packed  with  erythrocytes. 
Intravenous  pyelograms  done  on  admission  re- 
vealed a non-functioning  right  urinary  system.  A 
cystoscopy  was  performed. 


•Supported  by  grant  from  the  Frieda  L.  Maytag  Memorial 
Cancer  Fund,  Colorado  Division,  American  Cancer  Society. 


Dr.  Sam  W.  Downing:  During  cystoscopic  exam- 
ination on  two  occasions  (one  under  anesthesia), 
we  were  unable  to  pass  a catheter  farther  than 
2.5  cm.  up  the  right  ureter.  Considerable  bleeding 
from  the  right  ureter  occurred  as  a result  of  at- 
tempting to  pass  the  catheter.  We  were  obviously 
dealing  with  a ureter  obstructed  in  its  distal  por- 
tion. The  commonest  cause  of  ureteral  obstruction 
at  this  level  is  an  impacted  calculus;  however, 
x-rays  showed  no  stone  and  the  patient  had  not 
had  pain  at  any  time.  A stricture  could  conceivably 
produce  the  obstruction  in  this  area,  but  strictures 
do  not  bleed  and  I have  never  seen  one  of  such 
high  grade  as  to  cause  complete  nonfunction  of 
the  kidney.  A blood  clot  originating  from  bleeding 
higher  up  in  the  tract  could  conceivably  produce 
obstruction  but  there,  again,  the  obstruction  should 
not  be  complete  and  should  have  produced  pain. 
It,  therefore,  seemed  likely  that  the  obstruction 
was  due  to  a tumor.  Blockage  of  the  ureter  by 
malignant  tissue  is  quite  common,  particularly  in 
cancer  of  the  uterus  or  cervix  and  in  cancer  of  the 
distal  colon.  The  obstructions  are  extrinsic  in  na- 
ture and  seldom  cause  gross  urinary  bleeding. 
Consequently,  it  seemed  likely  that  we  were  deal- 
ing with  a primary  tumor  in  the  distal  ureter. 
An  exploratory  operation  was  performed  and  5 
cm.  of  the  distal  right  ureter  was  found  to  be 
involved  by  a fusiform  mass  which  was  tightly 
adherent  to  the  surrounding  tissues.  A biopsy  of 
the  tissue  was  done  and  the  frozen  section  im- 
pression was  undifferentiated  carcinoma.  The  en- 
tire ureter,  including  the  mass  and  a cuff  of  blad- 
der surrounding  the  ureteral  orifice,  was  removed, 
along  with  the  right  kidney. 

Dr.  Alexis  E.  Lubchenco:  The  right  kidney 
weighed  136  grams  and  gross  examination  revealed 
mild  hydronephrosis.  Severe  chronic  pyelonephri- 
tis was  found  on  microscopic  examination.  There 
was  no  evidence  of  tumor  either  in  the  kidney  or 
within  the  proximal  ureter.  Sections  through  the 
distal  ureter  at  the  site  of  occlusion  revealed  a 
pleomorphic  undifferentiated  transitional  cell  car- 
cinoma which  invaded  through  the  wall  of  the 


for  December,  1959 


61 


ureter  on  all  sides  (Fig.  1).  There  was  evidence 
of  extensive  peri-neural  and  peri-vascular  lym- 
phatic involvement.  In  one  section  of  ureter  taken 
just  proximal  to  the  site  of  occlusion,  we  were 
able  to  demonstrate  abrupt  malignant  transforma- 
tion of  normal  ureteral  epithelium,  leading  us  to 
consider  this  as  the  primary  site  of  the  tumor 
(Fig.  2). 

We  have  adopted  the  classification  for  carci- 
noma of  the  ureter  as  proposed  by  Whitlock,  Mc- 
Donald and  Cook’: 

A.  Papillary  carcinoma,  grades  1,  2 and  3. 

B.  Papillary  and  infiltrating  carcinoma,  grades 
2,  3 and  4. 

C.  Non-papillary  infiltrating  carcinoma,  grades 
2,  3 and  4. 

Transitional  cell  or  squamous  cell  type  is  ap- 
propriately appended.  This  classification  is  valu- 
able because  it  has  prognostic  significance.  Of  the 
33  cases  reviewed  by  the  above  authors,  there 
were  no  three-year  survivals  in  the  nonpapillary 
infiltration  group  (group  C)  nor  in  cases  where 
the  tumor  was  graded  as  3 or  4.  In  contrast,  the 
three-year  survival  was  81.5  per  cent  in  the  pure 
papillary  group,  and  90.9  per  cent  in  patients  with 
a grade  1 or  2 carcinoma.  If  these  findings  are 
correct,  we  would  not  expect  the  patient  under 
discussion  to  survive  for  three  years  since  he  falls 
into  group  C. 

By  combining  previously  reported  cases,  Baron- 
found  that  carcinoma  of  the  ureter  occurs  most 
commonly  in  the  sixth  and  seventh  decades,  the 
age  range  being  22  to  89  years.  Males  are  affected 
in  66  per  cent  of  cases  and  the  distal  ureter  is 
involved  in  50  per  cent  of  eases.  The  three  com- 
mon presenting  complaints  are  hematuria  (70  per 
cent),  pain  (64  per  cent)  and  tumor  (40  per  cent), 
the  latter  including  a palpable  kidney  enlarged 
from  secondary  hydronephrosis.  Papillary  carci- 
noma of  the  ureter  may  be  multiple.  Moreover, 
papillary  carcinoma  of  the  urinary  bladder  may 
be  associated  with  or  develop  after  a carcinoma 
of  the  ureter  is  discovered,  necessitating  periodic 
follow-up  cystoscopic  examinations.  This  multiple 
origin  suggests  an  inciting  cause  with  influence  on 
the  entire  “urothelium.”  Aniline  and  naphthoiene 
dyes  and  some  cosmetics  have  been  implicated  in 
a low  percentage  of  cases,  more  commonly  in 
association  with  carcinoma  of  the  urinary  bladder 
since  the  urine  is  more  concentrated  and  stagnant 
in  that  organ. 

The  treatment  of  choice  for  carcinoma  of  the 
ureter  is  primary  nephro-ureterectomy  with  re- 
moval of  a small  cuff  of  bladder  around  the  ure- 
teric orifice  if  the  tumor  is  in  the  distal  ureter. 
Irradiation  therapy  is  only  of  value  if  the  tumor 
involves  only  a small  area,  in  which  case  high 
dosage  can  be  applied  focally. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

A special  committee  of  consultants  to  the  fed- 
eral government  has  recommended  what  was 
termed  an  urgent,  essential  program  designed  to 
maintain  the  present  ratio  of  physicians  in  a 
sharply  expanding  population. 

Dr.  Leroy  E.  Burney,  Surgeon  General  of  the 
Public  Health  Service,  gave  his  personal  approval 
to  the  recommendations  made  by  his  22-member 
Consultant  Group  on  Medical  Education  after 
about  a year’s  study.  But  he  said  he  couldn’t  indi- 
cate yet  “the  extent  to  which  they  can  be  incorpo- 
rated” in  next  year’s  proposals  of  the  Department 
of  Health,  Education  and  Welfare. 

The  consultant  group  recommended  expansion 
of  existing  medical  schools  and  construction  of  20 
to  24  new  ones  with  federal  help,  federal  scholar- 
ships for  medical  students,  and  greater  efforts  in 
the  field  by  states,  local  communities,  foundations, 
individuals,  industry  and  voluntary  agencies. 


The  group  said  the  present  ratio  of  133  doctors 
of  medicine  and  eight  doctors  of  osteopathy  per 

100.000  population  is  “a  minimum  essential  to  pro- 
tection of  the  health  of  the  people  of  the  United 
States.” 

To  maintain  this  ratio,  the  group  said,  “the 
number  of  physicians  graduated  annually  by 
schools  of  medicine  and  osteopathy  must  be  in- 
creased from  the  present  7,400  a year  to  some 

11.000  by  1975 — an  increase  of  3,600  graduated. 

“To  meet  the  country’s  need  for  physicians  for 

medical  care,  teaching,  research  and  other  essen- 
tial purposes  will  require  an  immediate  and  stren- 
uous program  of  action  by  the  nation  as  a whole,” 
the  group’s  95-page  report  stated. 

“This  program  must  safeguard  and  improve  the 
quality  of  medical  education  as  well  as  bring 
about  the  needed  substantial  increase  in  the  num- 
ber of  physicians.” 

The  No.  1 recommendation  of  the  group  was  for 
the  federal  government  to  appropriate  over  the 
next  10  years  funds — estimated  at  about  $500  mil- 
lion— “on  a matching  basis  to  meet  construction 
needs  for  medical  education,”  including  necessary 
teaching  hospitals. 

“The  consultant  group  is  convinced  that  the 
nation’s  physician  supply  will  continue  to  lag  be- 
hind the  needs  created  by  increasing  population 
unless  the  federal  government  makes  an  emer- 
gency financing  contribution  on  a matching  basis 


^ PERFECT! 


. . .in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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toward  the  construction  of  medical  school  facili- 
ties,” the  report  said. 

The  group  also  said  research  grants  to  medical 
schools  “should  cover  full  indirect  costs  so  that 
medical  schools  are  properly  reimbursed  for  the 
contribution  of  medical  education  to  medical  re- 
search.” 

These  two  recommendations  were  in  line  with 
American  Medical  Association  positions  on  the 
matters. 

The  group  also  urged  “more  generous  public 
and  private  support  for  the  basic  operations  of 
medical  schools.”  Such  support,  the  report  added, 
“must  come  from  many  sources,  including  state 
and  local  appropriations,  endowments,  gifts  and 
grants,  universities,  and  reimbursement  for  patient 
care.” 

Most  of  the  consultants  were  physicians  or 
educators.  They  included  Dr.  Julian  Price  ol  Flor- 
ence, S.  C.,  a member  of  the  A.M.A.  Board  of 
Trustees,  and  Dr.  Edward  L.  Turner,  Director  of 
the  A.M.A.  Division  of  Scientific  Activities. 

Highlights  of  the  group’s  report  included: 

— To  maintain  the  present  physician-population 
ratio,  the  expected  1975  population  of  235  million 
will  require  a total  of  330,000  doctors  of  medicine 
and  osteopathy. 

— There  also  must  be  12,000  entering  students 
in  1971,  as  against  about  7,600  a year  now. 

— “In  a very  real  sense,  the  needs  for  physicians 


cannot  be  met  by  numbers  alone.  They  will  be 
met  only  as  an  expanded  program  maintains  and 
enhances  the  quality  of  medical  education.” 

— The  entry  of  more  physicians  into  research, 
industrial  medicine  and  similar  activities  “has 
made  possible  much  of  the  progress  of  modern 
medicine.”  But  it  also  has  resulted  in  “relatively 
fewer  physicians  devoting  full  time  to  patient 
care.” 


Gratifying  response  to 
“What  goes  on” 

The  response  to  “What  goes  on”  has  been 
extremely  gratifying.  The  Editorial  Office  re- 
ports that  many  letters  have  been  received 
from  physicians  expressing  appreciation  for 
the  new  publication. 

If  your  specialty  organization  or  compo- 
nent society  is  not  making  use  of  this  method 
for  publicizing  scientific  meetings,  won’t  you 
encourage  them  to  do  so?  Your  participation 
in  this  education  service  aids  “What  goes  on” 
in  offering  a more  complete  coverage  of  medi- 
cal activities. 

Information  on  scientific  meetings  should 
be  sent  to  the  Editor,  “What  goes  on,”  835 
Republic  Building,  Denver  2,  Colorado. 


Annual  Clinical  Conference 

(SLicaao  irjedicui ^ocieti 


Lcag^o 

MARCH  1,  2,  3 and  4, 1960 

DAILY  HALF-HOUR  LECTURES  by 
Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general 
practitioner  and  specialist 

PANELS  on  Timely  Topics 


Palmer  House,  Chicago 

MEDICAL  Color  Telecasts 
TEACHING  Demonstrations 
INSTRUCTIONAL  Courses 

SCIENTIFIC  EXHIBITS  worthy  of 
real  study  and  helpful  and  time-saving 
Technical  Exhibits 


• The  Chicago  Medical  Society  Annual  Clinical  Conference 
should  be  a MUST  on  the  calendar  of  every  physician.  Plan 
now  to  attend  and  make  your  reservation  at  the  Palmer  House. 
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Abstract  of  Minutes* 

House  of  Delegates 

Utah  State  Medical  Association 

65th  Annual  Meeting 
September  15-16,  1959 
Hotel  Utah,  Salt  Lake  City 

FIRST  MEETING 
September  15,  1959 

The  65th  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  Utah  State  Medical  Association  was 
called  to  order  at  9:25  o’clock  a.m.  in  the  Junior 
Ballroom,  Hotel  Utah,  Salt  Lake  City,  Utah,  by 
Speaker  of  the  House  of  Delegates  Drew  M.  Peter- 
sen and  the  following  proceedings  were  had: 

Dr.  Stanley  Child,  Chairman  of  the  Committee 
on  Credentials,  reported  a quorum  present. 

Minutes  of  the  1959  Interim  Session  held  March 
25,  1959,  were  approved  as  published  in  the  Rocky 
Mountain  Medical  Journal. 

Si>eaker  Petersen:  It  gives  me  a great  deal  of 
pleasure  this  morning,  members  of  the  House,  to 
introduce  to  you  the  President  of  the  Woman’s 
Auxiliary  to  the  Utah  State  Medical  Association, 
Mrs.  James  Webster  of  Provo,  Utah. 

Mrs.  Webster:  Thank  you.  Mr.  Bowman,  State 
Officers,  Chairman  and  Delegates,  it’s  indeed  an 
honor  to  represent  the  Auxiliary  to  the  Utah  State 
Medical  Association. 

The  objectives  of  the  Auxiliary  are  first,  to  assist  the 
American  Medical  Association  in  its  program  for  the  advance- 
ment of  medicine  and  public  health.  Two,  to  co-ordinate  and 
advise  concerning  the  activities  of  the  constituent  auxiliaries. 
To  cultivate  friendly  relations  and  to  promote  mutual  under- 
standing among  physician  families. 

Since  our  year  is  just  beginning,  I can  report  that  the 
county  programs  have  been  formulated  and  some  have  had 
their  first  meetings.  Weber  County  has  already  held  its  func- 
tion to  raise  funds  for  their  big  project.  At  the  House  of 
Delegates  last  May  15th,  the  new  officers  and  committee 
chairman  received  these  printed  pages.  We  have  chosen  a 
theme.  Our  theme  this  year  is:  “To  be  informed  is  to  be 
informative.”  Also  last  year  a criter.a  for  determining  active 
members  was  formulated.  I should  like  to  read  just  some 
of  the  things  that  were  in  these  printed  sheets.  Though  the 
center  of  a woman’s  activities  is  in  her  home,  it  need  not  be 
a circumference  of  her  activities.  Most  Auxiliary  members 
want  more  than  beefsteak  and  babies.  Every  woman  needs  to 
be  interested  in  community  affairs.  A doctor’s  wife  is  a 
natural  for  leadership  in  a community.  A good  recipe  for 
leadership:  “Look  for  some  task  which  is  a challenge.  Then 
go  out  and  achieve  it.”  Then  a page  with  all  our  dates  of 
the  programs  for  our  Board  meetings  of  the  year.  Then, 


special  information  for  county  Presidents  as  to  the  subject 
matter  for  the  year,  their  rules  and  regulations  for  handling 
their  business  material  and  then  for  our  school  of  instruction 
which  was  held  in  June,  we  have  special  instructions  for 
each  of  our  County  Chairmen  with  suggestions  for  them  to 
use.  Now,  this  was  the  printed  material  that  was  handed  out 
along  with  a directory  of  all  the  officers — the  state  officers 
and  the  county  Presidents  and  Presldents-Elect.  The  theme 
was  chosen  to  spearhead  our  objective,  that  of  encouraging 
the  county  organizations  to  make  their  programs  conform  to 
Auxiliary  medical  subject  matter  and  here  is  one  of  the 
programs  that  has  already  been  printed  and  planned  from 
one  of  the  counties  which  will  show  that  they  have  pretty 
much  conformed  to  our  theme  already. 

In  this  program,  part  of  the  Auxiliary  objectives  are  for 
social  as  w'ell  as  information.  We  feel  that  this  one  program 
is  certainly  carrying  that  out. 

In  October  they  are  choosing  “Safety”  as  their  program. 
“Safety  in  the  Home”  and  then  in  March  they  have  legisla- 
tion. In  February  they  have  “Community  Service,”  and  in 
April  they  have  “The  Auxiliary  Members’  Role  in  Mental 
Health.” 

Five  State  Auxiliary  women  attended  the  meetings  of  the 
Rocky  Mountain  Area  Conference  on  Aging  that  was  held 
in  May.  On  June  the  25th  we  held  our  school  of  instruction 
under  the  able  direction  of  the  state  Program  Chairman, 
Mrs.  Neil  E.  Huckleberry.  The  program  was  modeled  after 
“What’s  My  Line,”  and  Mrs.  Huckleberry  had  made  folders 
for  notes  for  the  women  to  write  in  for  the  program  depicting 
the  blindfolds  for  the  panel,  state  Chairman  of  Mental  Health, 
Community  Service,  Safety,  Para-Medical  Career,  Civil  De- 
fense and  et  cetera;  signed  in  and  announced  their  line  and 
gave  extensive  program  outlines  and  lists  of  material  avail- 
able to  the  counties.  Mrs.  Huckleberry  had  sent  for  and  re- 
ceived many  pounds  of  printed  pamphlets  and  booklets  on 
the  above  subjects  which  are  distributed  to  the  county 
members. 

A.M.A.  Convention  at  Atlantic  City 

At  the  convention  in  Atlantic  City  the  Auxiliary  women 
were  requested  to  participate  in  civic  affairs  in  their  com- 
munity and  we  were  asked  by  Mrs.  Underwood,  then  the 
national  President,  to  be  a part  of  the  solution  to  a problem 
rather  than  a part  of  the  problem.  We  were  advised  to  be 
prepared  with  food,  shelter  and  knowledge  of  warning  signals 
for  civil  defense:  to  become  acquainted  with  our  Congress- 
men; believe  in  safety;  behave  in  safety  and  be  saved.  Every 
Auxiliary  member  should  become  informed  about  alcoholism 
and  begin  a program  to  change  our  culture  in  such  a way 
that  we  may  help  people  to  realize  it  is  not  smart  to  drink 
to  excess.  We  must  set  the  example  in  our  own  social  lives. 
Today’s  Health  is  no  longer  a project  of  the  Auxiliary  and 
since  our  Chairman  for  that  work  had  already  been  chosen, 
we  channeled  her  into  the  community  service,  which  is  a 
very  extensive  field  and  could  very  well  use  the  co-chairman. 
Mrs.  David  Gottfredson,  immediate  past  President  of  our 
state,  was  privileged  to  be  present  at  the  last  luncheon  honor- 
ing those  states  which  reached  their  quotas  in  subscriptions 
for  Today’s  Health.  Utah  also  received  commendation  for  the 
highest  number  increase  in  membership  in  the  United  States 
and  I should  like  to  just  read  these  two  lines  from  Mrs. 
Hosmar’s  letter.  (She  is  the  National  President  of  the  Mem- 
bership Committee.)  “We  are  proud  of  Utah.  You  made  the 
second  highest  percentage  gain  and  the  first  highest  gain  in 
numbers  in  the  entire  Union.  Of  course  you  are  a way  out  in 
front  in  the  Western  Area.” 

From  a national  survey  made  last  year  it  was  estimated 
that  medical  Auxiliary  women  of  the  United  States  contrib- 
uted over  300  million  hours  of  voluntary  service  to  their  com- 
munities and  over  200,000  hours  from  the  women  in  this  state 
alone,  each  member  belonging  to  an  average  of  three  or- 
ganizations in  addition  to  her  own  Auxiliary.  The  Benevolent 
Memorial  project  is  Utah’s  own  Auxiliary  project  and  is 
made  up  of  contributions  given  in  memory  of  deceased  friends 
and  relatives  and  10  cents  from  each  member  each  year.  It 
is  now  in  the  form  of  a loan  fund  for  the  needy  and  deserving 
medical  students  in  our  state.  Three  loans  of  $250.00  each  were 
given  last  spring. 

Our  annual  convention  issue  of  The  Capsule  has  been 
compiled  and  edited  by  the  state  Chairman,  Mrs.  R.  Guy 
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Lewis,  and  her  committee  with  a picture  and  biography  of 
the  national  President,  Mrs.  Frank  Gastineau,  who  will  be 
with  us  Thursday,  the  17th.  It  also  contains  messages  pertinent 
to  county  Chairmen  and  members;  names  and  addresses  of 
all  the  state  officers  and  Board  Members  and  county  Auxiliary 
news  and  highlights  of  the  information  from  the  convention 
last  June. 

Legislative  Activity 

In  legislation  we  have  been  cautioned  that  now  the  time 
has  arrived  when  legislation  is  not  just  the  year  of  a legis- 
lative year  but  is  continuous  and  is  active  and  should  be 
active  every  year  in  our  Auxiliary.  In  response  to  a request 
from  the  national  Chairman,  Mrs.  James  B.  Morrison,  as  the 
Legislative  Chairman  of  the  state  association,  all  county  Presi- 
dents were  contacted  in  July  and  asked  to  send  a night  letter 
to  each  of  the  Congressmen  from  Utah  expressing  opposition 
to  the  Forand  Bill  and  giving  specific  reasons.  Pamphlets 
explaining  the  implications  of  that  bill  were  distributed  by 
the  county  Chairman. 

This  packet  we  have  sent  for  from  the  A.M.A.  to  be  given 
to  the — it  is  material  from  the  A.M.A.  on  the  Council  of 
Rural  Health  and  these  will  be  given  to  those  people  in 
central — who  are  located  geographically  somewhat  of  a 
distance  from  us  and  makes  it  a little  difficult  for  them  to 
participate  in  our  state  activities  as  we  would  like  them  to 
but  these  packets  contain  mostly  public  relations  information 
and  these  will  be  given  to  those  ladies  to  distribute  to  their 
members.  Also  a meeting  with  these  women  is  in  the  offing. 
We  expect  to  get  that  soon  this  fall.  Our  new  office  in  the 
Medical  Building  at  42  South  Fifth  East  is  one  of  the  nicest 
things  that  has  ever  happened  to  our  organization  and  I am 
sure  my  efforts  wUl  be  more  fruitful  for  having  these  facili- 
ties. 

I should  like  to  mention  the  efficient  way  in  which  Mrs. 
David  B.  Gottfredson,  the  immediate  past  President,  has 
organized  all  the  available  material  in  our  new  files.  Her 
competence  as  an  executive  has  made  my  responsibilities 
much  simpler  and  better  defined. 

On  behalf  of  the  state  and  county  organizations,  I wish 
to  thank  you  who  have  made  these  things  possible.  Within  the 
past  eight  years  the  Auxiliary  has  become  an  organization 
with  complex  objectives  and  those  officers  and  chairmen 
engaged  in  activating  those  objectives  are  women  of  strength, 
intelligence  and  foresight.  They  realize  that  success  or  not, 
endeavor  is  all.  If  we  can  just  establish  in  the  minds  of  the 
wives  of  the  doctors  of  this  state  the  importance  of  their 
active  participation  as  allies  to  their  husbands’  professions, 
we  will  have  accomplished  much  towards  realization  of  our 
objectives  this  year.  Thank  you. 

Delegate  to  A.M.A. 

Mr.  Castleton:  Mr.  Speaker  and  Members  of 
the  House,  my  report  is  printed  and  I am  not  going 
to  review  it  at  this  time  but  I would  like  to  urge 
you  all  to  read  the  report  because  I think  that  it  is 
of  great  importance  that  you  learn  and  become 
thoroughly  acquainted  with  the  activities  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation. The  business  and  proceedings  are  complex 
and  lengthy  and  in  the  abstract  I have  only  hit 
some  of  the  highlights.  I would  like  at  this  time, 
however,  to  mention  that  the  Utah  State  Medical 
Association  was  singled  out  as  one  of  the  few 
states  that  received  the  special  award  and  at  this 
time  I would  like  to  present  this  award  to  our 
Executive  Secretary  in  the  absence  of  our  Presi- 
dent. This  is  an  award  of  merit  by  the  American 
Medical  Education  Foundation. 

Report  of  the  Secretary 

Dr.  Hunter:  Fellow  Delegates,  I need  not  com- 
ment further  except  to  offer  the  report  of  the 
Secretary  and  Scientific  Program  Committee  as 
printed.  I would  like  to  again  invite  and  encourage 
you  to  attend  your  meetings  which  start  tomorrow 
afternoon  at  1:30.  We  feel  that  you  will  be  re- 
warded from  many  points  of  view  and  we  hope 
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that  the  work  and  efforts  of  the  Program  Commit- 
tee will  prove  fruitful  to  all  of  us. 

Report  of  the  Treasurer 

Dr.  Dalyrmple:  Mr.  Speaker  and  Members  of 
the  House  of  Delegates,  I am  going  to  read  a little 
bit  of  this  because  it  is  involved.  You  have  in  your 
folder  the  budget  sheets  of  the  Utah  State  Medical 
Society  and  if  you  will  be  kind  enough  to  take  it 
out  and  look  at  it  I will  try  and  break  it  down  for 
you. 

In  the  upper  left  hand  corner  is  “Received  from  dues  1958 
to  1959.”  It  is  the  amount  of  money  received  in  the  past  year. 
$14,590.00  has  been  earmarked  for  public  relations,  which 
you  see  there  as  “P.R.  Budget,”  which  ieaves  a total  antici- 
pated income  from  dues  in  the  vicinity  of  $40,658.25. 

The  lower  left  hand  corner  represents  the  amount  given 
to  the  American  Medical  Education  Foundation  which  comes 
from  a special  assessment  in  our  annual  dues  and  I would 
like  at  this  time  to  stop  the  formal  report  and  let  you  again 
know  where  your  money  is  going. 

The  average  expenditure  of  our  Society  is  approximately 
$140.00  and  of  this  $20.00  approximately  goes  to  your  county 
society.  Now  there  is  slight  variation  but  using  Salt  Lake 
County  for  example,  $20.00  of  the  $140.00  goes  to  your  county 
society,  $55.00  to  the  state,  $25.00  to  the  American  Medical 
Association,  $20.00  to  the  A.M.E.F.  and  $20.00  to  the  public 
relations  and  this  was  a special  assessment  which  was  passed 
by  the  House  several  years  ago. 

Now  our  anticipated  budget  for  the  next  year  is  slightly 
more  than  that  of  1959.  It  is  significant  to  note  that  our 
budget  for  1959  was  $42,127.63  and  you  will  see  that  in  the 
first  column  at  the  bottom  to  the  left  from  which  we  only 
spent  $39,450.35.  The  increase  in  expense  for  our  coming  year, 
’59  to  ’60,  is  in  the  right  corner. 

A vote  was  taken  and  the  motion  that  the 
budget  be  approved  was  carried  unanimously. 

Dr.  Clayton:  Now  I would  like  to  offer  a motion 
for  future  years  that  we  have  an  estimate  of  in- 
come as  well  as  expenses  so  that  we  can  present 
a balanced  budget  to  the  House  of  Delegates. 

(Motion  was  seconded  and  approved.) 

Speaker  Petersen:  It  gives  me  a great  deal  of 
pleasure  to  introduce  the  President  of  the  Utah 
State  Medical  Association,  Dr.  U.  R.  Bryner,  Salt 
Lake. 

President’s  report 

Dr.  Petersen  and  Members  of  the  House  of  Delegates  and 
others  that  are  present.  It’s  been  a joy  to  work  this  year 
with  the  Utah  State  Medical  Association.  There  is  a lot  of 
honor  to  the  position.  There  is  a lot  of  responsibility.  There 
are  a lot  of  compensations  but  when  you  come  to  the  end 
of  a year  you  find  that  there  are  some  frustrations.  I would 
like  to  speak  about  them  in  a moment  or  two  because  there 
are  some  things  that  we  just  have  to  learn  how  to  do  as 
far  as  we  are  a State  Medical  Association,  as  far  as  a County 
Medical  Association,  as  far  as  our  other  organizations  like 
Blue  Shield.  There  are  some  things  we  are  going  to  have 
to  learn  how  to  do  for  ourselves  to  protect  ourselves. 

Now,  I think  some  of  our  problems  can  be  helped  out  if 
we  streamline  our  organization  and  streamline  our  committees 
— the  number  of  committees  and  so  forth.  I believe  that  our 
new  President  has  something  in  mind  along  the  line  that 
should  help  us  this  coming  year  and  throughout  the  coming 
years.  In  Washington  State  they  have  a law  that  they  put 
through  the  State  Legislature  whereby  they  have  a setup 
where  they  can  discipline  members  that  need  disciplining 
without  libeling  the  members  who  do  it.  In  our  state,  and  in 
other  states,  it  becomes  a real  problem.  We  have  a small 
county  with  five  or  six  or  eight  doctors  and  they  have  a 
member  or  not  a member  but  someone  who  they  have  to  try 
to  put  up  with  and  yet  can’t  accept  and  yet  their  hands  are 
tied  because  they  can  be  really  held  responsible  individually. 

I have  talked  with  other  past  Presidents  of  both  the  state 
and  county  medical  societies  who  have  felt  this  same  frus- 
tration when  you  come  right  down  to  a certain  thing  and 
you  know  that  certain  disciplinary  acts  should  be  carried 
through  and  you  find  that  you  are  at  a standstill.  You  can’t 
do  certain  things.  Your  legal  advisor  tells  you  you  have  to 

continued  on  page  70 

Rocky  Mountain  Medical  Journal 


For  the  first  time 

CONVENIENCE  and  ECONOMY 


for  that  all-important  first  dose 
of  broad-spectrum  antibiotic  therapy 


New 


SOLUTION 

Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready- tohnject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 

. . . and  for  continued,  compatible, 
coordinated  therapy 


Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  guide  to  successful  antibiotic  therapy. 

Supply : 

Terramycin  Intramuscular  Solution* 

100  mg./2  cc.  ampules 
250  mg./2  ce.  ampules 

Cosa-Terramycin  Capsules 
125  mg.  and  250  mg. 

Cosa-Terramycin  is  also  available  as : 
Cosa-Terramycin  Oral  Suspension  ~ peach  flavored, 
125  mg./5  cc.,  2 oz.  bottle 

Cosa-Terramycin  Pediatric  Drops  — peach  flavored, 
5 mg./drop  (100  mg./cc.),  10  cc.  bottle 
with  plastic  calibrated  dropper 


Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pflzer  Representative  or  the 
Medical  Department,  Pfizer  Laboratories. 


Science  for  the  world’s  well-being™ 


*Contains  2%  Xylocaine®  (lidocaine),  trademark 
of  Astra  Pharmaceutical  Products,  Inc, 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 


Blood  pressure 

before  Apresoline-Esidrix: 


68 


Rocky  Mountain  Medical  Journal 


Blood  pressure 
after  Apresoline-Esidrix 


Added  benefits:  Lowered  dosage  require- 
ments, fewer  side  effects  • Improved  renal 
blood  flow  • Relaxed  cerebral  vascular  tone 
• Excellent  diuresis  in  decompensated  cases 

SUPPLIED:  Apresoline-Esidrix  Tablets  (orange),  each  containing  25  mg. 
of  Apresoline  hydrochloride  and  15  mg.  of  Esidrix;  bottles  of  100. 

%'Response  of  56-year-old  female  patient  noted  In  clinical  report  to  ciba. 

APRESOLINE®  hydrochlon'de  (hydralazine  hydrochloride  ciba)  / esidrix®  (hydrochlorothiazide  ciba) 

Apresoline-Esidrix 

Combination  Tablets 

POTENTIATED  ANTI  HYPERTENSIVE 
FOR  ADVANCING  HYPERTENSION 


CIBA 


for  December,  1959 


69 


Organization  cont.  from  page  66 


stop  there  so  that  we  have  to  acknowledge  that  we  have 
certain  members  and  maybe  certain  non-members  who  are 
continually  doing  things  that  you  and  I don’t  do  and  you 
and  I do  not  feel  are  right,  yet  we  can’t  stop  them.  I think 
sometime  we  have  got  to  get  down  to  bedrock  and  find  this 
way  and  the  State  of  Washington  evidently  has  found  this 
way  and  I would  suggest  that  our  new  President  and  our 
legal  attorney  study  what  they  have  done.  I am  sure  Grand 
Aadnesen  knows  what  I am  talking  about  and  knows  what 
they  have  done  in  the  State  of  Washington  because  somehow 
we  must  adopt  some  way  to  handle  some  of  these  things. 

I would  like  especially  to  thank  the  officers  of  the  State 
Medical  Society  at  this  time.  They  have  been  very  fine, 
everyone  has  supported  me  and  supported  the  whole  organiza- 
tion. I would  like  to  thank  the  members  of  our  component 
societies  who  represent  those  societies  on  the  Council.  We 
have  had  just  about  100  per  cent  attendance  at  every  Council 
meeting  and  that  is  a mighty  fine  record.  I would  like  to 
thank  very  much  the  office  staff  of  42  South  5th  East  who 
have  done  a very  fine  job. 

I would  also  like  to  thank  the  committee  chairmen  and 
the  members  of  the  committees  because  really  the  work  rests 
on  these  committees.  Some  committees  have  done  a terrific 
amount  of  work  and  without  their  work  this  Society  just 
couldn’t  go  along,  so  I want  to  thank  each  and  every  one 
of  you  for  your  support  of  me  during  this  past  year. 

Speaker  Petersen:  Thank  you,  Dr.  Bryner.  The 
next  order  of  business  before  we  perhaps  have  a 
short  recess,  I would  like  to  call  on  our  Executive 
Secretary,  Mr.  Harold  Bowman. 

Mr.  Bowman:  Thank  you,  Mr.  Speaker.  Mem- 
bers of  the  House,  I don’t  have  anything  particular 
to  add  to  the  report  in  the  Handbook.  I do  have 
a little  comment  here.  At  the  onset  of  our  building 
program  we  had  anticipated  we  would  have  to 
borrow  between  20  and  25  thousand  dollars.  So  far 
we  haven’t  had  to  borrow  one  penny  and  it  doesn’t 


look  as  if  we  will  have  to.  We  do  have  a little 
income  from  the  Bulletin.  We  have  a tenant  in 
there  that  pays  for  the  upkeep  of  the  building; 
that  is,  for  the  janitorial  services,  the  lights,  heat, 
taxes  and  insurance.  That  is  plus  the  Salt  Lake 
County  rental.  So  between  the  two,  the  State 
Association  is  operated  without  paying  rental. 

Speaker  Petersen:  Now,  I would  like  to  call  on 
Dr.  Beverly  Mead  of  the  University  of  Utah. 

Special  postgraduate  program 
in  psychiatry 

Dr.  Mead:  Thank  you  very  much  for  the  op- 
portunity. I am  from  the  Psychiatric  Department 
at  the  University  and  one  of  my  most  important 
and  interesting  jobs  at  present  is  Director  of  a 
special  postgraduate  program  in  psychiatry.  We 
have  in  Washington  a very  important  National 
Institute  of  Mental  Health  and  last  year  they  had 
what  I consider  one  of  their  brightest  ideas.  They 
said  if  we  are  going  to  go  on  trying  to  do  some- 
thing about  mental  health  and  improving  mental 
health,  and  so  on,  we  do  a lot  better  rather  than 
putting  all  our  emphasis  on  training  more  psy- 
chiatrists and  more  psychiatric  social  workers  and 
so  on.  We  could  do  a lot  better  to  try  and  get 
the  men  who  are  already  in  the  field  working 
with  patients  to  do  a little  better  job  and  take 
a little  more  interest  in  home  town  psychiatric 
care. 

Now  they  had  in  mind,  of  course,  all  the  physi- 
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cians  other  than  psychiatrists  who  are  the  ones, 
after  all,  who  usually  deal  with  the  psychiatric 
patient  first  and  see  collectively  far  more  emo- 
tional ills,  far  more  psychiatric  cases  than  all  the 
psychiatrists  rolled  together.  Therefore,  they  ap- 
proached the  National  Institute  of  Mental  Health 
who  approached  Congress  for  a special  appropria- 
tion for  postgraduate  work  and  Congress  gave  a 
very  large  appropriation  with  a promise  for  more 
money  to  come.  This  money  has  been  doled  out 
in  the  form  of  grants  to  various  medical  colleges, 
teaching  institutions,  and  so  on.  In  the  East  these 
have  almost  been  exclusively  used  for  setting  up 
little  conferences  or  workshops,  conventions,  what 
have  you,  for  two  to  three  days  once  a year  in 
some  central  location.  I think  this  arrangement 
worked  very  well  in  offering  some  postgraduate 
help  in  psychiatry  for  some  of  these  eastern  areas. 

When  we  are  dealing  with  the  Intermountain 
West,  however,  we  run  into  this  problem  of  tre- 
mendous difficulties  and  a great  many  men  prac- 
ticing in  smaller  communities  where  it  is  very 
difficult  to  get  away;  very  expensive  to  get  away 
for  any  period  of  time  at  all.  Therefore,  we  are 
setting  up — the  Psychiatric  Department  has  al- 
ready set  up  this  postgraduate  program  which 
will  cover  not  only  the  State  of  Utah  but  also 
Wyoming,  Idaho  and  Montana,  presenting  pro- 
grams at  the  local  level,  so  to  speak.  We  have 
someone  travel  around,  mostly  myself,  and  meet 
with  county  medical  groups  or  any  group  of  physi- 


cians interested  in  discussing  any  subject  related 
to  psychiatry.  Because  we  can’t  put  on  a two  to 
three-day  program  at  each  place,  what  we  are 
trying  to  do  is  present  an  on-going  program  which 
will  last  not  a year  but  two,  three  or  perhaps  more 
years,  depending  on  how  long  I last  or  how  long 
we  can — or  how  soon  we  can  get  somebody  else 
interested  in  carrying  on  with  me. 

I have  no  apologies  for  the  field  of  psychiatry. 
I think  it  is  one  of  the  most  important  areas  of 
medicine.  I do  have  some  apologies  for  the  way  the 
material  is  sometimes  presented  by  psychiatrists. 
I am  afraid  that  some  of  us  have  gained  an  un- 
happy reputation  for  being  vague,  theoretical,  too 
Freudian,  too  much  wrapped  up  in  our  own  lan- 
guage, too  far  out  of  contact  with  general  medi- 
cine. It  has  been  a great  effort  on  my  department 
to  try  to  present,  whether  I present  the  program 
myself  or  that  someone  else  presents  this  program, 
to  put  great  emphasis  on  the  practical  aspects  of 
psychiatry  to  help  you  in  dealing  with  those  com- 
mon, unavoidable  problems  which  most  of  you 
see  almost  every  day  in  office  practice.  For  this 
postgraduate  program  we  have  already  been 
granted  an  American  Academy  of  General  Prac- 
tice category  1 credit  which  may  interest  some 
of  you  or  the  members  of  your  organizations.  The 
type  of  program  that  we  generally  present  varies 
considerably  with  the  group.  Larger  groups  of 
five,  six,  ten  or  more,  we  try  to  present  some 
formal — oh,  formal  presentation  of  some  problems, 


0 FOR  DISTINGUISHED  SERVICE 


and 

unexcelled 

repairmanship  for  your 

MERCEDES-BENZ 


It's  BUCKLEY  BROS.  MOTORS 


Trust  the  care  of  your  Mercedes-Benz  to  our  master 
mechanics.  Chuck  Seals  and  Ed  Case,  whose  years  of 
experience  mean  extra  years  of  trouble-free  motoring 
for  you.  Yes,  at  Buckley  Bros.,  whether  it’s  maintenance 
or  repair,  your  Mercedes-Benz  can  receive  no  finer  care. 


BUCKLEY  BROS.  MOTORS,  660  South  Broadway,  Denver.  RAce  2-2826 

authorized  Sales  and  Service  for  Studehaker  and  Mercedes-Benz 


for  December,  1959 


71 


some  subject — insomnia;  handling  of  the  chronic 
anxious  patient;  new  medication  in  psychiatry; 
what  to  do  for  the  new  psychotic;  what  to  do  for 
the  patient  that  is  sent  to  you  from  the  state  hos- 
pital; various  practical  problems  of  this  sort. 

When  we  deal  with  a smaller  group,  sometimes 
two  or  three  or  four  men,  this  just  becomes  a kind 
of  a friendly  bull  session  introduced  by:  What  sort 
of  problem's  have  been  bothering  you  in  your 
practice?  Let’s  sit  down  and  talk  about  them.  I 
would  like  in  many  cases  to  keep  these  programs 
in  accord  with  some  of  your  county  medical  groups 
but  you  see  it  is  very  difficult  to  do  this.  I found 
it  is  really  impossible  to  do  this  when  I get  out  of 
the  State  of  Utah,  especially.  If  one  travels  as  far 
as  Montana,  one  has  to  make  a circuit  and  have 
a great  many  problems  packed  into  a two  or  three- 
week  period  so  that  you  can  hit  every  area  in 
which  case  it  is  just  presented  as  a special  pro- 
gram, take  it  or  leave  it.  If  the  man  is  interested 
in  it,  if  he  will  come  in,  we  will  talk  about  these 
psychiatric  problems.  We  will  give  him  category  1 
credit  for  it  if  he  so  desires.  I have  tried  to — I 
will  try,  I had  better  say,  in  the  more  rural  area, 
in  the  smaller  county  groups,  to  try  to  arrange 
meetings  at  least  three  times  a year,  hopefully 
four  times  a year.  When  it  comes  to  the  larger 
area  such  as  Salt  Lake  City  it  is  going  to  be  more 
difficult.  We  are  dealing  with  such  a large  number 
of  men,  perhaps  it  won’t  be  possible  for  us  to 
maintain  regular  meetings  with  the  larger  groups. 


However,  we  may  be  ir.-terested  in  dealing  with 
certain  specialty  groups,  or  just  sort  of  an  extra 
odd  meeting  for  whoever  is  interested. 

I don’t  believe  I should  take  any  more  of  your 
time.  I thank  you  very  much.  If  you  have  any 
questions,  very  brief  ones,  I might  answer  them. 

Speaker  Petersen;  Thank  you,  Dr.  Mead,  very 
much. 

At  this  time  it  gives  me  a great  deal  of  pleasure 
to  introduce  to  you  Mr.  Harvey  Sethman,  who  is 
the  Executive  Secretary  of  the  Colorado  State 
Medical  Society  and  refer  you  to  the  Handbook 
page  29. 

Journal  report 

Mr.  Sethman:  Thank  you.  Dr.  Petersen.  I would 
like  to  amend  the  first  paragraph  of  that  report 
because  that  report  was  written  before  the  end 
of  our  fiscal  year.  If  I may  just  read  the  first  para- 
graph the  way  it  should  read  now.  “Again  we  are 
glad  to  report  to  you  that  our  Rocky  Mountain 
Medical  Journal  has  had  an  extremely  successful 
year.  As  a matter  of  fact,  under  the  new  ruling 
adopted  by  our  Board  of  Trustees  this  year,  it  was 
possible  for  us  to  distribute  an  honorarium  to  the 
Scientific  Editors  in  each  of  the  six  participating 
states.”  You  will  recall  that  we  now  have  Nevada, 
so  that  there  are  six  states  rather  than  five.  “Exact 
figures  are  now  available.  The  audit  by  certified 
public  accountants  showed  the  Journal  had  earned 
$3,616.94  above  the  expenses” — I might  say  above 
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all  expenses  of  publication.  “$1,000.00  was  there- 
for distributed  last  week  among  the  Scientific 
Editors,  namely  the  physician  members  of  the 
editorial  board,  each  sharing  equally  according 
to  the  months  served  in  his  editorial  capacity 
during  this  fiscal  year  ended  August  31st.”  I might 
interpolate  there  and  explain  to  you  that,  of  course, 
Nevada  has  only  been  with  us  eight  of  those  12 
months  and  there  has  been  a change  within  the 
year  in  the  editors  representing  Wyoming.  They 
appointed  a new  editor  up  there.  “The  remaining 
$2,616.94  was  added  to  the  Journal  reserve  fund 
which  is  maintained  against  that  proverbial  rainy 
day.  That  reserve  fund  now  totals  $11,950.39  and, 
of  course,  we  are  aiming  for  $15,000.00  within  the 
next  few  years.” 

Mr.  Speaker,  I would  like  to  close  by  bringing 
you  the  kindest  of  fraternal  greetings  from  Dr. 
John  McDonald,  the  President  of  the  Colorado 
State  Medical  Society,  and  from  Dr.  Macomber, 
the  Chairman  of  your  joint  six-state  editorial 
board.  Dr.  Macomber  had  expected  to  accompany 
me  and  had  to  back  out  of  the  trip  at  the  last 
minute  yesterday  afternoon  and  cancel  his  flight 
because  of  an  emergency  that  he  had  to  take 
care  of. 

Resolution  of  the  Insurance 
Plans  Committee 

Speaker  Petersen:  This  resolution  is  introduced 
by  the  Insurance  Plans  Committee  of  the  Utah 
State  Medical  Association  and  is  referred  to  Refer- 
ence Committee  No.  3.  Subject:  Prepaid  Medical 
Care  for  Persons  over  the  Age  of  65. 

“WHEREAS,  The  House  of  Delegates  of  the  Medical  Asso- 
ciation with  the  meeting  in  Minneapolis,  Minnesota,  December 
4,  195S,  passed  the  following: 

“That  the  American  Medical  Association,  the  constituent 
and  medical  societies,  as  well  as  physicians  everywhere  ex- 
pedite the  development  of  an  effective  voluntary  health 
insurance  or  prepayment  program  for  the  group  over  65  with 
modest  resources  or  low  family  income:  that  physicians  agree 
to  accept  a level  of  compensation  for  medical  services  ren- 
dered to  this  group,  which  will  permit  the  development  of 
such  insurance  and  prepayment  plan  at  a reduced  premium 
rate.  And 

“WHEREAS,  The  resolution  further  requested  the  coopera- 
tion of  Blue  Shield  and  other  programs  in  the  furthering  of 
this  objective  and  whereas  a study  has  now  been  made  by 
the  Bureau  of  Economics  and  Research  at  the  University  of 
Utah,  jointly  sponsored  by  the  Medical  Service  Bureau  of 
the  Utah  State  Medical  Association  and  the  Intermountain 
Hospital  Service  and  with  the  findings  now  available;  now, 
therefore,  be  it 

“RESOLVED,  That  this  House  of  Delegates  meeting  in 
September,  1959,  empower  the  Council  of  the  Utah  State 
Medical  Association  to  negotiate  a non-group  contract  with 
the  Medical  Service  Bureau  of  the  Utah  State  Medical  Asso- 
ciation for  medical  care  of  persons  over  65  years  of  age. 
This  contract  when  finally  developed  must  include  the  follow- 
ing conditions : 

“1.  That  participating  physicians  shall  accept  as  full  pay- 
ment for  such  service  benefits  the  figure  between  60  and  75 
per  cent  of  the  average  index  of  fees  of  the  Utah  State 
Medical  Association.  The  exact  percentage  will  depend  upon 
the  careful  analysis  of  all  factors  including  actuarial  data  and 
the  true  need  of  Utah’s  senior  citizens  as  evidenced  by  the 
aforementioned  and  recently  completed  study  of  the  Univer- 
sity of  Utah. 

“2.  That  the  income  limitation  for  policyholders  in  these 
contracts  shall  be  between  $1,500  to  $2,000  per  year  for  a 
single  Individual  and  between  $2,500  to  $3,u00  for  two  persons. 
The  exact  figure  again  will  depend  upon  the  sanction  of  the 
Council  of  the  Utah  State  Medical  Association  that  a limiting 


figure  of  net  worth  of  the  individual  should  not  exceed  $15,000 
or  $20,000  for  two  persons. 

“3.  That  premium  rates  and  specific  contract  provisions  of 
these  policies  for  those  over  the  age  of  65  years  be  established 
with  consistent  actuary  principles  and  confirmed  underwriting 
concepts.  The  philosophy  of  these  restrictions  is  that  these 
people  need  help,  but  not  outright  charity  except  for  those 
who  are  truly  indigent.” 

Report  of  the  Council 

Dr.  Hunter:  Mr.  Speaker,  I bring  before  the 
House  of  Delegates  a letter  addressed  to  our  asso- 
ciation from  the  Medical  and  Chirurgical  Faculty 
of  the  State  of  Maryland.  This  is  their  medical 
society.  This  is  dated  May  21st  of  this  year  and 
pertains  to  the  veterans  and  federal  medical  care. 
Part  of  this  letter  I shall  read  to  make  it  plain  and 
then  we  shall  recommend  that  this  be  turned  over 
to  a reference  committee  for  whatever  their  rec- 
ommendation and  your  desire  and  action  is  nec- 
essary. This  is  addressed  to  Dr.  Bryner: 

“The  House  of  Delegates  of  the  Medical  and  Chirurgical 
Faculty  has  endorsed  the  recommendations  of  its  Committee 
on  Veterans  Medical  Care  and  resolutions  which  were  passed 
at  the  annual  meeting  of  the  House  in  1957  and  again  in  1958. 
This  year,  1959,  the  House  again  expressed  its  endorsement 
of  the  following  recommendations: 

“1.  Limit  federal  medical  care  of  all  veterans  to  service- 
connected  disabilities. 

“2.  Have  veterans  with  service-connected  disabilities  cared 
for  by  the  Armed  Forces  Hospitals  or  by  local  civilian  hos- 
pitals on  a Hometown  Care  basis.  U.  S.  Public  Health  Service 
hospitals  might  also  be  used  to  a limited  extent. 

“3.  If  and  when  Number  1 and  Number  2 are  accomplished, 
a study  be  made  from  the  state  level  as  to  the  disposition 
of  the  Veterans  Administration  hospital  facilities.  Considera- 
tion should  be  given  to  turning  them  over  to  the  states, 
possibly  as  hospitals  for  tuberculosis  and  neuropsychiatric 
patients. 
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“These  recommendations  were  forwarded  to  all  state  medi- 
cal societies  in  1958,  as  well  as  to  the  American  Medical  Asso- 
ciation. 

“At  the  1959  meeting  of  the  Medical  and  Chirurgical 
Faculty’s  House  of  Delegates,  the  House  voted  to  send  copies 
of  these  recommendations  to  all  state  medical  societies  again 
and  the  American  Medical  Association,  stating  that  we  are 
very  anxious  to  get  concerted  action  by  all  slate  medical 
societies  so  that  we  will  have  some  chance  of  getting  a Con- 
gressional hearing  before  the  House  of  Veterans  Affairs  Com- 
mittee. 

“In  explanation  of  the  above,  it  is  pointed  out  that  85 
per  cent  or  more  of  the  cases  cared  for  in  Veterans  Admin- 
istration hospitals  are  non-service-connected  cases.  Several 
national  administrations  have  stated  there  is  no  more  reason 
for  a veteran  getting  free  medical  service  than  any  other 
citizen,  unless  his  disability  is  service  connected.  This  medical 
care  costs  the  taxpayers  almost  a billion  dollars  a year.” 

It  was  felt  by  the  House  of  Delegates  of  the 
State  of  Maryland  that  if  concerted  efforts  were 
made  by  all  state  medical  societies  in  petitioning 
their  Congressmen  that  a Congressional  hearing 
could  be  obtained  along  these  lines.  Maryland  says 
that  competent  advice  from  their  representatives 
in  Congress  suggests  that  such  a hearing  could  be 
obtained  if  the  A.M.A.,  supported  by  all  state 
societies,  would  ask  for  it.  They  also  feel  it  would 
be  futile  for  any  one  state  society  to  endeavor 
such  a hearing  on  its  own.  There  is  every  reason 
to  believe  that  Congress  is  rather  economy  minded 
at  the  present  time  and  more  so  than  for  many 
years. 

The  Council  at  its  June  meeting  took  this  ac- 
tion: I will  read  you  just  a portion  of  the  minutes 
so  you  will  know  how  we  voted  on  this: 

“It  was  pointed  out  in  the  past  that  the  Utah  State  Medical 


Association  in  its  House  of  Delegates  either  in  1957  or  1958 
already  has  gone  on  record  as  opposing  the  excess  care  given 
by  the  Veterans  Administration  hospital  to  non-service-con- 
nected  cases  and  in  essence  supporting  all  the  facts  set  forth 
in  the  list  received  by  the  State  of  Maryland.  It  was  moved, 
seconded,  and  unanimously  approved  that  the  resolution  of 
the  Utah  House  of  Delegates  be  obtained  and  forwarded  to 
the  State  of  Maryland  in  support  of  their  inquiry.” 

We  could  not  find  in  the  years  mentioned  any  such  action 
from  this  House  and  therefore  we  wrote  on  June  the  11th 
to  the  State  of  Maryland  saying:  “Your  letter  dated  May  21st 
addressed  to  Dr.  Bryner  was  presented  at  the  June  3rd  meet- 
ing of  the  Council  of  the  Utah  State  Medical  Association. 
Dr.  Bryner  and  the  Council  recommended  that  your  letter  be 
referred  for  action  by  our  House  of  Delegates  which  convenes 
in  Salt  Lake  September  15th  and  16th.  We  shall  be  happy  to 
forward  the  action  and  decision  of  our  House  of  Delegates  to 
you  when  this  action  is  complete.” 

Mr.  Speaker,  I move  this  letter  and  action  be 
designated  to  one  of  the  reference  committees  for 
appropriate  action. 

(Motion  was  approved.) 

Speaker  Petersen:  We  stand  adjourned  until 
9:00  o’clock  tomorrow  morning. 

(The  House  of  Delegates  adjourned  at  11:50 
o’clock  a.m.) 

SECOND  MEETING 
September  16,  1959 

Speaker  Petersen:  The  first  order  of  business 
this  morning  is  the  report  of  the  Nominating  Com- 
mittee. As  you  know,  the  Nominating  Committee 
is  really  composed  of  the  members  of  the  Council 
of  the  Utah  State  Medical  Association  and  it  has 
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acted  in  this  capacity  and  I would  like  to  call  on 
the  Secretary,  Dr.  Poulson  Hunter. 

Nominations 

Dr.  Hunter:  Mr.  Speaker,  fellow  Delegates,  be- 
fore reading  the  report  of  the  Nominating  Com- 
mittee I should  like  you  to  listen  to  this  letter 
from  Dr.  Leslie  J.  Paul: 

“To  the  Council  and  House  of  Delegates  of  the 
Utah  State  Medical  Association.  Gentlemen:  I feel 
it  a great  honor  to  have  been  nominated  for  Presi- 
dent-Elect of  our  State  Medical  Association  and 
wish  to  thank  all  for  your  kind  consideration.  Due 
to  serious  illness  in  my  family  and  my  own  dis- 
ability of  arthritis  as  well  as  personal  reasons 
beyond  my  control,  I must  insist  on  withdrawing 
my  name  from  nomination.”  Signed,  “Leslie  J. 
Paul,  M.D.” 

As  we  read  the  nominations  of  the  Nominating 
Committee,  the  Speaker  of  the  House  will  open 
nominations  from  the  floor.  These  are  merely  the 
nominations  of  the  Nominating  Committee.  Presi- 
dent-Elect, Wallace  S.  Brooke;  Leslie  J.  Paul — the 
letter  which  I just  read — I mean,  as  of  now  he  is 
still  officially  on  the  ballot  depending  upon  what 
you  desire  to  take  on  this  letter.  Honorary  Presi- 
dent: Joseph  William  Hayward — do  you  want  to 
take  them  individually? 

Speaker  Petersen:  I think  it  would  be  better 
to  take  them  up  as  Dr.  Hunter  reads  them.  Gentle- 
men, what  is  your  pleasure  as  regards  the  letter 
written  by  Dr.  Paul? 
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Dr.  Christensen:  I move  that  Dr.  Paul’s  wishes 
be  respected  in  regards  to  withdrawing  his  nom- 
ination. 

(Motion  seconded  and  approved.) 

Speaker  Petersen:  Now,  are  there  any  other 
nominations  from  the  floor  for  the  office  of  Presi- 
dent-Elect? 

Dr.  Thompson:  I make  a motion  that  we  sus- 
pend the  rules  and  that  Dr.  Brooke  be  elected  by 
acclamation. 

(Motion  seconded  and  approved.) 

Speaker  Petersen:  The  motion  is  carried  and 
Dr.  Brooke  is  elected  by  acclamation  so  when  you 
use  the  ballot  for  voting  purposes  it  will  not  be 
necessary  then  to  vote  for  Dr.  Brooke  and  you 
can  proceed  with  the  second  group. 

Dr.  Hunter:  Honorary  President:  Joseph  Wil- 
liam Hayward,  M.D. 

Delegate  to  the  A.M.A.,  a two-year  term  of 
duty:  Kenneth  B.  Castleton,  M.D.,  of  Salt  Lake 
City,  and  Reed  W.  Farnsworth,  M.D.,  from  Cedar 
City.  Dr.  Farnsworth. 

Dr.  Farnsworth:  Mr.  Speaker  and  gentlemen  of 
the  House  of  Delegates.  Those  who  are  members 
of  the  Council  may  recall  at  the  time  we  met  at 
Brighton  in  August  of  the  Nominating  Committee 
and  Dr.  Castleton  asked  that  someone  else’s  name 
be  placed  on  the  ballot  besides  his  own;  that  cer- 
tain eventual  situations  might  arise  which  would 
make  it  impossible  for  him  to  act,  problems  over 
which  he  had  at  that  time  little  control.  In  talking 
with  Dr.  Castleton  yesterday,  very  fortunately 
these  situations  have  not  arisen  and  he  is  in  a 
position  to  carry  on  his  position  which  he  has 
handled  most  admirably  as  the  Delegate  repre- 
senting Utah  at  the  A.M.A.  I therefore,  in  view  of 
Dr.  Castleton’s  outstanding  service  and  the  prob- 
lems which  he  forecast  have  not  arisen,  would 
like  to  move  this  body  that  we  again  suspend  the 
rules  and  elect  Dr.  Castleton  with  a complete  vote 
of  confidence  by  acclamation. 

Speaker  Petersen:  I assume  from  that,  Dr. 
Farnsworth,  that  you  would  like  to  have  your 
name  withdrawn  from  the  ballot.  Incidentally,  I 
will  give  you  another  good  reason  why  Dr.  Farns- 
worth feels  this  way.  He  was  recently  appointed 
to  serve  on  the  Council  on  Rural  Health  of  the 
American  Medical  Association  which,  I think,  is 
quite  an  honor  for  Dr.  Farsnworth.  He  has  been 
active  on  the  State  Committee  for  Rural  Health 
for  a long  time  and,  of  course,  with  this  situation 
arising,  this  also  puts  an  increased  burden  on  Dr. 
Farnsworth.  What  is  your  pleasure  as  regards  Dr. 
Farnsworth’s  request? 

Dr.  Jorgenson:  I move  that  we  suspend  the 
rules  and  elect  Dr.  Castleton  by  acclamation. 

Delegate:  Second  the  motion. 

(Motion  was  approved.) 

Dr.  Hunter:  Alternate  Delegate  to  the  A.M.A. : 
Also  a two-year  tour  of  duty:  Drew  M.  Petersen, 
M.D.,  our  Speaker  of  the  House  from  Ogden,  Utah, 
and  J.  Russell  Smith,  M.D.,  from  Provo. 
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Speaker  Petersen:  Gentlemen,  are  there  other 
nominations  from  the  floor  for  this  position?  Hear- 
ing none,  then  we  will  proceed  when  we  ballot 
in  the  usual  fashion  on  that  particular  office. 

Dr.  Hunter:  Speaker  of  the  House  of  Delegates, 
also  a two-year  tour  of  duty  and  as  our  By-Laws 
stand  now,  we  provide  two  names,  Stanley  R. 
Child,  M.D.,  from  Salt  Lake  City,  who  is  the 
present  Vice  Speaker  of  the  House,  and  Russell 
N.  Hirst,  M.D.,  from  Ogden. 

Report  on  the  A.M.A. 

Speaker  Petersen:  While  the  tellers  are  out 
counting  the  ballots,  it  gives  me  a great  deal  of 
pleasure  this  morning,  gentlemen,  to  present  to 
you  someone  who  really  needs  no  introduction 
and  we  have  asked  Dr.  George  Fister  of  Ogden, 
who  is  a Trustee  of  the  American  Medical  Associa- 
tion, to  tell  us  a few  things  about  legislation  on 
the  national  scene  and  perhaps  some  of  the  newer 
innovations  that  have  occurred  in  the  American 
Medical  Association. 

Dr.  Fister:  Thank  you,  Mr.  Speaker  and  Presi- 
dents and  past  Presidents  and  future  Presidents 
of  the  Utah  State  Medical  Association. 

It  is  a pleasure  to  be  here  and  of  all  the  years 
I have  been  active  in  the  Utah  State  Medical  Asso- 
ciation in  one  capacity  or  another  and  have  seen 
the  growth  and  the  activity  that  has  been  in  this 
association,  it  has  been  wonderful.  Utah  ranks  well 


in  the  fore  of  medical  associations  that  I have 
had  contact  with.  We  should  be  proud  of  it.  I 
know  we  are  proud  of  it  and  the  progress  and  all 
has  been  excellent.  I would  like  to  congratulate  the 
President,  Past  President  Bryner  and  the  officers 
on  the  wonderful  year  they  have  had  in  the  past. 

I have  attended  many  Council  meetings  and 
they  have  been  stimulating  and  the  problems  have 
been  handled  in  a most  efficient  manner.  Now,  I 
would  also,  at  this  time,  like  to  congratulate  Harold 
Bowman  on  the  efficient  work  he  does  for  this 
organization  and  to  express  my  own  appreciation 
that  Harold  is  well  again  and  back  on  the  job. 
Harold  is  especially  fortunate,  whether  you  know 
it  or  not,  the  morning  after — Harold  had  his  attack 
sometime  during  the  night.  The  next  morning  he 
was  to  fly  with  me  and  we  were  to  meet  down 
at  the  airport  and  we  were  to  fly  to  Atlantic  City 
and  I waited  there  and  no  Harold  Bowman  and 
about  a quarter  to  9:00,  just  before  the  plane 
departed,  Mrs.  Bowman  called  me  and  informed 
me  about  Harold’s  illness  so  all  I can  say  is  that 
since  Harold  had  to  have  the  attack,  how  fortunate 
he  was  that  he  didn’t  have  it  on  the  airplane  where 
nobody  but  a urologist  could  take  care  of  him  so 
it  is  a pleasure  to  see  you  looking  so  well.  He 
looks  10  to  15  years  younger  and  we  can  expect 
maybe  10  to  15  years  more  activity  and  it’s  nice  to 
see  you  back. 

Incidentally,  I would  also  like  to  mention  the 

continued  on  page  84 


Both 


COijU^  MjMp- 


ANTITUSSIVE  • DECONGESTANT  • A N T I H I STA M I N I C 

CmhiMii  : EMjdcUllSpOMl^  (4  CC , ) COdoJM  : 


LABORATORIES 

NEW  YORK  18.  N.  Y. 


EXEMPT  NARCOTIC 


for  December,  1959 


77 


LEDERLE  INTRODUCES 


• • • 


a masterpiece 


greater  antibiotic  activity 


Milligram  for  Milligram,  DECLOMYCIN  exhibits  2 to  4 times  the 
activity  of  tetracycline  against  susceptible  organisms.  {Activity  level 
is  the  basis  of  comparison— not  quantitative  blood  levels— since 
action  upon  pathogens  is  the  ultimate  value.*)  Provides  significantly 
higher  serum  activity  level . . . 


with  far  less  antibiotic  intake 

DECLOMYCIN  demonstrates  the  highest  ratio  of  prolonged  activity 
level  to  daily  milligram  intake  of  any  known  broad-spectrum 
antibiotic.  Reduction  of  antibiotic  intake  reduces  likelihood  of 
adverse  effect  on  intestinal  mucosa  or  interaction  with  contents. 


unrelenting  peak 
antimicrobial  attack 

The  DECLOMYCIN  high  activity  level  is  uniquely  constant  throughout 
therapy.  Eliminates  peak-and-valley  fluctuation,  favoring  continuous 
suppression.  Achieved  through  remarkably  greater  stability  in  body 
fluids,  resistance  to  degradation  and  a low  rate  of  renal  clearance. 

♦Hirsch,  H.  A.,  and  Finland,  M. : 
New  England  J.  Med.  260:1099 
(May  28)  1959. 
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of  antibiotic  design 
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DECLOMYCIN  maintains  activity  for 
one  to  two  days  after  discontinuance 
of  dosage.  Features  unusual  security 
against  resurgence  of  primary  infection 
or  secondary  bacterial  invasion— 
two  factors  often  resembling  a “resistance 
problem”— enhancing  the  traditional 
advantages  of  tetracycline  . . . for 
greater  physician-patient  benefit 

in  the  distinctive  dry-filled, 
duotone  capsule 

immediately  available  as: 
DECLOMYCIN  Capsules,  150  mg., 
bottles  of  16  and  100.  Adult  dosage: 

1 capsule  four  times  daily. 
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The  Medicinal 

WINE 

Par  Excellence  is 


SHERRY 

Both  dry  and  sweet  varieties  of  Sherry  serve  as  valuable  tonics, 
stomachics  and  sedatives.  The  jaded  appetite  of  the  aged,  the 
convalescent  or  the  anorexic  patient  will  often  respond  to  a 
”drop”  of  Sherry  taken  as  an  aperitif. 

The  chronic  invalid,  the  oldster,  the  arteriosclerotic  and  hyper- 
tensive patient— all  can  benefit  from  its  euphoric  effect,  its 

ability  to  relieve  tension,  reduce  apprehension  and  induce  a 

glowing  sense  of  well-being. 

The  dry  variety  of  Sherry  is  more  often  used  as  a vehicle  for 
medicinal  ingredients  than  any  other  wine  because  of  its  general 
availability,  its  appropriate  alcohol  content,  its  uniformity  and 
stability. 

Many  relatively  Insoluble  substances  can  be  maintained  in  stable 
solution  by  the  buffering  action  of  natural  wine.  Moreover,  the 
aromatic  organic  esters  normally  present  in  wine  provide  a 
pleasant  and  inexpensive  flavoring  which  makes  it  unnecessary 
to  add  costly,  foreign  or  synthetic  extracts. 


An  extensive  bibliography  is  now  available  showing  the  impor- 
tant role  of  wine  in  various  phases  of  medical  practice.  Just  write 
for  your  copy  of  "Uses  of  Wine  in  Medical  Practice.”  Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 
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when  upper 
respiratory  congestion 

is  complicated 
by  bacterial  invaders 


TRISULFAMINIC  provides  logical  therapy 

• for  the  patient  ill  with  congestion  and  infection  of  the  upper  respira- 
tory tract,  as  in  purulent  rhinitis,  sinusitis,  tonsillitis  and  otitis 
media,  when  caused  by  sulfa-susceptible  bacteria ; 

• because  secondary  invasion  by  such  bacteria  so  frequently  follows 
the  common  cold.^ 


the  reasons  for  combining  Triaminic  with  triple  sulfas 


Triaminic  and  triple  sulfas  are  not  only 
pharmacologically  compatible,  they  are  a 
therapeutically  logical  combination  for 
upper  respiratory  infections ; Triaminic  for 
effective  decongestant  relief  from  rhinitis, 
rhinorrhea  and  sinusitis  triple  sulfas  for 
well-established  antibacterial  action. 


The  advantages  of  Trisulfaminic  in  upper 
respiratory  infections  include:  proved 
effectiveness;  safety;  economy;  ease  of  ad- 
ministration; less  likelihood  of  sensitivity 
reactions  compatibility  with  antibiotics 
and  other  antibacterial  therapy.  Provided 
also  as  Suspension  for  additional  convenience. 


Trisulfaminic* 

triaminic  with  triple  sulfas 


Available  as  TABLETS  and  SUSPENSION 

Each  easy-to-swallow  Trisulfaminic  Tablet 
or  5 ml.  teaspoonful  of  Suspension  provides: 

Triaminic®  25  mg. 

(phenylpropanolamine  HCl  12.5  mg. 

pheniramine  maleate  6.25  mg. 

pyrilamine  maleate  6.25  mg.) 

Trisulfapyrimidines,  U.S.P 0.5  Gm. 


Dosage : 

Adults— 2 to  4 tablets  or  tsp.  ini- 
tially, followed  by  2 tablets  or  tsp. 
every  4 to  6 hours  until  the  patient 
has  been  afebrile  3 days.  Children 
8 to  12  — 2 tablets  or  tsp.  initially, 
followed  by  1 tablet  or  tsp.  every 
6 hours.  Children  under  5— dosage 
according  to  weight. 


The  palatability,  convenience  and  effectiveness  of  the  Suspension  make  it  especially  suitable 
for  children  and  for  those  older  patients  who  prefer  liquid  medication. 

References:  1.  Cecil,  R.  L.,  eta!.:  J.A.M.A.  124:8  (Jan.  1)  1944.  2.  Fabricant,  N.  D.:  E.E.N.T.  Monthly 
37:460  (July)  1958.  3.  Beckman.  H.:  Drugs,  Their  Nature,  Action  & Use,  Saunders,  Philadelphia, 
1958,  p.  527. 
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greater  specificity 
of  tranquil izing  action 
— divorced  from  such 
"diffuse”  effects  as 
anti-emetic  action 
— explains  why 
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"Thioridazine  [MELLARIL]  is  as  effective  as  the  best  available  phenothiazine,  but  with  appreciably 
less  toxic  effects  than  those  demonstrated  with  other  phenothiazines This  drug  appears  to  rep- 

resent a major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological  dis- 
turbances seen  daily  in  the  clinics  or  by  the  general  practitioner.”* 


a new  advance  in  tranquilizationr 

greater  specificity  of  tranquilizing  action  results  in  fewer  side  effects 


The  presence  of  a thiomethyl  radical  (S-CHj)  is  unique  in 
Mellaril  and  could  be  responsible  for  the  relative  absence  of 
side  effects  and  greater  specificity  of  psychotherapeutic  action. 
This  is  shown  clinically  by: 


CH, 


MELLARIL 


Psychic  relax 


SYCHIC  RELAX 


DAMPENI 
SYMPATHETl 
PARASYMPA 
NERVOUS  S 


inimal  suppression  of  vomiting 


ttle  effect  on  blood  pressi 
d temperature  regulation 


Dampen! 
sympathetic 
parasympat 
nervous  sy 


of  vomiting 


pening  of  blood  pressure 
temperature  regulation 


Other 

phenothiazine-type 

tranquilizers 


A specificity  of  action  on  certain  brain  sites  in 
contrast  to  the  more  generalized  or  “diffuse” 
action  of  other  phenothiazines.  This  is  evidenced 
by  a lack  of  appreciable  anti-emetic  effect. 


Less  “spill-over”  action  to  other  brain  areas  — - 
hence,  absence  of  undue  sedation,  drowsiness  or 
autonomic  nervous  system  disturbances. 


3 

4 
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A notable  absence  of  extrapyramidal  stimulation. 

Lack  of  impairment  of  patient’s  normal  drive  and  energy. 

Virtual  freedom  from  such  toxic  effects  as 
jaundice,  photosensitivity,  skin  eruptions, 
blood  forming  disorders. 


INDICATION 

USUAL  STARTING  DOSE 

TOTAL  DAILY  DOSAGE  RANGE 

ADULTS:  Mental  and  Emotional  Disturbances: 

MILD  — where  anxiety,  apprehension  and  tension  are  present 

10  mg.  tl.d. 

20-60  mg. 

MODERATE— where  agitation  exists  in  psychoneuroses,  alco- 
holism, intractable  pain,  senility,  etc. 

25  mg.  t.l.d. 

60-200  mg. 

SEVERE— in  agitated  psychotic  states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.: 

Ambulatory 

Hospitalized 

100  mg.  t.i.d. 

100  mg.  t.i.d. 

200-400  mg. 
200-800  mg. 

CHILDREN:  BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  t.i.d. 

20-40  mg. 

VIELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg. 

♦Ostfeld,  A.  M.:  Scientific  Exhibit,  American  Academy 
of  General  Practice,  San  Francisco,  April  6-9, 1959 
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fact  that  I think  the  Scientific  Programs  of  the 
Utah  State  Medical  Association  are  excellent  and 
I would  like  to  congratulate  the  committee  in 
charge  of  Scientific  Programs.  They  have  shown 
a great  deal  of  improvement.  I congratulate  our 
Past  President,  who  was  recently  appointed  to  the 
position  of  the  Council  on  the  A.M.A.  on  Rural 
Health  and  that  is  one  of  the  most  important 
councils,  in  my  estimation,  of  the  American  Medi- 
cal Association. 

Now,  if  you  go  back  to  the — I don’t  want  to 
take  too  much  time  here.  Drew,  but  if  you  go  to 
the  program  of  your  national  association,  the 
American  Medical  Association,  I am  sure  you  had 
an  excellent  report  of  what  we  have  done  from 
the  Delegate,  Dr.  Castleton,  but  there  are  a few 
things  I think  that  we  should  mention.  The  first 
one  might  be  a mention  of  the  building  program  of 
the  American  Medical  Association.  We  have  reno- 
vated practically  the  entire  building  in  Chicago  at 
53.5  North  Dearborn  at  considerable  expense  and 
it  is  a beautiful  structure  now;  all  finished  prac- 
tically except  three  floors. 

I want  to  call  your  attention  to  one  other  pro- 
gressive thing  that  the  American  Medical  Associa- 
tion has  done  or  your  association  has  done  and 
that  is  that  for  your  $25  fee  that  goes  into  the 
American  Medical  Association,  you  now  receive 
four  journals.  Previously  you  received  one.  Now 


you  are  in  a position  to  receive  four.  First  you 
receive  the  Journal  of  the  American  Medical  Asso- 
ciation. You  receive  the  American  Medical  Asso- 
ciation News.  You  receive  Today’s  Health  and 
you  receive  one  of  the  specialty  journals  of  your 
choice.  Archives  of  Surgery,  Archives  of  Derma- 
tology, Archives  of  Psychiatry — there  are  eight 
of  them.  You  choose  whichever  one  you  want  and 
for  the  dues  that  you  pay  now  you  receive  these 
four  journals. 

One  other  point  I would  like  to  mention  and 
that  is  the  American  Medical  Education  Founda- 
tion which,  as  you  know,  has  been  actively  sup- 
ported by  many  states  and  particularly  by  Utah. 
It  is  still  active.  It  is  still  one  of  the  finest  things 
that  the  American  Medical  Association  ever  under- 
took and  I think  and  I hope  we  can  continue  to 
support  it.  Perhaps  you  have  talked  to  Dean  Price 
or  others  as  to  what  we  have  received  in  Utah 
from  that.  I talked  to  Dean  Price  the  other  day 
and  we  received  in  Utah  roughly  $30,000.00  from 
this  foundation  that  went  up  to  the  medical  school 
here,  the  medical  college,  and  after  talking  to 
Dean  Price,  or  if  you  would  care  to  talk  with  him, 
you  will  find  out  we  need  it  to  maintain  the  activi- 
ties of  that  school. 

Drew,  it’s  been  a pleasure  to  be  here. 

Speaker  Petersen:  Thank  you,  George.  I think 
Dr.  Fister  does  a terrific  job  for  us  as  members 
of  this  profession. 

Next  is  the  report  of  the  Reference  Committee 

continued  on  page  88 
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I Pontocaine®  hydrochloride  (10  mg.) 

. . . long  acting,  nonirritating  anesthetic 

I ITy-Synephrine®  hydrochloride  (5  mg.) 

' TO  REDUCE  ENGORGEMENT 

. . . potent  decongestant 

I Sulfamylon®  hydrochloride  (200  mg.) 

' ' TO  RETARD  INFECTION 

. . . broad-spectrum  anti-infective 


HEMORRHOID 

PRONE-  constantly 


on  his  feet 


SUPPOSITORIES 


bring  safe,  soothing  rectal  comfort 


Directions: 

1 suppository  rectally 
after  each 


with  bismuth  subgallate  and  balsam  of  Peru 


bowel  movement 
and  on  retiring. 
How  Supplied: 
Boxes  of  12. 


As  an  added  measure  to  promote  rectal  comfort  while  correcting 
bowel  atonicity,  add  MUCILOSE®-SUPER  to  the  patient's  diet. 
This  lubricating,  nonirritating  bulk  laxative  and  stool  softener 
will  encourage  easy,  regular  evacuation. 


PNS,  Pdntocoine  (brand  of  tetracaine),  Neo-$ynephrlne 
(Wand  of  phenylephrine),  Sulfamylon  (brand  of  mofe* 
nide)  ond  Mucilose,  trademarks  reg.  U.  S.  Pat.  Off. 


for  December,  1959 


85 


MINIMAL  USEFULNESS  MAXIMAL 
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SEVERITY  OR 

The  extended  usefulness  of  TENTONE  is  readily  apparent 

TENTONE®  Methoxypromazine  Maleate  is  a new,  distinctive  phenothiazine . . .highly  active 
. . . for  general  use  in  mild  and  moderate  emotional  and  psychosomatic  disorders. 

TENTONE  elicits  a striking,  positive  calming  response^’^. . . with  marked  reduction  of 
psychic  disorientation,  and  low  risk  of  blood,  liver  or  other  organic  toxicity  and  intolerance. ' 

TENTONE  parallels  the  weaker  ataractics  in  low  incidence  of  side  effects.  Ereedom  from 
induced  depression  is  apparently  even  greater.^ 

TENTONE  provides  a broadly  adaptable  dosage  range  (30  to  500  mg.  daily)  to  permit 
maximum  control  in  cases  of  varying  severity. 

! 

TENTONE  is  also  indicated  to  relieve  emotional  stress  in  surgical,  obstetric  and  other  ; 
hospitalized  patients. 


CONDITION 


■ Dosage:  Mild  to  moderate  — average  starting  dose,  one  10  mg.  or  one  25  mg.  tablet 
three  or  four  times  daily.  Moderate  to  — average  starting  dose,  one  50  mg.  tablet 

i four  times  daily.  Supplied:  10  mg.,  25  mg.,  and  50  mg.  tablets. 

I.  Bodi,  T.,  and  Lew,  H.:  Clinical  report,  cited  with  permission.  2.  Wetzler.  R.  A.,  and  Phillips,  R.  M.:  Clinical 
. report,  cited  with  permission.  3.  Prigot,  A.:  Clinical  report,  cited  \rith  permission,  4.  Gosline,  E.,  et  al.:  Am.  ].  Psychiat. 
j 115:939  (April)  1959.  5.  Turvey,  S.  E.  C.:  Clinical  report,  cited  tvith  permission. 
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Number  1 or  the  report  of  the  Committee  on 
Officers  and  the  members  of  that  committee  in 
addition  to  the  Chairman — the  Chairman  is  Dr. 
John  Waldo. 

Reference  Committee  No.  1 

Dr.  Waldo:  Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  our  Reference  Committee 
Number  1 met  at  noon  yesterday.  All  members 
of  the  committee  were  present.  It  is  a pleasure 
to  report  that  we  found  relatively  little  contro- 
versial material  here  and  we  will  proceed  with 
the  report  in  the  order  that  it  has  been  published 
in  the  Bulletin. 

Journal 

The  first  is  the  report  of  the  Rocky  Mountain 
Medical  Journal.  You  will  recall  that  Mr.  Sethman 
modified  this  report  yesterday  verbally  and  to 
remind  you  on  this  first  paragraph  instead  of  the 
estimated  figures,  he  gave  us  exact  figures.  The 
Journal  made  a profit  of  $3,616.00  and  $1,000 
which  was  distributed  to  the  Editorial  Board; 
$2,600  odd  being  added  to  the  reserve  fund  which 
now  totals  $11,900.00.  We  thought  this  was  an 
excellent  report.  The  committee  thought  that  we 
should  amplify  a bit  on  his  request  that  more 
articles  should  come  from  Utah.  Certainly  we  are 
not  adequately  represented  in  this  Journal  and  I 
am  sure  that  is  not  because  of  our  articles  being 
rejected  but  because  they  aren’t  getting  them  and 
I think  all  of  us  would  agree  that  the  past  two  or 
three  years  there  has  been  a very  substantial 
improvement  in  the  Journal  and  I would  hope, 
and  the  committee  feels,  this  way  that  we  would 
hope  very  much  that  we  would  see  more  articles 
from  Utah  being  presented  in  the  Rocky  Mountain 
Journal. 

(The  report  was  accepted.) 

A.M.A.  Delegate 

The  second  is  the  report  of  the  Delegate  of 
the  American  Medical  Association.  The  committee 
had  nothing  but  praise  for  this  report.  Our  Dele- 
gate has  obviously  been  very  active  and  has  ren- 
dered his  usual  very  excellent  report.  We  felt  that 
every  member,  not  only  of  the  House  of  Delegates, 
but  of  the  State  Society,  should  read  this  report 
very  carefully,  particularly  those  sections  on  the 
Committees  on  Medical  Care,  Medicine  and  Oste- 
opathy, Preparations  for  General  Practice  and 
Social  Security.  We  felt  again  that  Dr.  Castleton 
has  served  us  well. 

(The  report  was  accepted.) 

Report  of  the  Council 

The  report  of  the  Council  of  the  Utah  State 
Medical  Association,  page  35.  We  felt  that  this 
was  an  excellent  report.  The  Council  has  obviously 
been  very  active.  If  you  will  turn  to  page  38  you 
will  notice  that  the  Council  has  made  two  sugges- 


tions that  the  reference  committee  felt  should 
properly  be  carried  out.  May  I take  these  separate- 
ly, Mr.  Speaker,  and  then  go  through  the  whole 
report? 

The  third  to  the  last  paragraph  wherein  it  is 
written:  “I  suggest  that  the  Council  appoint  a 
suitable  committee  whose  instructions  would  be 
to  get  photographs — the  signature  if  possible — and 
a short  biography  of  each  past  President  of  the 
Utah  State  Medical  Association,  and  that  the 
U.S.M.A.  assign  sufficient  funds  for  these  to  be 
framed  and  displayed  on  the  walls  in  our  new 
building.  This  would  be  an  interesting  group  of 
photographs  indeed.  The  custom  could  then  be 
kept  on  a yearly  basis.” 

The  committee  felt  that  this  would  be  a good 
custom  and  one  that  would  be  of  historical  interest 
as  time  went  on. 

(The  report  was  adopted.) 

The  report  of  the  Executive  Secretary  on  page 
39.  This  is  a good  summary  of  the  activities  of  the 
office  which  have  been  many  and  gives  a tabula- 
tion of  membership  of  the  various  component 
societies.  It  would  appear  that  all  who  reasonably 
shape — we  could  find  no  particular  arguments  with 
this  report. 

(Report  was  accepted.) 

The  report  of  the  Secretary  on  page  43.  This 
has  been  given  verbally  to  you  yesterday.  This 
also,  of  course,  is  a report  of  the  Program  Com- 
mittee. We  felt  this  was  an  excellent  report  and 
we  move  that  it  should  be  accepted  and  we  felt 
that  the  Secretary  should  be  highly  commended 
for  his  excellent  work  not  only  as  Secretary  but 
as  Chairman  of  the  Program  Committee. 

(Report  was  accepted.) 

On  page  46  the  report  of  the  Advisory  Com- 
mittee to  Woman’s  Auxiliary.  This  is  a good  re- 
port. The  Auxiliary,  as  usual,  has  been  very  active 
and  have  had  excellent  support  from  their  ad- 
visory committee. 

(Report  was  accepted.) 

To  keep  things  more  or  less  coordinated  we 
will  move  next  to  the  report  of  the  Woman’s 
Auxiliary.  You  heard  this  yesterday  given  by  the 
President  of  the  Auxiliary.  Certainly  they  have 
been  active.  They  did  a wonderful  job  on  our 
legislative  program  this  year  and  were  certainly 
instrumental  in  the  passage  of  these  bills. 

(Report  was  accepted.) 

Finally  on  page  57,  the  report  of  the  Division 
of  Postgraduate  Medical  Education  Committee. 
We  were  pleased  to  see  that  this  division  is  be- 
coming more  active  and  is  doing  a good  deal  more 
in  the  line  of  postgraduate  education.  It  was 
notable  that  the  Uintah  Basin  Medical  Society 
took  advantage  of  this  committee  a good  deal 
more  than  any  other  group  although  it  is  also 
clear  that  the  Utah  Valley  Society  did  a good  deal 
but  being  close  and  knowing  them  well  it  does 
it  on  a more  informal  basis  rather  than  working 
through  the  committee,  so  actually  there  has  been 
higher  utilization  than  would  appear  in  the  re- 
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port.  We  hope  that  this  committee  will  go  on  and 
be  as  active  as  possible  and  have  more  post- 
graduate education.  At  least  those  of  you  who 
are  in  the  TV  area  of  Salt  Lake  have  all  received 
a report  from  the  division  about  the  TV  programs 
on  KUED  on  Tuesdays  at  10:30  and  I would  like — 
the  committee  felt  these  should  be  called  to  your 
attention  again  and  they  would  appear  to  be 
excellent  programs  and  to  remind  you  of  one 
thing  that  this  is  open  television  rather  than  closed 
but  that  the  arrangements  are  such  that  under 
most  circumstances  KUED  will  be  dark  from  10:00 
to  10:30  and  then  the  program  will  come  on.  This 
will  have  the  effect  of  pretty  much  making  this 
a closed  program  because  only  the  ones  who  re- 
ceive the  information  will  know  about  it,  but  to 
warn  you  that  if  you  turn  on  your  TV  a little  bit 
early  and  KUED  is  dark,  don’t  be  discouraged. 

(Report  was  accepted.) 

It’s  been  rather  pleasant  to  have  reports  that 
were  not  particularly  controversial  and  our  com- 
mittee stayed  out  of  trouble  for  a change.  Mr. 
Speaker,  I move  that  our  report  be  accepted  as 
a whole. 

(Report  was  accepted.) 

Reference  Committee  No.  2 

Speaker  Petersen:  Next  is  the  report  of  Refer- 
ence Committee  Number  2 on  Legislative  and 
Public  Relations  Matters. 

Dr.  Dixon:  The  first  committee  report  is  found 
on  page  47.  That  is  the  Legislative  Committee 
report.  The  reference  committee  would  like  to 
commend  the  Legislative  Committee  on  passage 
of  the  Basic  Science  Act  which  would  appear  to 
be  a real  advance.  We  feel  that  the  psychic  impact 
of  this  upon  the  cultists  will  be  perhaps  even 
greater  than  the  actual  restrictions  placed  upon 
them  by  the  examination  board  and  already  some 
of  this  has  been  felt  throughout  the  state.  The 
committee  was  sorry  that  the  Coroner’s  Bill  was 
lost  in  the  Sifting  Committee  at  the  Legislature. 
Here  again  we  would  like  to  commend  the  patholo- 
gist and  others  who  have  been  interested  in  this 
fine  program.  As  near  as  we  could  find  out,  the 
resistance  to  this  bill  came  largely  from  a group 
of  morticians.  The  committee  would  like  to  rec- 
ommend to  subsequent  legislative  committees  that 
meetings  to  be  held  with  morticians  who  had  ob- 
jections to  this  bit  of  legislation  prior  to  the  next 
Legislature  to  resolve  some  of  their  difficulties. 
We  certainly  feel  that  this  is  an  important  bit  of 
legislation  that  should  have  action.  With  the  rec- 
ommendation that  such  meetings  with  morticians 
be  held  and  this  bill  be  advanced  as  much  as 
possible. 

(The  report  was  accepted.) 

Liaison  Medico-Legal  Committee 

The  next  committee  report  is  that  of  the  Liaison 
Medico-Legal  Committee  found  on  page  51.  This 
committee  report  essentially  broaches  two  sub- 
jects, one  the  last  sentence  in  the  first  paragraph: 
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“One  problem  we  felt  should  be  discussed  with 
the  Bar  Committee  was  the  question  or  feasibility 
of  possible  usefulness  of  an  impartial  medical 
panel  in  the  District  and  Federal  Court  cases.”  In 
amplification  on  that  it  was  felt  that  in  certain 
cases  that  arrive  at  litigation,  difficulty  is  experi- 
enced especially  by  plaintiffs  in  getting  adequate 
impartial  medical  testimony  for  certain  of  these 
cases.  The  reference  committee  feels  that  this  is 
an  excellent  idea  and  would  like  to  strongly  rec- 
ommend that  this  suggestion  be  carried  out.  That 
such  impartial  panels  be  set  up  if  found  to  be 
feasible  and  instructions  to  the  various  component 
medical  societies  be  disseminated  as  to  how  this 
thing  should  operate. 

The  second  paragraph  deals  with  medical-legal 
panels,  or  symposia  between  members  of  the  medi- 
cal and  legal  professions.  We  note  in  one  of  the 
other  reports  that  such  a meeting  was  held  and 
we  want  to  commend  the  committee  on  this  activ- 
ity and  recommend  that  they  continue  this  worth- 
while endeavor.  With  the  one  recommendation 
then  that  further  investigation  be  given  to  the 
possibility  of  medical-legal  panels  in  court  litiga- 
tion, the  committee  would  like  to  recommend  the 
approval  of  the  Liaison  Medico-Legal  Committee 
report. 

(Accepted.) 

Industrial  Health  Committee 

The  third  report  considered  was  that  of  the 
Industrial  Health  Committee  found  on  page  54. 
We  feel  this  is  a fine  report  and  a great  deal  of 
work  has  been  spent  on  it. 

Discussion  was  next  carried  out  as  to  what 
could  be  done  in  the  matter  of  discipline  in  these 
particular  cases.  We  know  this  ties  in  with  another 
committee  report  so  we  are  not  going  to  get  into 
it  further  as  some  things  were  stated  upon  the 
floor  of  the  House  yesterday  relative  to  discipline 
of  errant  members.  Our  committee  would  like  to 
recommend  that  our  legal  department  undertake 
a study  of  how  we  might  at  least  make  other 
members  of  the  Society  aware  of  which  of  our 
members  are  causing  us  difficulty  because  we 
feel  that  a few  individuals  are  causing  difficulty 
for  the  entire  Society.  We  know  that  this  is  an 
extremely  ticklish  thing.  Nobody  wants  to  get 
sued  but  we  do  feel  that  we  have  some  protection 
in  this  type  of  activity. 

The  second  thing  that  the  committee  would 
like  to  suggest  is  that  subsequent  industrial  health 
committees  undertake  and  consider  the  problems 
of  occupational  health  and  hygiene.  In  other  words, 
preventive  medicine  among  the  workers  of  our 
state  as  we  are  undergoing  a change  from  an 
agrarian  economy  to  more  of  an  industrialized 
economy.  These  things  are  going  to  be  more  and 
more  upon  us  and  we  feel  that  from  the  stand- 
point of  the  welfare  of  the  workers  of  our  state, 
and  from  the  standpoint  of  public  relations,  this 
very  well  might  be  considered  a function  of  this 
particular  committee.  With  these  two  recom- 


mendations, first  that  legal  advice  be  obtained 
as  to  how  we  might  best  inform  members  of  those 
who  persistently  overcharge  and  cause  difficulty 
for  our  profession  and,  second,  that  the  committee 
concern  itself  with  occupational  hygiene,  the  com- 
mittee would  like  to  recommend  approval  of  the 
report. 

(The  report  was  approved.) 

The  fourth  report  is  that  of  the  Hospital  Rela- 
tions Committee  found  on  page  55.  This  report 
has  been  reviewed  and  the  committee  has  no  rec- 
ommendations and  moves  that  it  be  approved. 

(The  report  was  approved.) 

The  fifth  report  is  at  the  bottom  of  the  same 
page  or  at  the  bottom  of  page  56,  the  report  of  the 
Tuberculosis  and  Cardiovascular  Disease  Commit- 
tee. 

(The  report  was  approved.) 

The  sixth  committee  report  is  found  on  page 
58,  the  report  of  the  Newspaper  Health  Column 
Committee.  This  report  has  been  reviewed.  Addi- 
tional information  was  presented  that  a daily 
column  is  being  printed  in  the  Deseret  News  by 
a writer  named  Will  Fehr  who  is  drawing  upon 
members  of  the  Society  for  information  and  it’s 
been  a good  outlet  for  various  types  of  medical 
news.  The  committee  moves  the  approval  of  this 
report. 

(Report  accepted.) 

The  next  committee  report  is  that  of  the  Rural 
Health  Committee  found  on  page  60.  This  is  a fine 
report.  The  committee  would  like  to  add  its  com- 
mendation to  those  previously  given  Dr.  Farns- 
worth for  his  work  here  and  best  wishes  for  his 
national  position. 

(Report  was  approved.) 

The  next  committee  report  is  that  of  the  Public 
Health  Committee  which  is  found  on  page  66. 
This  report  has  been  reviewed  and  the  committee 
moves  that  it  be  approved. 

(Report  was  approved.) 

The  next  report  is  immediately  above  that.  It 
is  the  report  of  the  School  Health  Committee.  This 
has  been  reviewed  and  the  committee  recommends 
approval. 

(Report  was  approved.) 

Public  Relations 

The  next  report  is  at  the  bottom  of  page  68. 
It  is  the  report  of  the  Public  Relations  Committee. 
The  reference  committee  feels  that  this  has  been 
a fine  advance  in  the  activities  of  the  Utah  State 
Medical  Association  to  have  the  Evans  Agency 
associate  with  us  in  the  matter  of  public  relations, 
dissemination  of  information,  and  so  on.  They  wish 
to  commend  the  agency  for  the  fine  work  which 
they  have  done.  It  would  be  of  interest  to  you  to 
know,  rather  than  read,  some  of  the  things  they 
have  done  here  with  which  we  are  all  acquainted, 
that  there  is  a booth  over  at  the  Motor  Lodge  at 
which  clippings  from  various  newspapers  through- 
out the  state  are  presented,  indicative  of  the  work 
which  Evans  and  their  agency  have  been  doing. 
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The  committee  recommends  that  all  of  us  look  at 
that  so  we  may  review  what  has  been  done.  The 
work  on  the  Basic  Science  Requirements  Law  was 
very  helpful.  An  increase  in  the  number  of  medical 
articles  inspired  by  members  of  the  societies  and 
in  various  newspapers  throughout  the  state  is 
noted  and  felt  to  be  a very  fine  advance.  In  the 
last  paragraph  on  page  69  there  is  a statement 
that  the  Evans  Agency  has  also  helped  in  securing 
a series  of  articles  in  the  Deseret  News  on  the 
dangers  of  food  fatism.  (Spelling)  F-a-t-i-s-m.  The 
committee  feels  that  this  is  the  worst  kind  and  we 
are  glad  they  called  attention  to  the  dangers  of 
food  fatism. 

One  thing  that  was  discussed  following  that 
was  a recent  article  which  appeared  in  the  paper 
concerning  the  income  of  physicians  and  some 
of  you  noted,  or  probably  remember,  that  it  said 
that  the  average  physician  in  the  State  of  Utah 
paid  taxes  on  something  like  $16,000  odd.  Besides 
being  demoralizing  to  those  of  us  who  don’t  make 
nearly  that  much  money,  it  was  questioned  on 
several  accounts.  First,  was  the  source  of  this  in- 
formation from  tax  returns?  If  it  was,  were  the 
individuals  concerned  utilizing  improper  informa- 
tion and,  second,  was  the  information  accurate? 
As  you  know,  that  is  at  considerable  variance  with 
other  reports,  medical  economics,  and  other  studies 
that  have  been  done.  We  are  a relatively  low  per 
capita  income  state.  Our  fees  are  relatively  low 
in  this  state  compared  to  other  states  and  we  feel 
that  a further  investigation  of  this  should  be  done. 
The  Evans  Agency  is  aware  of  this.  They  have 
already  started  an  investigation  in  this  regard  and 
will  try  to  get,  shall  we  say,  counter  information 
out  if  such  is  indicated.  So  with  a note  of  recom- 
mendation, the  committee  would  like  to  move  the 
approval  of  the  Public  Relations  Committee  report. 

(The  report  was  approved.) 

This  concludes  the  report  of  Reference  Com- 
mittee Number  2.  I would  like  to  move  the  ap- 
proval of  the  report  in  its  entirety. 

(Report  was  approved.) 

Reference  Committee  No.  3 

Speaker  Petersen:  The  next  order  of  business 
is  the  report  of  the  Reference  Committee  Number 
3 on  Professional  Relations  and  Miscellaneous 
Business.  Chairman,  Dr.  Preston  Hughes,  of  Span- 
ish Fork. 

Dr.  Hughes:  The  first  report  is  the  Blue  Shield 
President’s  report  found  on  page  52.  We  want  to 
commend  Dr.  Clayton  and  his  committee  for  this 
report.  We  feel  like  they  have  done  a great  deal 
of  work.  We  recommend  this  report  be  accepted. 

(The  report  was  accepted.) 

The  second  report  is  the  Cancer  Committee 
report  found  on  page  67.  We  felt  like  this  was  a 
very  good  report  and  we  recommend  it  be  ac- 
cepted as  written. 

(The  report  was  accepted.) 

The  third  report  is  the  report  of  the  Committee 
on  Adoptions  found  on  page  58.  This  is  a re- 


occuring report.  To  read  it,  it  gives  you  the  im- 
pression that  they  would  like  a little  direction 
on  the  part  of  the  Council  as  to  their  limitations 
and  their  duties.  We  recommend  that  we  accept 
their  report  and  commend  them  for  the  fine  work 
they  are  doing. 

(The  report  was  accepted.) 

The  fourth  report  is  on  page  64,  the  Grievance 
Committee  report.  The  Grievance  Committee  re- 
port was  gone  over  carefully  and  it  is  our  impres- 
sion that  we  should  recommend  to  our  attorney 
to  give  an  opinion  on  the  steps  and  procedures  at 
the  very  local  steps  to  be  used  in  the  way  of  a 
brief  so  that  grievances  that  come  up  can  be  prop- 
erly handled.  With  that  suggestion  we  move  that 
the  report  be  accepted. 

(The  report  was  accepted.) 

Report  number  five,  report  of  the  Joint  Nurs- 
ing Resources  Committee  found  on  page  49.  This 
report  is  given  in  the  way  of  a negative  report. 
We  had  the  comment  that  the  report  should  be 
accepted  but  we  should  reject  the  final  paragraph 
on  page  50  in  which  he  suggests  that  the  commit- 
tee be  disbanded.  We  feel  this  committee  work 
should  go  on.  They  are  doing  good  work  and  we 
feel  Dr.  Mortensen  should  be  commended  for  the 
work  they  have  been  doing  even  though  the  re- 
sults aren’t  apparently  what  we  would  like  to  see. 
We  move  that  the  report  be  accepted  with  that 
provision  that  the  committee  should  not  be  dis- 
banded. 

(The  report  was  accepted.) 

Report  number  six  I would  like  to  take  up 
along  with  the  resolution  with  reference  to  the 
Maternal  Mortality  Committee  report  found  on 
page  62.  We  feel  that  this  is  a very  excellent  report 
and  a great  deal  of  work  has  been  done  on  it.  We 
feel  a great  deal  of  good  can  come  out  of  this  type 
of  study.  We  move  that  the  report  be  accepted, 
and  the  members  be  commended  for  the  fine  work 
they  are  doing. 

(The  report  was  accepted.) 

Now,  we  will  take  up  Resolution  Number  1 
introduced  by  the  Maternal  Mortality  Committee. 

(Said  resolution  reads  as  follows): 

“WHEREAS,  The  membership  of  the  Committee  on  Ma- 
ternal Mortality  has  been  established  by  action  of  the  House 
of  Delegates;  and, 

“WHEREAS,  It  is  important  that  continuity  of  this  com- 
mittee be  maintained;  now,  therefore,  be  it 

“RESOLVED,  That  the  Chairman  of  the  Committee  on 
Maternal  Mortality  be  the  representative  from  the  Utah  State 
Obstetric  and  Gynecological  Society  and  shall  serve  for  at 
least  one  term  of  five  years;  be  it  further 

“RESOLVED,  That  the  Secretary  shall  be  elected  by  the 
committee  to  serve  a similar  term;  be  it  further 

“RESOLVED,  That  the  other  members  of  the  committee 
be  so  appointed  that  one-third  of  the  committee  be  appointed 
every  third  year  (five  be  appointed  for  a three-year  term, 
five  be  appointed  for  a two-year  term  and  five  be  appointed 
for  a one-year  term).” 

Dr.  Hughes:  Now,  in  connection  with  Resolu- 
tion Number  1 we  move  that  the  resolution  be 
accepted  with  the  following  revision:  We  felt  like 
the  intent  in  the  final  paragraph,  “Be  it  resolved’’ 
we  felt  he  wanted  to  continue  the  revolving  com- 
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mittee  so  we  felt  he  wished  to  have  one-third  of 
his  committee  for  three  years,  one-third  for  two 
years  and  one-third  for  one  year  and  then  there- 
after that  they  should  serve  for  three  years.  With 
that  clarity  we  wish  to  recommend  the  resolution 
be  accepted. 

Speaker  Petersen:  Would  you  read  the  last 
paragraph  as  your  committee  feels  it  should  be 
restated? 

Dr.  Hughes:  The  resolution  reads:  “Be  it  fur- 
ther resolved  that  the  other  members  of  the 
committee  be  so  appointed  that  one-third  of  the 
committee  be  appointed  every  third  year  (five  to 
be  appointed  on  a three-year  basis,  five  to  be 
appointed  on  a two-year  basis  and  five  to  be  ap- 
pointed on  a one-year  term).”  We  felt  the  intent 
was  to  have  one-third  of  the  committee  for  three 
years,  one-third  of  the  committee  for  two  years 
and  one-third  of  it  for  one  year  and  that  then 
thereafter  it  would  be  a tenure  of  three  years. 

(The  report  was  accepted  with  changes.) 

Report  number  seven  is  the  Medical  Economics 
Committee  on  page  67.  We  recommend  that  the 
report  be  accepted  with  the  suggestion  that  they 
hold  an  annual  meeting  to  evaluate  the  positions 
and  their  objects. 

(The  report  was  accepted.) 

Report  number  eight  is  the  report  of  the  Medi- 
cal Education  and  Hospitals  Committee  on  page 
50.  This  was  a very  excellent  report.  We  feel  like 
a great  deal  of  work  has  been  done  on  this  and 
we  move  that  the  report  be  accepted  and  that  the 
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State  Association  Office  carry  out  the  suggestions 
in  paragraph  1 (a)  and  (b)  and  in  (a):  “That 
through  the  State  Association  Office  an  accurate, 
authoritative  and  up-to-date  collection  of  regula- 
tions, standards  and  other  pertinent  information 
set  forth  by  the  Joint  Board  on  Hospital  Accredi- 
tation and  other  accrediting  agencies  be  assembled 
and  be  made  available  to  hospitals  of  the  state 
desiring  such  information.”  We  felt  the  State  As- 
sociation should  carry  out  these  two  recommenda- 
tions in  this  particular  report. 

(Report  was  accepted.) 

One  point  in  the  number  six.  It  is  possible  that 
we  should  have  one  amendment:  “Have  roentgeno- 
grams made  before  and  after  treatment  of  all 
fractures,  obtaining  as  many  as  possible.”  We  felt 
that  it  should  be  “obtaining  as  many  as  necessary.” 
We  thought  that  revision  should  be  made. 

(Report  was  accepted.) 

Number  10  is  the  Necrology  Committee  report 
on  page  65.  I have  been  asked  to  delete  this.  Num- 
ber 11  is  the  Utah  Health  Council  report  on  page 
70.  We  felt  like  this  was  an  excellent  report  and 
should  be  accepted  as  written. 

(Report  was  accepted.) 

We  were  given  Resolution  Number  3,  Insurance 
Plans  Committee  of  the  Utah  State  Medical  Asso- 
ciation, Prepaid  Medical  Care  for  Persons  Over 
the  Age  of  65.  Now,  we  feel  like  we  have  had 
adequate  discussion  yesterday  and  today  pertain- 
ing to  this  particular  resolution  and  we  recom- 
mend this  resolution  be  accepted  as  written. 

(Report  was  accepted.) 

Speaker  Petersen:  Would  you  please  read  the 
whole  resolution. 

Dr.  Hughes:  “WHEREAS,  The  House  of  Delegates  of  the 
Medical  Association  with  the  meeting  in  Minneapolis,  Minne- 
sota, December  4,  1958,  passed  the  following: 

“That  the  American  Medical  Association,  the  constituent 
and  medical  societies,  as  well  as  physicians  everywhere  ex- 
pedite the  development  of  an  effective  voluntary  health  in- 
surance or  prepayment  program  for  the  group  over  65  with 
modest  resources  or  low  family  income;  that  physicians  agree 
to  accept  a level  of  compensation  for  medical  services  ren- 
dered to  this  group,  which  will  permit  the  development  of 
such  insurance  and  prepayment  plan  at  a reduced  premium 
rate:  and 

“WHEREAS,  The  resolution  further  requested  the  coopera- 
tion of  Blue  Shield  and  other  programs  in  the  furthering  of 
this  objective  and  whereas  a study  has  now  been  made  by 
the  Bureau  of  Economics  and  Research  at  the  University  of 
Utah,  jointly  sponsored  by  the  Medical  Service  Bureau  of  the 
Utah  State  Medical  Association  and  the  Intermountain  Hos- 
pital Service  and  with  the  findings  now  available;  now,  there- 
fore, be  it 

“RESOLVED,  That  this  House  of  Delegates  Meetings  in 
September,  1959,  empower  the  Council  of  the  Utah  State 
Medical  Association  to  negotiate  a non-group  contract  with 
the  Medical  Service  Bureau  of  the  Utah  State  Medical  Associa- 
tion for  medical  care  of  persons  over  65  years  of  age.  This 
contract,  when  finally  developed,  must  include  the  following 
conditions: 

“1.  That  participating  physicians  shall  accept  as  full  pa.v- 
ment  for  such  service  benefits  the  figure  between  60  per  cent 
and  75  per  cent  of  the  average  index  of  fees  of  the  Utah 
State  Medical  Association.  The  exact  percentage  will  depend 
upon  the  careful  analysis  of  all  factors  including  actuarial 
data  and  the  true  need  of  Utah’s  senior  citizens  as  evidenced 
by  the  aforementioned  and  recently  complete  study  of  the 
University  of  Utah. 

“2.  That  the  income  limitation  for  policyholders  in  these 
contracts  shall  be  between  $1,500  to  $2,000  per  year  for  a 
single  individual  and  between  $2,500  to  $3,000  for  two  per- 
sons. The  exact  figure  again  will  depend  upon  the  sanction 
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Tetracycline-Triple  Sulfa  Combination  (TETREX®  c T/S) 
in  the  Treatment  of  INFECTION 


It  is  generally  agreed  that  it  is  ideal  to  withhold 
antibiotic  and  chemotherapeutic  drugs  until 
after  sensitivity  tests  show  which  antibacterial 
agent  will  be  most  effective.  But  very  often,  in 
actual  practice,  the  physician  knows  that  delay 
in  starting  antibacterial  treatment  may  be  detri- 
mental to  the  welfare  of  his  patient.  He  must 
then  select  the  therapy  to  meet  the  most  serious 
and  immediate  threats  to  the  patient. 

Why  Combination  Therapy? 

Certain  infections  do  not  respond  as  well  to  a 
single  agent  as  to  a combination.  Hemophilus 
influenzae  infections,  which  are  frequent  in 
children,  are  a particularly  serious  threat  to 
infants  and  children  up  to  about  3 or  4 years  of 
age  since  they  have  not  yet  built  up  any  appre- 
ciable immunity.  Serious  complications  such  as 
influenzal  pneumonia,  empyema,  or  meningitis 
may  develop,  especially  in  this  age  group.  In 
fact,  except  for  those  periods  when  meningo- 
coccal meningitis  is  epidemic,  H.  influenzae  is 
the  most  frequent  cause  of  meningitis.^  This 
gram-negative  organism  is  highly  susceptible 
both  to  the  tetracyclines  and  to  the  sulfonamides. 
Even  in  severe  infections,  therapeutic  failure 
can  be  virtually  eliminated  by  giving  sulfona- 
mides plus  tetracycline.^  These  two  agents 
together  constitute  the  treatment  of  choice,  and 
give  better  results  than  either  alone.^ 

Sulfonamides  remain  the  drugs  of  choice  for 
all  meningococcal  infections,  including  menin- 
gitis. They  readily  penetrate  the  blood-brain 
barrier  and  pass  into  the  cerebrospinal  fluid  in 
good  concentrations.®  In  treating  overwhelm- 
ing meningococcal  infections,  and  complicating 
infections  of  the  upper  respiratory  tract  caused 
by  other  organisms,  the  addition  of  tetracycline 
to  sulfas  can  be  valuable."^ 

In  recent  years  the  sulfonamides  have  again 
been  prescribed  more  and  more  frequently.  In 
certain  serious  infections,  better  results  can  be 
obtained  with  a combination  of  antibiotic  and 
sulfonamide  than  with  either  drug  alone  (e.g., 
severe  pneumococcal  pneumonia  or  pneumo- 
coccal meningitis^) . Furthermore,  mixed  infec- 
tions, to  which  young  children  are  particularly 
susceptible,  often  respond  only  to  combination 
therapy  such  as  tetracycline  with  sulfonamides 
(tetrexc"  t/s). 

Why  Triple  Sulfas? 

Some  sulfonamides,  though  therapeutically  use- 
ful, frequently  crystallize  and  cause  renal  dam- 


age. Sulfonamide  mixtures  are  designed  to 
prevent  this  effect.  It  is  known  that  different 
substances  can  coexist  in  solution  without  inter- 
fering with  each  other’s  solubility.  In  such  a 
solution  each  component  behaves  as  if  it  alone 
were  present.  Thus,  a much  larger  total  amount 
of  sulfonamide  can  exist  in  the  urine  without 
precipitating  if  a mixture  is  administered  than 
if  the  same  amount  of  only  one  compound  is 
given. 

Similarly,  there  is  less  danger  of  hypersensi- 
tivity with  mixtures.  The  incidence  of  sensitiza- 
tion varies  directly  with  the  dosage  and  is 
limited  to  the  particular  sulfa  given.  Simul- 
taneous use  of  several  sulfa  compounds,  each  in 
partial  dosage,  tends  to  keep  each  drug  below 
its  own  sensitization  level.®  As  with  all  sul- 
fonamides, it  is  advisable  to  check  for  possible 
blood  dyscrasias,  rash,  or  renal  toxicity  during 
extended  administration. 

TETREX  F t/ s,  by  combining  only  167  mg. 
each  of  sulfadiazine,  sulfamerazine,  and  sulfa- 
methazine, practically  eliminates  serious  renal 
damage  and  sensitization  reactions  due  to  sul- 
fonamides while  retaining  the  therapeutic  effi- 
cacy of  the  total  dose. 

TETREX  Ft/s  can  be  administered  with  con- 
fidence in  all  severe  and  mixed  infections  due 
to  tetracycline-sensitive  and  sulfonamide-sensi- 
tive organisms,  including  infections  of  the  upper 
respiratory,  urinary,  and  gastrointestinal  tracts. 
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TETREX®  c T/S 

Antibiotic-triple  sulfa  combination  in  a palat- 
able, cherry-flavored  syrup. 

Each  5 ml.  teaspoonful  contains: 

Tetracycline  (ammonium  polyphos- 
phate buffered  equivalent  to 


tetracycline  HCl  activity) 125  mg. 

Sulfadiazine  167  mg. 

Sulfamerazine  167  mg. 

Sulfamethazine 167  mg. 


This  suspension  may  be  stored  at  normal 
room  temperature. 
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of  the  Council  of  the  Utah  State  Medical  Association  that  a 
limiting  figure  of  net  worth  of  the  individual  should  not 
exceed  $15,000  or  $20,000  for  two  persons. 

“3.  That  premium  rates  and  specific  contract  provisions 
of  these  policies  for  those  over  the  age  of  65  years  be  estab- 
lished with  consistent  actuary  principles  and  confirmed  under- 
writing concepts.  The  philosophy  of  these  restrictions  is  that 
these  people  need  help,  but  not  outright  charity  except  for 
those  who  are  truly  indigent.” 

Speaker  Petersen:  The  next  will  be  the  report 
of  the  Reference  Committee  Number  4 on  Consti- 
tution and  By-Laws  and  other  constitutional  mat- 
ters. Chairman,  Dr.  Stanley  R.  Child. 

Dr.  Child:  Page  53,  the  Civil  Defense  Commit- 
tee report.  We  recommend  that  the  word  in  the 
middle  of  the  printing  there,  the  large  word  “reso- 
lutions” be  changed  to  “recommendations.”  With 
that  change  we  recommend  the  acceptance  of  this 
report  and  that  the  Society  accept  these  recom- 
mendations printed  herein.  (Approved.) 

On  page  44,  the  report  of  the  Insurance  Plans 
Committee.  We  move  the  acceptance  of  this  report. 
(Approved.) 

On  page  61  the  report  of  the  Mental  Health 
Committee.  We  move  the  acceptance  of  that  report. 
(Approved.) 

On  page  67,  the  Trauma  Committee  report.  We 
move  the  acceptance  of  that  report.  (Approved.) 

Dr.  Bryner:  The  report  from  the  Necrology 
Committee.  Letters  of  sympathy  and  condolence 
have  been  sent  to  the  families  of  each  of  the  fol- 
lowing members  of  the  Utah  State  Medical  Asso- 
ciation who  have  passed  away  during  the  year: 

L.  S.  Merrill,  M.D.,  Ogden,  Utah;  William  M. 
Nebeker,  M.D.,  Salt  Lake  City,  Utah;  G.  G.  Moyes, 

M. D.,  Ogden,  Utah;  C.  Clark  McIntyre,  M.D.,  Hur- 
ricane, Utah;  Hugh  O.  Brown,  M.D.,  Salt  Lake 
City,  Utah;  Leland  Sycamore,  M.D.,  Ogden,  Utah, 
and  S.  B.  Rigby,  M.D.,  Fairview,  Utah.  Would  you 
all  stand  please  and  we  will  observe  a moment  of 
silence. 

(House  of  Delegates  stood  as  a body  in  silence.) 

Dr.  Bryner:  Thank  you. 

Election  of  officers 

Speaker  Petersen:  Thank  you.  Dr.  Bryner.  Now 
at  this  time  I would  like  to  make  a report  from 
the  Tellers  who  counted  the  ballots.  Gentlemen, 
you  have  elected  and  most  of  you  already  know 
the  results  of  the  first,  the  President-Elect  is  Dr. 
Wallace  S.  Brooke  of  Salt  Lake.  Would  you  please 
stand,  Wally,  and  take  a bow  please.  I think  this 
is  an  honor  richly  deserved. 

The  Honorary  President,  Dr.  Joseph  William 
Hayward,  of  Logan.  I don’t  believe  Dr.  Hayward 
is  here,  is  he?  Not  that  I know  of. 

The  Delegate  to  the  A.M.A.,  Dr.  Kenneth  B. 
Castleton,  was  elected  by  acclamation,  as  you 
know.  Ken,  stand  up  and  take  a bow.  Alternate 
Delegate,  your  Speaker,  Drew  M.  Petersen.  You 
elected  as  your  Speaker,  Dr.  Stanley  Child.  The 
Vice  Speaker  automatically  then  will  be  Dr.  R.  N. 
Hirst  of  Ogden. 

At  this  time  I would  like  to  call  on  Dr.  Reed 
Farnsworth  to  give  a brief  verbal  report  on  the 


meeting  which  was  held  last  evening  of  the  Joint 
Advisory  Board  of  the  University  of  Utah  College 
of  Medicine. 

Dr.  Farnsworth:  Gentlemen,  I apologize  for  the 
need  for  this  verbal  report  but  the  board  met 
just  last  evening.  This  is  one  of  the  two  standing 
boards  provided  for  by  our  By-Laws  in  Chapter 
IX  and  consists,  as  was  clarified  by  our  recent 
article  here,  to  consist  of  seven  men  appointed  by 
the  University  of  Utah  School  of  Medicine;  seven 
men  by  the  Utah  State  Medical  Association.  Some 
of  these  appointed  by  the  University  of  Utah 
School  of  Medicine  need  not  be  practicing  physi- 
cians or  members  of  the  teaching  faculty  of  the 
school.  As  was  the  case  last  night,  two  or  three 
of  the  members  were  members  of  the  Board  of 
Regents:  the  President,  Assistant  President  of  the 
school  of  the  University  of  Utah,  and  we  did  have 
a very  enlightening  meeting  last  night  and  do  feel 
this  is  a very  important  board  of  the  Utah  State 
Medical  Association  to  keep  channels  of  communi- 
cation open  between  our  organization  and  the 
College  of  Medicine.  Perhaps  the  most  important 
of  all  our  concerns  during  the  past  year  has  been 
the  fund  drive  and  a very  detailed  and  enlighten- 
ing, heart-warming  report  given  by  Mr.  Lee  Flint 
of  the  total  drive  up  to  this  stage  and  high  praise 
was  accorded  our  own  representative,  Dr.  Kenneth 
Castleton,  who  heads  the  Medical  Division  and 
the  practicing  physician  division  of  this  drive.  We 
have  exceeded  our  quota  and  much  of  this  suc- 
cess is  accorded  to  Dr.  Castleton  with  his  enthusi- 
asm and  in  the  dignified  way  in  which  he  has  gone 
about  it  and  the  comment  was  made,  however, 
that  even  though  our  quota  has  been  achieved 
financially  we  still  need  to  manifest  needed  en- 
thusiasm for  the  program  to  get  funds  from  other 
divisions,  industry  and  other  groups.  They  still  fall 
back  and  say,  “How  are  the  doctors  feeling  about 
this?”  And  in  some  cases,  there  is  need  for  a little 
more  enthusiasm  and  that  was  manifested  or  made 
mention  by  Mr.  Flint  last  night  and  it  would  be 
appreciated  from  the  doctors  that  in  their  discus- 
sion of  this  particularly,  when  asked  by  lay  people, 
manifest  their  enthusiasm  for  the  program.  They 
are  still  about  one  million  dollars  short  of  the  drive 
of  the  needed  amount  of  funds  and  the  last  million 
is  always  the  most  difficult  to  get  and  I feel  that 
it  is  in  very  capable  hands  in  the  hands  of  Mr. 
Flint  and  he  is  certainly  going  to  see  success  com- 
pleted in  this  field. 

The  building  program,  as  you  all  know,  was 
started,  the  ground  has  been  broken  and  excava- 
tion and  footings  are  now  being  established  and 
the  target  date  seems  likely  to  be  achieved.  I be- 
lieve that  is  the  summer  or  fall  of  1961,  is  it,  Dr. 
Price? 

Dr.  Price:  ’62. 

Dr.  Farnsworth:  ’62,  three  years  from  now,  and 
so  let’s  all  lend  our  enthusiastic  support  in  this. 
It  was  felt  by  the  board  last  night  that  there  is 
great  need  for  this  committee.  Many  of  the  bicker- 
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ings  and  misunderstandings  that  occurred  a few 
years  ago  between  the  medical  practicing  physi- 
cians of  our  state  and  the  Medical  School,  its  fac- 
ulty and  administration,  have  now  just  disappeared 
and  been  resolved  and  yet  there  is  a great  need 
for  this  to  continue  to  operate,  to  bring  up  diffi- 
culties which  may  arise  or  keep  channels  of  com- 
munication open  between  our  practicing  medical 
group  and  our  College  of  Medicine  which  we 
depend  on  so  vitally. 

Mention  was  also  made  last  night  by  the  board 
of  the  newly  renovated  or  revised  plan  of  graduate 
training  which  is  now  available  on  the  panel 
system  to  each  component  society  and  we  have 
heard  something  about  that  and  in  its  newly  re- 
vised form  we  will  certainly  do  well,  all  of  us, 
to  make  use  of  this  remarkable  and  complete  sys- 
tem of  postgraduate  training  in  our  component 
societies.  You  are  advised  by  this  board  as  mem- 
bers of  the  Utah  State  Medical  Society  to  bring 
to  the  attention  of  the  Chairman  of  the  board,  or 
at  any  time  address  communication  to  the  board 
concerning  any  questions  you  may  have  concern- 
ing the  inter-relations  of  our  medical  college  and 
any  problem  you  may  have  that  relates  to  this 
board.  A very  enlightening  report  was  given  by 
Dr.  Durham  last  night  on  the  medical  manpower 
procurement  of  these  fast-growing  Western  states 
which  is  the  fastest  growing  area  of  our  country 
at  the  present  time  and  its  medical  needs  in  the 
future  are  being  projected  and  being  carefully 
planned  and  relate  very  closely  to  our  College  of 
Medicine. 

It  is  the  custom  of  this  board  to  alternate  chair- 
manship one  year  by  the  Utah  State  Medical 
Association  with  the  Vice  Chairman  of  the  oppo- 
site group  and  it  rotates  year  to  year.  Last  night 
Dr.  Price  was  again  made  Chairman  of  this  board 
for  the  ensuing  year,  representing  the  University 
of  Utah  College  of  Medicine,  and  our  newly  elect- 
ed— our  President-Elect  who  takes  office  rather 
immediately  now,  I.  Bruce  McQuarrie,  became 
Vice  Chairman  and  our  Executive  Secretary,  Mr. 
Harold  Bowman,  remains  as  Secretary  to  this 
group.  It  is  a very  influential  group,  a difficult 
group  to  get  together  because  the  men  on  the 
Board  of  Regents  who  are  captains  of  industry. 
President  of  the  University  and  various  other 
busy  men  but  it  serves  a great  need  and  must  go 
on  and  I am  happy  to  make  this  short  report. 

Dr.  Petersen:  Now,  at  this  time  it  gives  me  a 
great  deal  of  pleasure  to  call  on — I was  going  to 
say  immediate  past  President.  I guess  I had  better 
still  call  him  the  President  of  the  Utah  State 
Medical  Association,  Dr.  U.  R.  Bryner,  who  will 
install  the  President  Elect.  Dr.  Bryner. 

Installation  of  the  President 

Dr.  Bryner:  Thank  you,  Drew.  Would  you  come 
over,  Bruce,  please?  Mr.  Speaker  and  Members 
of  the  House  of  Delegates,  this  is  probably  the 
happiest  moment  of  the  past  year.  I wish  it  were 
Friday  night  at  10:30  or  11:00  rather  than  just 


today  that  I could  hand  this  over  and  walk  right 
out  and  be  through,  but  I have  to  carry  on  for 
the  banquet  on  Friday  night.  But  as  far  as  I am 
concerned  now,  I hand  over  all  the  duties  to  Bruce 
and  I assure  you  that  in  my  work  with  Dr.  Mc- 
Quarrie during  the  past  year  on  the  Council,  that 
he  is  going  to  carry  on  in  a very  able  manner  so 
Bruce,  it  is  with  a lot  of  thanksgiving  in  my  heart 
that  I hand  this  gavel  to  you  and  congratulate 
you  and  ask  you  to  carry  on  as  the  President  of 
the  Utah  State  Medical  Association. 

Dr.  McQuarrie:  Thank  you.  Dr.  Bryner.  Well, 
Dr.  Bryner,  I have  the  pleasure  and  distinction 
and  honor  to  present  you  with  a certificate  and 
I think  of  commending  your  last  year’s  work  and 
I believe  I speak  for  everyone  in  the  organization 
because  I say  this  in  sincerity  because  I have 
never  heard  a word  contrary  to  it  since  I have 
been  associated  with  you,  that  the  doctors  of  Utah 
feel  that  you  have  not  just  performed  a service 
but  an  outstanding  service  to  us  and  you  have 
filled  your  office  with  not  only  what  I think,  at 
least,  is  terrific  executive  ability  but  with  pro- 
fessional dignity  and  we  thank  you. 

Dr.  Bryner:  Thank  you  very  much. 

Dr.  McQuarrie:  Now,  Dr.  Petersen  told  me  not 
to  talk  too  much.  He  knows  me  pretty  well  from 
Weber  County  and  it  isn’t  my  place  to  give  a 
speech  but  I certainly  wish  to  thank  you  for  at 
least  your  feeling  that  I could  carry  on  as  Presi- 
dent of  this  organization  and  I approach  it  with  a 
rather  mixed  tossed  salad  sort  of  an  emotion  of 
duty  and  humility;  pride  to  a certain  extent,  but 
I will  assure  you,  mostly  fear.  It’s  been  said  by 
most  philosophers  on  earth  that  the  human  race 
lives  regretting  the  past,  dissatisfied  with  the  pres- 
ent and  fearing  the  future.  Well,  I am  sure  I am 
in  the  category  but  I feel  that  over  at  least  the 
last  seven  or  eight  years  the  Utah  State  Medical 
Society  has  grown  up  and  we  are  becoming  corre- 
lated and  we  are  coming  to  the  point  that  we  are 
assuming  our  responsibilities  well  and  I hope  we 
will  continue  along  that  line. 

Dr.  Bryner  has  assured  me  that  he  will  give 
me  all  the  help  he  can.  The  Council  is  composed 
of  the  Past  President  and  the  President-Elect  as 
well  as  members  from  the  component  societies; 
one  member  from  each  society;  the  Executive 
Secretary;  the  Speaker  of  the  House,  any  member 
of  the  A.M.A.,  that  is,  that  holds  a position  in  the 
A.M.A.  I feel  that  with  men  like  George  Fister 
being  present  there  that  you  and  these  others  that 
I have  spoken  of,  Ken  Castleton,  that  has  so  much 
experience,  that  I won’t  take  you  far  astray.  So 
I look  forward  to  this  year  with — thought  at  first 
that  I should  get  up  some  pet  project  and  try  to 
shove  it  over  or  something  of  that  kind,  but  I 
finally  decided  and  settled  down  that  I would  just 
more  or  less  be  the  chairman  and  listen  as  much 
as  I can.  I thank  you. 

Dr.  Clayton:  I think  one  of  the  big  jobs  that 
has  been  done  at  this  session  and  at  every  ses- 
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sion  and  that  is  the  Speaker  of  the  House.  He  has 
done  a terrific  job  to  organize  this  meeting  as 
well  as  it  has  been  conducted  and  I think  we  owe 
the  Speaker  a vote  of  thanks.  (Applause.) 

Speaker  Petersen:  I don’t  know  whether  that 
was  deserved  but  I appreciate  it  very  much.  Un- 
less there  is  further  business,  this  House  is  ad- 
journed. 

(The  65th  Annual  Meeting  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association 
adjourned  at  12:30  o’clock  p.m.,  September  16, 

1959.) 


Obituaries 

Oldest  practicing  doctor  dies  in  Holyoke 
Frank  M.  Means,  M.D.,  died  on  September  25, 
1959,  in  Holyoke,  Colorado,  after  a long  illness. 
Dr.  Means  was  born  April  19,  1876,  in  Memphis, 
Missouri,  and  was  the  son  of  James  Means,  a well- 
known  Missouri  state  legislator  of  that  time.  He 
started  practice  in  Holyoke  in  1901  after  being 
graduated  from  the  old  Lincoln  Medical  College 
in  Lincoln,  Nebraska. 


Dr.  Means  was  a life  emeritus  member  of  the 
Northeast  County  Medical  Society.  During  his 
years  of  practice  in  Holyoke,  he  delivered  more 
than  5,200  babies,  more  than  twice  the  present 
population  of  the  community.  This  nationally  fa- 
mous doctor  once  described  his  practice  as  “just 
a seven  day  a week  job.” 

Dr.  Means  was  a member  of  the  Masonic  bodies 
and  also  of  the  Knights  of  Pythias. 

Survivors  are  a son  and  daughter  and  numer- 
ous grandchildren. 

Pueblo  octogenarian  passes  away 

Ernest  H.  Steinhardt,  M.D.,  died  recently  in 
Pueblo.  Dr.  Steinhardt  was  born  in  Pomerania, 
Germany,  September  2,  1876,  and  came  to  the 
United  States  with  his  parents  in  1883.  Six  years 
later  he  became  a citizen  and  moved  with  his 
family  to  Logan  County,  Colorado. 

Dr.  Steinhardt  began  his  medical  training  at 
the  Denver  College  of  Physicians  and  Surgeons, 
but  graduated  from  the  Hahnemann  Medical  Col- 
lege and  Hospital  in  Chicago  in  1913. 

In  1917  he  was  an  assistant  physician  on  the 
staff  of  the  State  Hospital  at  Pueblo  and  served 
there  for  13  years.  The  Child  Welfare  Association 
was  part  of  his  work  in  Pueblo  for  eight  years  and 
he  then  joined  the  Colorado  Fuel  and  Iron  Corpo- 
ration as  a plant  physician.  He  was  elected  to 
membership  in  the  Colorado  State  Medical  Society 
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in  1918  and  was  a member  of  the  Clinical  and 
Pathological  Society.  Dr.  Steinhardt  was  a veteran 
of  the  Spanish-American  War  and  had  served  as 
a surgeon. 

Survivors  are  his  widow,  two  brothers  and  an 
aunt. 


Mr.  Ed  Schenck,  Big  Mountain  Ski  Resort,  White- 
fish,  Montana.  There  will  be  a limited  number  of 
vacancies  in  the  Big  Mountain  Chalet  which  will 
be  allotted  on  a first  come,  first  served  basis. 
Overflow  reservations  will  be  accommodated  at 
nearby  Whitefish. 


Big  Mountain  Medical  Meeting 

The  Third  Annual  Big  Mountain  Medical  Meet- 
ing will  be  held  January  20  through  January  30 
at  the  Big  Mountain  Ski  Resort  in  Whitefish, 
Montana. 

Sponsored  by  the  Flathead  County  Medical 
Society,  the  meeting  is  conducted  by  a group  of 
distinguished  physicians  from  the  University  of 
Minnesota  and  Minneapolis.  There  will  be  a daily 
panel  discussion  following  the  close  of  the  ski  tow 
at  4:30  p.m.,  and  on  Friday,  January  29,  there 
will  be  a social  hour  and  dinner  following  an 
afternoon  scientific  session. 

AAGP  accreditation  has  been  applied  for. 

Requests  for  reservations  should  be  mailed  to 
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New  50-Year  Members.  Dr.  Edwin  M.  Adams  of 
Red  Lodge  (left),  Dr.  L.  W.  Baskett  of  Big  Timber 
(right),  and  Dr.  C.  L.  Boudeau  of  Missoula  (not 
shown)  became  50-year-club  members  of  the  Mon- 
tana Medical  Association  at  the  annual  banquet 
of  the  81st  convention  of  the  association.  Dr. 
Boudeau  was  unable  to  be  present  for  the  cere- 
mony. 

A correction 

The  proceedings  of  the  meeting  of  the  House 
of  Delegates  at  its  1959  Interim  Session,  which 
were  published  in  the  July,  1959,  issue  of  the 
Rocky  Mountain  Medical  Journal,  erroneously  re- 
ported that  the  State  Department  of  Public  Wel- 
fare planned  to  reimburse  physicians  for  examina- 
tions to  determine  the  eligibility  for  disability 
benefits  under  the  federal  Social  Security  laws 
at  a fee  of  $11. 

The  Economic  Committee  of  this  Association,  in 
its  report  to  the  House  of  Delegates  at  its  meeting 
in  Butte  during  September,  reported  that  the 
State  Department  of  Public  Welfare  will  reim- 
burse a physician  for  examinations  to  determine 
disability  under  the  state  program  of  aid  to  the 
disabled,  at  a fee  of  $9  for  the  basic  examination. 
If  a physician  completes  only  a medical  report 
based  upon  the  medical  history  available  in  his 
office  to  determine  disability  under  the  Public 
Assistance  program  of  the  State  Department  of 
Public  Welfare  he  will  receive  a fee  of  $3  for  his 
report.  If  special  procedures  or  examinations  by 
the  physician  are  necessary  to  determine  disability 
under  the  State  Public  Assistance  program,  physi- 
cians will  be  reimbursed  for  the  special  procedures 
on  the  basis  of  the  Average  Fee  Schedule  less  20 
per  cent. 
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Obituary 

J.  SEARLE  McDEDE 

Joseph  Searle  McDede,  Jr.,  M.D.,  Fort  Benton, 
died  October  17,  1959,  after  an  illness  of  several 
months.  Dr.  McDede  was  born  in  Jersey  City, 
New  Jersey,  April  7,  1910.  He  received  an  A.B. 
degree  from  Yale  University  in  1932  and  an  M.D. 
degree  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1937. 

Dr.  McDede  practiced  for  two  years  in  West 
Virginia  before  enlisting  in  the  Medical  Corps  of 
the  United  States  Army.  During  World  War  II,  he 
served  as  a flight  surgeon  with  the  rank  of  major 
with  the  Air  Transport  Command  in  the  India- 
China-Burma  theater.  Following  discharge  from 
active  duty,  he  moved  to  Fort  Benton  for  the  gen- 
eral practice  of  medicine. 

In  his  community  he  was  very  active,  not  only 
in  medical  affairs  but  also  in  civic  affairs. 


Proceedings  of  the  House  of  Delegates 
Montana  Medical  Association 

81st  Annual  Meeting 
September  17-19,  1959 
Butte 

FIRST  SESSION 
September  17,  1959 

The  first  session  of  the  81st  Annual  Meeting  of 
the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  Herbert  T. 
Caraway,  M.D.,  President,  at  8:50  a.m.,  September 
17,  in  the  Silver  Bow  Room  of  the  Finlen  Hotel, 
Butte. 

The  Secretary,  W.  E.  Harris,  M.D.,  announced 
that  all  delegates  seated  had  presented  proper 
credentials  and  that  a quorum  was  present. 

It  was  regularly  moved,  seconded  and  carried 
that  the  following  members  of  this  Association 
be  seated  as  delegates  to  represent  the  component 
society  indicated: 

John  A.  Layne,  M.D.,  Cascade  County  Medical 
Society. 

George  D.  Waller,  M.D.,  Northcentral  Montana 
Medical  Society. 

B.  C.  Farrand,  M.D.,  and  S.  A.  Olson,  M.D., 
Southeastern  Montana  Medical  Society. 

George  G.  Sale,  M.D.,  Western  Montana  Medi- 
cal Society. 

James  D.  Morrison,  M.D.,  Yellowstone  Valley 
Medical  Society. 

It  was  moved  that  the  reading  of  the  minutes 


of  the  12th  Interim  Session  of  the  House  of  Dele- 
gates, held  in  Helena  on  April  3-4,  be  dispensed 
with  inasmuch  as  these  minutes  were  published 
in  the  July,  1959,  issue  of  the  Rocky  Mountain 
Medical  Journal.  This  motion  was  seconded  and 
carried.  It  was  then  moved,  seconded  and  carried 
that  the  minutes  of  the  12th  Interim  Session  be 
approved  as  published. 

The  Chairman  of  the  Nominating  Committee, 
James  D.  Morrison,  M.D.,  presented  the  names  of 
the  following  members  of  this  Association  as  the 
nominees  of  the  committee  for  the  offices  indi- 
cated: 

President-Elect:  Raymond  F.  Peterson,  M.D., 
Butte. 

Vice  President:  Everett  H.  Lindstrom,  M.D., 
Helena. 

Secretary-Treasurer:  W.  E.  Harris,  M.D.,  Liv- 
ingston. 

Assistant  Secretary- Treasurer:  Jess  T.  Schwid- 
de,  M.D.,  Billings. 

Executive  Committee:  Herbert  T.  Caraway, 
M.D.,  Billings,  and  John  A.  Layne,  M.D.,  Great 
Falls. 

President  Caraway  announced  that  he  would 
call  for  additional  nominations  to  these  offices 
immediately  preceding  the  election  which  will  be 
held  at  a subsequent  session. 

Report  of  A.M.A.  Delegate 

Paul  J.  Gans,  M.D.,  Delegate  to  the  American 
Medical  Association,  read  the  following  report 
which  was  referred  by  President  Caraway  to  the 
Reference  Committee  on  Officers,  Meetings  and 
Administration  for  study: 

The  American  Medical  Association  held  its  108th  Annual 
Meeting  in  Atlantic  City,  June  8-12,  1959.  Present  as  repre- 
sentatives of  the  Montana  Medical  Association  were  the 
Delegate,  Paul  J.  Gans,  M.D.;  Alternate  Delegate,  Sidney  C. 
Pratt,  M.D.;  Secretary,  William  E.  Harris,  M.D.;  and  Execu- 
tive Secretary,  Mr.  L.  R.  Hegland. 

The  highlight  of  the  meeting  was  the  appearance  of 
Dwight  D.  Eisenhower,  President  of  the  United  States.  This 
marked  President  Eisenhower’s  second  appearance  before  the 
American  Medical  Association  House  of  Delegates  and  prob- 
ably the  first  appearance  of  a President  of  the  United  States 
at  an  Annual  or  Clinical  Session  of  the  A.M.A.  Mr.  Eisen- 
hower urged  American  physicians  to  protect  “the  private 
arrangement  between  the  doctor  and  his  patient.”  He  stated 
that  he  was  “indeed  gratified  to  learn  of  medical  leadership 
in  meeting  the  health  problems  of  the  aged.”  He  noted  that 
the  American  Medical  Association  had  “embarked  upon  an 
all-inclusive  program  to  reorient  our  thinking  about  the 
place  of  the  elder  citizen  in  modern  society  and  to  help  him 
meet  his  health  care  needs.”  He  further  stated  that  for  this 
care  it  might  become  necessary  that  “government  action  at 
appropriate  levels”  be  used.  It  would  seem  apparent  from 
this  last  statement  that,  if  medicine  does  not  submit  means 
for  handling  the  problems  of  the  aged,  the  government  will. 

Installed  as  President  of  the  American  Medical  Association 
for  the  coming  year  was  Louis  M.  Orr,  M.D.,  of  Orlando, 
Florida.  Named  as  President-Elect  for  the  same  period  was 
E.  Vincent  Askey,  M.D.,  Los  Angeles,  California,  former 
Speaker  of  the  House  of  Delegates. 

Many  resolutions  were  brought  before  the  House  concern- 
ing the  medical  profession  in  the  United  States.  Some  of  the 
most  Important  of  these  will  constitute  the  main  substance 
of  this  report.  The  full  proceedings  of  the  House  are  available 
to  all  through  the  Journal  of  the  A.M.A.  for  those  who  wish 
to  read  them  in  more  detail. 

Osteopathy 

In  view  of  the  fact  that  our  State  of  Montana  is  one  of 
the  12  states  in  the  Union  that  does  not  license  osteopaths  to 
practice  an  unrestricted  system  of  healing  and  also  in  view 

continued  on  page  103 
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of  the  problems  which  confront  us  as  a group  during  each 
legislative  session  in  this  state,  the  relationship  between  medi- 
cine and  osteopathy  on  a national  scope  is  of  great  interest 
to  all  of  us.  This  marks  the  first  time  since  1955,  when  the 
Cline  Committee  gave  its  report  on  this  subject  to  the  A.M.A., 
that  this  subject  has  been  discussed.  In  compliance  with  a 
resolution  adopted  by  the  House  of  Delegates  at  the  Minne- 
apolis session  in  December,  1958,  the  Judicial  Council  re- 
viewed the  past  pronouncements  of  the  House  of  Delegates 
and  the  laws  of  the  several  states  in  regard  to  osteopathy. 
In  considering  this  special  report  of  the  Judicial  Council,  the 
House  adopted  the  following  policy  statement  regarding  inter- 
professional relations: 

1.  All  voluntary  professional  associations  between  doctors 
of  medicine  and  those  who  practice  a system  of  healing  not 
based  upon  scientific  principles  are  unethical. 

2.  Enactment  of  medical  practice  acts  requiring  all  who 
practice  as  physicians  and  surgeons  to  meet  the  same  qualifi- 
cations, take  the  same  examinations  and  graduate  from  schools 
approved  by  the  same  agency  should  be  encouraged  by  the 
constituent  associations. 

3.  It  shall  not  be  considered  contrary  to  the  Principles  of 
Medical  Ethics  for  doctors  of  medicine  to  teach  students  in 
an  osteopathic  college  which  is  in  the  process  of  being  con- 
verted into  an  approved  medical  school  under  the  supervision 
of  the  A.M.A.  Council  on  Medical  Education  and  Hospitals. 

4.  A liaison  committee  be  appointed  by  the  Board  of 
Trustees  of  the  American  Medical  Association  to  meet  with 
representatives  of  the  American  Osteopathic  Association,  if 
mutually  agreeable,  to  consider  problems  of  common  concern, 
including  interprofessional  relationships  on  a national  level. 

Commission  on  Medical  Care  Plans 

This  commission  was  instructed  to  determine  whether 
current  medical  care  plans  are  promoting  (1)  the  highest 
quality  of  health  services,  (2)  the  welfare  of  the  public  and 
the  medical  profession,  and  (3)  the  ethical  standards  of  the 
medical  profession.  The  report  of  the  commission  contains  a 
large  volume  of  information.  This  report  was  reviewed  by 
a special  reference  committee  and  presented  to  the  House  of 
Delegates.  The  House  approved  36  of  the  recommendations 
without  change,  but  reworded  three.  In  regard  to  “free  choice 
of  physicians,”  the  House  stated:  “The  American  Medical 
Association  believes  that  free  choice  of  physician  is  the  right 
of  every  individual,  and  one  which  he  should  be  free  to 
exercise  as  he  chooses.  Each  individual  should  be  accorded 
the  privilege  to  select  and  change  his  physicians  at  will  or 
to  select  his  preferred  system  of  medical  care  and  the  Ameri- 
can Medical  Association  vigorously  supports  the  right  of  the 
individual  to  choose  between  these  alternatives.”  In  connec- 
tion with  free  choice  of  physician,  the  House  also  requested 
the  Board  of  Trustees  to  transmit  to  all  constituent  societies 
the  far-reaching  significance  of  recommendation  A-7,  which 
states:  “Free  choice  of  physician  is  an  important  factor  in 
the  provision  of  good  medical  care.  In  order  that  the  principle 
of  free  choice  of  physician  be  maintained  and  be  fully  imple- 
mented, the  medical  profession  should  discharge  more  vigor- 
ously its  self-imposed  responsibility  for  assuring  the  compe- 
tency of  physician’s  services  and  their  provision  at  a cost 
which  people  can  afford.” 

Social  Security 

In  considering  five  resolutions  on  the  subject  of  com- 
pulsory Social  Security  coverage  for  self-employed  physicians, 
the  House  disapproved  of  four  and  adopted  one  reaffirming 
its  opposition  to  the  compulsory  inclusion  of  physicians.  In 
doing  so,  the  delegates  expressed  concern  over  the  possible 
effects  that  a change  of  policy  might  have  upon  the  Associa- 
tion’s entire  legislative  program,  particularly  as  it  may  affect 
the  Forand  Bill. 

The  House  also  recognized  “the  apparent  growing  demand 
by  physicians  for  economic  security”  and  requested  the  Board 
of  Trustees  to  investigate  the  possibilities  of  developing  group 
insurance  and  retirement  plans  which  could  be  made  available 
to  Association  members.  It  accepted  a reference  committee 
suggestion  “that  the  American  Medical  Association  continue 
and  expand  its  educational  program  to  inform  its  members 
of  the  economic,  social  and  moral  advantages  of  economic 
security  obtained  within  the  framework  of  our  free  enter- 
prise system  rather  than  through  the  mechanisms  of  govern- 
mental Social  Security.” 

Auxiliary  President  speaks 

Mrs.  Robert  G.  Kroeze,  President  of  the  Wom- 
an’s Auxiliary  to  the  Montana  Medical  Association, 


read  the  following  report  which  was  referred  by 
President  Caraway  to  the  Reference  Committee 
on  Affiliated  Organizations  for  study: 

As  President  of  the  Woman’s  Auxiliary  to  the  Montana 
Medical  Association,  I am  happy  to  report  our  accomplish- 
ments for  the  year  1958-59. 

The  Auxiliary  alerted  all  its  members  during  the  legisla- 
tive session  requesting  their  active  participation  against  the 
osteopathic  and  chiropractic  bills.  So  much  mail  was  sent  to 
Helena  that  a great  part  of  it  was  never  opened.  The  Auxiliary 
also  contacted  Montana  Representatives  in  the  U.  S.  Congress 
concerning  its  disapproval  of  the  Forand  Bill.  Each  member 
has  been  requested  to  compose  a file  of  the  names  of  lay 
people  and  organizations  to  whom  we  can  appeal  at  a 
moment’s  notice  for  assistance  in  legislative  matters.  Each 
member  has  been  urged  to  be  a good  citizen;  to  know  who 
and  why  and  for  what  she  is  voting  and  to  influence  her 
friends  and  acquaintances. 

A quota,  set  by  the  national  Auxiliary,  of  422  subscriptions 
to  “Today’s  Health”  was  surpassed.  This  is  the  first  time 
Montana  achieved  a subscription  rate  of  more  than  100  per 
cent.  Gift  subscriptions  were  given  to  the  members  of  the 
Lewis  and  Clark  Coimty  Medical  Society  in  appreciation  of 
their  annual  hospitality  at  the  time  of  the  Interim  Session 
and  to  eight  4-H  Club  state  winners  in  the  field  of  health 
and  safety. 

A total  of  $1,007.18  was  contributed  by  this  Auxiliary  to 
the  American  Medical  Education  Foundation.  The  Association 
of  American  Physicians  and  Surgeons  essay  contest  was  spon- 
sored statewide,  with  prizes  donated  by  the  Auxiliary  of 
$100,  $75,  and  $50. 

At  the  request  of  Mr.  Hegland,  the  Auxiliary  acts  as  a 
clipping  bureau,  gathering  news  about  medicine,  health  and 
physicians  from  local  newspapers. 

Our  state  publication,  “The  Nuggets,”  is  mailed  to  all 
members,  four  times  a year.  Requests  from  other  state  auxil- 
iaries to  reprint  subject  matter  from  “The  Nuggets”  attests  to 
its  success.  Auxiliary  publicity  has  grown  enormously  as 
news  releases,  pictures,  radio  and  television  have  recorded 
the  Auxiliary’s  objectives  and  accomplishments. 

Future  Nurses’  Clubs  are  sponsored  by  the  Auxiliary  and 
many  scholarships  and  loans  are  given  para-medical  students; 
prizes  are  awarded  Science  Fair  winners,  and  at  least  two 
local  Science  Fairs  are  sponsored  by  county  auxiliaries. 

Home  nursing  and  first-aid  classes  are  taught  by  Auxiliary 
members.  Trained  members  speak  at  High  School  Career  Days 
and  many  hours  of  work  are  donated  by  members  to  the 
Red  Cross  and  Blood  Mobiles. 

The  Auxiliary  Is  represented  on  the  Governor’s  Committee 
for  Mental  Health  and  the  Rocky  Mountain  Association  for 
Retarded  Children.  Our  members  cooperate  with  hospital 
auxiliaries  and  guilds.  Grey  Ladies,  P.T.A.’s,  and  nearly  every 
other  service  organization  using  women  for  volunteer  work. 
Thousands  of  hours  have  been  contributed  to  community 
welfare  in  over  50  different  organizations.  Literature  from 
the  American  Medical  Association,  films  and  tapes  have  been 
used  for  our  programs  and  shared  with  P.T.A.’s,  4-H  Clubs 
and  high  schools. 

Materials  on  aging  and  mental  health  have  been  intro- 
duced to  the  American  Association  of  University  Women, 
P.T.A.’s  and  church  groups.  Used  typewriters  have  been 
provided  for  ungraded  classes  of  retarded  children;  and  a 
survey  was  conducted  in  BiUings  to  inform  the  public  of  the 
need  for  a visiting  nurse  service. 

Much  emphasis  has  been  placed  on  safety,  both  on  the 
highway  and  in  the  home.  Films,  talks  from  resource  people. 
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skits  and  a unique  Handy  Six  Pac,  demonstrated  at  the  Fall 
Conference,  have  been  introduced  to  the  11,000  members  of 
4-H  Clubs  and  to  schools  and  P.T.A.  groups.  Hill  County  ran 
classified  advertisements  on  the  dangers  of  poison  in  the 
home. 

The  President  and  President-Elect  visit  each  county  auxil- 
iary annually;  and  a school  of  instruction  is  conducted  at 
the  time  of  the  annual  meeting  of  the  Auxiliary. 

The  Auxiliary  is  very  proud  of  its  parent  organization  and 
the  interest,  help  and  enthusiasm  shown,  by  the  Montana 
Medical  Association  for  its  Auxiliary.  The  officers  of  the 
Montana  Medical  Association  and  its  Executive  Secretary, 
Mr.  Hegland,  are  especially  thanked  for  their  help  and 
thoughtfulness  to  this  Auxiliary. 

Membership  increase 

William  E.  Harris,  M.D.,  read  the  following 
report  of  the  Secretary-Treasurer  which  was  re- 
ferred by  President  Caraway  to  the  Reference 
Committee  on  Officers,  Meetings  and  Administra- 
tion for  study: 

Due  to  the  fact  that  the  last  Interim  Session  immediately 
followed  the  state  legislative  session,  the  local  medical  politics 
appear  to  be  meekly  brewing  and  there  is  nothing  of  serious 
consequence  for  your  Secretary  to  report.  I did,  however, 
attend  the  Annual  Meeting  of  the  A.M.A.  in  Atlantic  City, 
with  our  Delegate,  Alternate  Delegate  and  Executive  Secre- 
tary. Since  it  was  my  first  as  Secretary-Treasurer,  I did 
gather  some  interesting  and  delightful  impressions.  The  role 
of  the  Seeretary-Treasurer  at  an  A.M.A.  meeting  is  somewhat 
minor  but  the  political,  social  and  economic  information  that 
he  gathers  may  be  of  great  assistance  to  his  state’s  over-all 
knowledge  on  conducting  all  association  affairs.  The  purpose 
of  any  medical  man  is  not  to  rest  and  sleep  on  his  medical 
knowledge  but  also  to  preserve  our  American  way  of  con- 
ducting medical  practice  by  informing  the  membership  of  his 
society.  The  Forand  Bill  was  tabled  by  the  cagey  congressional 
committee  after  allowing  all  the  pressure  groups  to  put  on 
their  show. 

As  of  September  8,  the  membership  of  your  Assoeiation 
ineluded  543  active  (dues-paying)  members,  seven  honorary 
members  and  56  inactive  members.  Inasmuch  as  there  are 
still  approximately  five  physicians  who  have  not  remitted 
dues  for  the  current  year  and  inasmuch  as  there  are  a 
number  of  physicians  who  have  only  recently  established 
their  practices  in  Montana  and  have,  therefore,  not  as  yet 
become  members  in  good  standing,  it  is  anticipated  that 
there  wiU  be  a small  increase  in  the  total  number  of  dues- 
paying  members  for  the  current  year.  The  total  active  mem- 
bership of  your  Association  during  1958  was  544  and  during 
1957,  it  was  also  544.  In  1956  the  total  number  of  active 
members  was  523;  in  1955,  503;  and  in  1954,  472.  The  total 
income  of  your  Association  from  membership  dues,  as  of 
September  8,  1959,  amounts  to  $29,053.75.  This  amount  is 
approximately  $100  greater  than  the  amount  budgeted  for 
the  current  year. 

As  your  Secretary,  I would  again  like  to  take  this  oppor- 
tunity to  urge  that  all  members  of  this  House  of  Delegates 
encourage  those  physicians  in  Montana,  who  are  not  yet 
members  of  your  Association  and  the  A.M.A.,  to  join  the 
ranks  of  organized  medicine  through  the  component  medical 
society  in  the  community  in  which  they  practice. 


Executive  Committee  report 

Secretary  Harris  read  the  following  report  of 
the  Executive  Committee  which  was  referred  by 
President  Caraway  to  the  Reference  Committee  on 
Officers,  Meetings  and  Administration  for  study: 

Since  the  Interim  Session  of  this  Association  in  Helena 
last  April,  it  has  been  necessary  that  the  Executive  Committee 
meet  to  discuss  and  transact  business  of  the  Association,  ad 
interim,  but  once.  The  Executive  Committee  met  in  Helena 
on  August  15,  and  submits  the  recommendations  outlined  be- 
low for  the  information  and  action  of  this  House  of  Dele- 
gates. The  Executive  Committee  will  meet  again  in  Butte  on 
September  16  immediately  preceding  the  Annual  Meeting  of 
the  House  of  Delegates  and  will  probably  prepare  a supple- 
mental report  to  submit  to  the  House. 

Under  the  direction  of  the  Executive  Committee,  the 
Executive  Office  of  this  Association  has  concluded  the  many 
directives  of  the  House  of  Delegates  following  the  1959  In- 
terim Session. 

At  its  meeting  on  August  15,  the  Executive  Committee 
agreed  to  recommend  to  the  House  of  Delegates  that  the 
1960  Interim  Session  be  held  in  Helena  on  Friday  and  Satur- 
day, February  26  and  27,  and  that  the  1960  Annual  Meeting 
be  held  in  Bozeman,  Thursday,  Friday  and  Saturday,  Sep- 
tember 15,  16  and  17. 

During  the  summer  months  the  Chairman  of  the  Member- 
ship Committee  of  the  American  Association  of  Medical 
Assistants  sought  the  approval  of  this  Association  for  the 
organization  of  a Montana  chapter.  Since  the  American  Asso- 
ciation of  Medical  Assistants  has  received  the  approval  of  the 
American  Medical  Association,  your  Executive  Committee 
voted  to  authorize  its  Membership  Committee  to  organize  a 
chapter  in  Montana. 

The  Medical  and  Chirurgical  Faculty  of  the  State  of  Mary- 
land, prior  to  the  Annual  Meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association,  requested  that  certain 
recommendations  of  its  Committee  on  Veterans  Medical  Care 
be  endorsed  by  this  Associat.on.  The  recommendations  of  the 
Committee  on  Veterans  Care  of  the  Medical  and  Chirurgical 
Faculty  of  the  State  of  Maryland,  which  have  been  endorsed 
on  several  occasions  by  its  House  of  Delegates,  were  as 
follows; 

1.  Limit  federal  medical  care  of  all  veterans  to  service- 
connected  disabilities. 

2.  Have  veterans  with  service-connected  disabilities  cared 
for  by  the  Armed  Forces  hospitals  or  by  local  civilian  hospitals 
on  a hometown  care  basis.  U.  S.  Public  Health  Service  hos- 
pitals might  also  be  used  to  a limited  extent. 

3.  If  and  when  Number  1 and  Number  2 are  accomplished, 
a study  be  made  at  the  state  level  as  to  the  disposition  of  the 
Veterans  Administration  hospital  facilities.  Consideration 
should  be  given  to  turning  them  over  to  the  states,  possibly 
as  hospitals  for  tuberculosis  and  neuro-psychiatric  patients. 

Your  Executive  Committee,  after  a mail  poll  which  was 
confirmed  at  its  last  meeting,  voted  to  endorse  these  recom- 
mendations on  behalf  of  the  Montana  Medical  Association 
and  to  support  fully  the  efforts  of  the  medical  association  of 
Maryland  and  of  the  American  Medical  Association  to  obtain 
a congressional  hearing  before  the  Veterans  Affairs  Committee 
of  the  U.  S.  House  of  Representatives.  The  Executive  Com- 
mittee recommends  that  this  House  of  Delegates  confirm  its 
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action  and  endorse  the  recommendations  upon  medical  care 
for  veterans  as  outlined  above. 

It  is  the  opinion  of  your  Executive  Committee  that  one 
of  the  prime  functions  and  purposes  of  the  two  yearly  meet- 
ings of  this  Association  is  the  opportunity  offered  to  all 
Montana  physicians  to  participate  in  scientific  discussions 
and  to  keep  abreast  of  the  social,  economic  and  political 
changes  of  society,  particularly  when  these  evolutionary 
changes  relate  to  the  responsibilities  of  physicians  and  to 
the  practice  of  medicine.  The  Executive  Committee,  therefore, 
suggests  to  the  House  of  Delegates  that  it  adopt,  as  a policy 
of  the  Association,  a recommendation  to  discourage  formal 
meetings  of  specialty  groups  on  the  days  preceding  and 
following  the  dates  of  the  Annual  Meetings  and  of  the 
Interim  Sessions,  as  well  as  during  the  days  that  these  meet- 
ings are  in  session.  The  Executive  Committee,  however,  rec- 
ognizes the  desirability  of  offering  to  those  physicians,  who 
limit  their  practice  to  a certain  specialty,  an  opportunity  to 
meet  and  to  confer  with  the  guest  speakers,  who  also  limit 
their  practice,  at  our  annual  and  interim  sessions.  The  com- 
mittee believes  that  such  conferences  offer  distinct  educational 
advantages  to  specialists,  as  they  may  review  and  discuss 
specific  problems  or  therapeutic  advances.  For  these  reasons 
the  Executive  Committee  proposes  that  at  scientific  meetings 
of  this  Association,  hereafter,  the  Program  Committee  shall 
make  every  effort  to  arrange  luncheon  panel  discussions  so 
that  physicians  in  the  practice  of  the  various  specialties  of 
medicine  may  confer  with  the  individual  invited  guest  speak- 
ers of  the  Association. 

Recently  the  Executive  Committee  was  advised  that  one 
of  the  standing  committees  of  the  Association,  in  conjunction 
with  the  State  Board  of  Health,  had  solicited  funds  from 
certain  pharmaceutical  firms  and/or  medical  supply  houses 
to  finance  two  scientific  meetings  of  physicians,  nurses  and 
others  interested  in  maternal  and  new-born  care.  The  Execu- 
tive Committee  has  reason  to  assume  that  these  solicitations 
were  made  by  letters  written  on  the  stationery  of  the 
Montana  Medical  Association.  Because  the  Executive  Commit- 
tee frowns  upon  such  practices,  it  recommends  that  the 
House  of  Delegates  state  categorically  that  it  is  the  policy 
of  this  Association  that  no  funds  shall  be  solicited,  directly 
or  indirectly,  for  any  purpose  in  the  name  of  this  Association 
by  any  of  its  standing  or  special  committees,  its  officers  or 
individual  members  without  the  express  consent  of  the  Execu- 
tive Committee  or  of  the  House  of  Delegates. 

In  addition  and  for  reasons  related  to  the  above  recom- 
mendation, the  Executive  Committee  also  voted  to  recom- 
mend that  the  House  of  Delegates  establish  an  additional 
policy  under  which  a carbon  copy  of  any  and  all  letters, 
except  those  of  a very  confidential  nature,  written  by  of- 
ficers, committee  chairmen  or  others  on  the  letterhead  of 
this  Association,  or  on  a personal  letterhead  in  the  name  of 
this  Association  or  one  of  its  committees,  shall  be  filed  in  the 
Executive  Office  of  the  Association  in  Billings.  Also,  the 
Executive  Committee  suggests  that  copies  of  any  letters  writ- 
ten on  behalf  of  the  Association  or  of  one  of  its  committees 
be  retained  in  the  permanent  files  of  the  committee  chairman 
or  officer.  The  approval  of  this  policy  by  the  House  of  Dele- 
gates will,  in  the  opinion  of  the  Executive  Committee,  aid 
in  the  prevention  of  misstatements  of  policy  and  will  provide 
full  and  complete  information  about  Association  and  commit- 
tee activities  in  a centrally  located  file. 

At  the  1959  Interim  Session  of  the  House  of  Delegates  a 
resolution  was  adopted  recommending  that  the  Montana 
Highway  Patrol  delete  the  request  for  blood  type  on  the 
application  for  a driver’s  license  and  on  the  driver’s  license. 
The  supervisor  of  the  Montana  Highway  Patrol,  Alex  B. 
Stephenson,  was  informed  of  this  action  and  presented  the 
resolution  to  the  Patrol  Board  for  consideration  at  its  regular 
meeting  on  May  25.  The  Patrol  Board  subsequently  reported 
that  “in  view  of  the  resolution  adopted  by  your  Association 
the  space  provided  for  blood  type  on  the  driver’s  license 
form  will  be  discontinued  as  soon  as  the  current  supply  of 
forms  is  used.  Seriously,  we  would  like  to  do  it  immediatelj' 
but  economically  it  is  unwise  and  impossible.  Inasmuch  as 
the  state  printing  contracts  are  renewed  annually  and  we 
have  already  distributed  this  year’s  supply.” 

At  its  last  meeting  the  members  of  the  Executive  Com- 
mittee also  discussed  at  length  recent  legislative  develop- 
ments and  activities  both  at  the  state  and  national  levels. 
Each  member  of  the  Executive  Committee  is  fully  aware  of 
the  importance  of  continual  interest  by  physicians  in  all 
phases  of  political  activity  and  of  the  great  importance  of 
the  continual  exchange  of  information  and  opinion  with 
those  individuals  who  represent  our  citizenry  in  the  various 
lawmaking  bodies.  It  is  imperative,  the  Executive  Committee 
believes,  that  all  physicians  cultivate  affiliations  and  associa- 
tions in  both  major  political  parties.  During  the  coming  years 
legislation,  both  national  and  state,  will  be  influenced  less 
and  less  by  pressure  politics  and  letter  writing  campaigns. 


per  se.  Physicians,  to  be  effective  in  politics,  must  not  be 
opportunists,  but  must  become  acquainted  with  candidates 
and  potential  governmental  officials  before  their  election. 
In  other  words,  physicians  must  participate  in  politics  and 
must  contribute  their  knowledge,  alms  and  ideals,  as  well 
as  funds,  to  both  of  the  important  political  parties  before  they 
develop  their  platforms,  policies  and  campaign  issues.  Physi- 
cians must  also  endeavor  to  influence  the  selection  of  candi- 
dates so  that  representatives  of  government  will  be  of  the 
highest  caliber  and  integrity.  The  Executive  Committee  be- 
lieves that  physicians  will  be  better  citizens  and,  incidentally, 
better  physicians  if  they  will  contribute  as  much  to  the 
science  of  politics,  government  and  economics  as  they  con- 
tribute to  good  scientific  medicine.  Organized  medicine  must 
propose  and  sponsor  sound  legislation  for  the  common  good 
and  not  restrict  its  legislative  activities  only  to  those  state 
and  national  legislative  proposals  which  it  must  oppose  be- 
cause they  are  socialistic  and  not  in  the  best  interest  of  good 
health  care  for  every  citizen.  One  of  the  greater  obstacles 
which  confronts  medicine,  in  the  opinion  of  the  Executive 
Committee,  is  the  reluctance  of  physicians  generally  to  par- 
ticipate as  individuals  in  politics  and  in  the  political  activities 
of  both  major  parties.  Being  a good  physician  with  scientific 
medical  knowledge  is  not  enough.  To  be  a good  physician, 
one  must  know  and  understand  all  of  the  political,  economical 
and  social  aspects  of  government.  Physicians  must  be  leaders 
by  fulfilling  collectively  their  responsibilities  to  all  agencies. 

The  Executive  Committee  plans  during  the  next  six  months 
to  assign  to  each  of  its  members  the  duty  and  responsibility 
of  visiting  at  least  two  component  societies  during  their 
regular  meetings  to  discuss  the  necessity  for  continual  political 
action,  as  well  as  the  means  to  achieve  the  results  that  will 
be  most  beneficial  to  all  citizens.  It  is  the  objective  and  hope 
of  the  Executive  Committee  that,  as  a result  of  these  visits, 
a larger  number  of  physicians  may  be  encouraged  to  accept 
their  full  responsibility  as  physicians  and  as  citizens. 

Examining  Board  problems 

Stuart  A.  Olson,  M.D.,  President  of  the  Montana 
State  Board  of  Medical  Examiners,  read  the  fol- 
lowing report  which  was  referred  by  President 
Caraway  to  the  Reference  Committee  on  Affiliated 
Organizations  for  study: 

At  the  meeting  of  this  House  of  Delegates  during  1958, 
George  E.  Trobough,  M.D.,  presented  a paper  explaining 
some  of  the  functions  of  the  State  Board  of  Medical  Exami- 
ners. As  the  current  President  of  the  Board,  I wish  to  present 
certain  additional  information. 

The  paramount  problem  is  the  future  method  of  licensing 
graduates  from  foreign  medical  schools  who  are  not  citizens 
of  the  United  States.  The  law  states  that  an  applicant  for 
licensure  in  Montana  is  to  be  a citizen  of  the  United  States. 
In  the  past  the  Board  has  acted  under  the  guidance  of  the 
Council  on  Medical  Education  and  Licensure  of  the  American 
Medical  Association.  We  have  been  advised  that  this  Council 
will  be  discontinued.  In  its  place  we  expect  help  from  the 
Educational  Council  on  Foreign  Medical  Graduates  although 
each  state  will  have  to  formulate  its  own  requirements  for 
licensure. 

There  probably  will  be  two  suggested  methods  of  process- 
ing applicants  from  foreign  schools.  One  will  be  to  require 
additional  training  in  a teaching  institution  in  the  United 
States.  If  this  is  of  sufficient  quality  as  to  be  comparable  to 
a residency,  the  applicant  may  be  accepted  on  this  basis. 
The  other  will  be  to  subject  the  applicant  to  an  examination 
which  would  be  the  same  or  the  equivalent  of  that  given 
to  a graduate  of  a medical  school  in  the  United  States;  or, 
a combination  of  both  of  these  methods  may  be  instituted. 

It  is  my  opinion  that  we  should  make  this  requirement 
strict  enough  to  admit  only  well-trained  and  qualified  physi- 
cians to  practice  in  Montana.  At  the  present  time,  the  Montana 
law  states  we  must  abide  by  the  standards  of  the  Council  on 
Medical  Education  and  Licensure.  However,  when  this  Council 
is  discontinued,  the  Medical  Practice  Act  in  Montana  should 
be  amended.  It  is  apparent  to  me  that  it  will  be  impossible 
to  change  this  at  the  present  time  and  I feel  the  Board  should 
have  a period  of  trial  and  error  of  two  or  three  years  before 
a final  act  is  written.  I can  assure  you  that  the  Board  will 
function  in  the  best  interests  of  the  state  in  licensing  physi- 
cians. 

Another  problem  of  importance  to  the  Board  is  the  matter 
of  finances.  The  funds  available  to  the  Board  are  rapidly 
being  depleted.  The  cost  of  salaries,  supplies,  and  general 
functioning  of  the  Board  have  markedly  Increased  in  the 
past  tliree  or  four  years.  During  this  time,  a large  amount 
of  money  has  of  necessity  been  expended  for  legal  fees. 
While  we  do  have  available  the  services  of  the  Attorney 
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Can  antacid  therapy 
be  made  more  effective^ 
and  more  pleasam 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTIO 
OF  ALUMINUM  HYDROXIDE  IN  1929 


ANTACI 

TABLET 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactiversnorf 
mer  dried  aluminum  hydroxide  gel,  (stabilized  with  hexitol),  with  75  mg^  magnesium  hydros; 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  (more  lasting  relief) 

4.  No  constipation  • No  acid  rebound  \ 

5.  More  pleasant  to  take 
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CREAMAIIN  NEUTRALIZES  MOfff  ACID  FASTER 

Quicker  Relief  • Greater  Relief 
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CREAMALIN  NEUTRALIZES  MORE  ACID  LONGER 

I More  Lasting  Relief 

Duration  of  action  at  pH  from  3 to  5* 
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Tlblets  were  powdered  and  suspended  In  distilled  water  in  a constant  temperature 
container  (37®C)  equipped  with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
acid  was  added  as  needed  to  maintain  pH  at  3.5.  Volume  of  acid  required  was 
recorded  at  frequent  intervals  for  one  hour. 


•Hlnkel,  E.  T.,  Jr.,  Fisher,  M.  P.  and  Tainter,  M.  L.:  A new  highly  reactive  aluminum 
hydroxide  complex  for  gastric  hyperacidity.  To  be  published. 

••pH  stayed  below  3. 


Do  antacids  have  to  taste 
chalk? 


No  chalky  taste.  New  Cream alin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

. NO  ACID  REBOUND  . NO  CONSTIPATION 
. NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity:  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORIES  • NEW  YORK  Ps,  NEW  YORK 


Organization  cont.  from  page  105 


General’s  office  and  that  of  the  county  attorneys,  it  is  still 
necessary  for  the  Board  to  engage  other  legal  advice. 

At  the  present  time  the  law  states  each  Board  member  is 
allowed  $10.00  per  day  expenses  and  7 cents  per  mile  for 
traveling.  This  is  inadequate  and  it  becomes  necessary  for 
each  Board  member  to  pay  a goodly  share  of  his  own 
expenses  while  attending  each  meeting.  I would  suggest  that, 
when  the  Medical  Practice  Act  is  amended,  the  per  diem 
expense  be  increased  to  $25  a daj’  and  the  mileage  rate  be 
consistent  with  that  which  the  State  of  Montana  allows  its 
employees.  This  mileage  should  be  on  a basis  that  is  subject 
to  change  any  time  the  state  changes  its  rate. 

In  order  to  replenish  the  treasury,  I would  suggest  the 
annual  registration  fee  be  increased  from  $5  to  $10  and  the 
reciprocity  fee  from  $75  to  $100  or  $125,  and  the  fee  for 
writing  the  examination  in  Montana  be  increased  to  $75. 

A clarification  of  the  powers  of  the  Board  has  recently 
been  defined  by  the  Montana  Supreme  Court.  In  a decision 
handed  down  during  the  March  term  of  1959,  the  Supreme 
Court  stated  that  the  Board,  or  its  Secretary,  has  the  power 
to  initiate  action  in  proceedings  for  the  revocation  of  a 
medical  license.  While  it  is  virtually  Impossible  for  the  Board 
members  to  police  the  entire  state  and  all  medical  practice, 
its  hand  has  been  strengthened  in  the  courts  of  Montana.  It 
is  the  duty  of  every  practitioner  to  bring  to  the  attention  of 
the  Board  any  violation  of  the  ethical  or  professional  standards 
of  conduct  by  any  practitioner. 

As  to  the  attitude  of  the  Board  toward  osteopaths,  it  is 
apparent  that  a change  is  imminent  since  the  A.M.A.  has 
somewhat  revised  its  stand  upon  recognizing  osteopaths. 

If  the  schools  of  osteopathy  are  certified  as  approved  by 
the  same  body  that  certifies  schools  of  medicine,  then  their 
graduates  will  probably  be  admitted.  At  the  present  time, 
I do  not  believe  the  osteopaths  should  be  admitted  to  practice 
medicine  in  this  state  and  any  licensure  for  osteopathy  should 
not  be  retroactive  to  one  already  practicing  in  this  state.  An 
osteopath  would  of  necessity  have  to  take  the  same  examina- 
tion as  medical  doctors. 

If  a change  in  the  personnel  of  the  State  Board  of  Medical 
Examiners  is  imminent,  it  is  my  recommendation  that  a com- 
mittee from  the  Montana  Medical  Association  meet  with  the 
Montana  State  Board  of  Medical  Examiners  to  formulate 
future  changes. 

The  Board  will  welcome  your  opinions  upon  any  or  all 
of  the  above  named  problems. 

M.P.S.  shows  increase 

Robert  H.  Leeds,  M.D.,  President  of  Montana 
Physicians’  Service,  read  the  following  report 
which  was  referred  by  President  Caraway  to  the 
Reference  Committee  on  Affiliated  Organizations 
for  study: 

Gentlemen,  it  is  once  more  my  pleasure  to  report  to  you 
upon  the  operations  of  Montana  Physicians’  Service  and  the 
things  which  have  taken  place  since  my  last  report  to  you 
in  April. 

Comparing  this  year’s  operation  with  last  year,  M.P.S. 
has  grown  in  all  respects.  Membership,  income  and  claim 
payments  have  all  increased.  In  the  seven  months  ending 
July  31,  M.P.S.  dues  income  rose  to  $1,878,603.00,  an  increase 
of  $363,674.00  over  the  same  period  of  1953.  About  40  per  cent 


of  this  income  is  from  medical-surgical  coverage  and  57  per 
cent  from  hospital  coverage.  The  remainder  is  from  endorse- 
ments. 

Claim  payments  to  July  31  were  in  the  amount  of  $1,702,- 
267.00  or  $249,129.00  more  than  during  the  first  seven  months 
of  1953.  Payments  for  hospital  care  increased  by  $110,106.00, 
while  the  increase  for  professional  services  was  $156,537.00. 

An  interesting  fact  which  I would  like  to  point  out  in 
connection  with  the  break  between  doctor  and  hospital  serv- 
ices is  that  an  increasing  percentage  of  M.P.S.  income  is  being 
paid  for  services  of  physicians.  In  1954,  46  per  cent  of  M.P.S. 
income  was  being  paid  for  hospital  services  with  31  per  cent 
being  paid  for  physicians’  services.  During  the  first  seven 
months  of  1959,  38  per  cent  of  income  was  paid  for  physicians’ 
services;  while  this  is  only  an  increase  of  7 per  cent,  it 
amounted  to  an  increase  of  $396,164.00,  or  99.3  per  cent  since 
1954.  Payments  by  other  companies  writing  medical  and 
hospital  coverage  is  roughly  70  per  cent  for  hospital  services 
and  30  per  cent  for  medical  and  surgical  care. 

M.P.S.’s  contingency  reserve  today  amounts  to  $626,992.00. 
This  contingency  reserve  does  not  include  the  Unit  Stabiliza- 
tion Reserve  which  I will  mention  later.  The  contingency 
reserve  is  approximately  three  months  of  average  claims  and 
operating  expense.  This  means  that  M.P.S.  could  operate  for 
about  three  months  without  a dime  of  income.  The  reserve 
has  increased  by  $112,902.00  since  last  year  at  this  time.  If 
M.P.S.  is  to  maintain  the  recommended  reserve,  additions 
are  necessary  to  keep  up  with  increases  in  membership. 

Today  M.P.S.  has  70,000  members.  52,495  hold  membership 
through  groups  and  17,505  are  direct-paying  members  who 
have  no  group  affiliation.  Since  the  end  of  July,  1958,  mem- 
bership has  increased  by  11,289  members.  During  the  first 
two  quarters  of  1959,  M.P.S.  has  led  all  Blue  Shield  plans 
of  similar  size  in  membership  growth.  This  growth  in  mem- 
bership has  taken  place  in  M.P.S.  during  a period  when  the 
primary  selling  effort  was  directed  to  the  conversion  of 
existing  contracts. 

In  this  connection,  I would  like  to  submit  some  informa- 
tion upon  the  recent  enrollment  of  people  over  the  age  of  65. 
As  you  know,  commencing  June  15,  and  continuing  until 
August  15,  M.P.S.  offered  membership  under  the  new  "Series 
65”  plan  to  people  of  the  state  over  the  age  of  65.  The  “Series 
65”  coverage  was  developed  and  offered  at  the  request  of 
this  Association  last  April. 

The  M.P.S.  enrollment  for  the  over-65  group  followed 
state-wide  campaigns  by  two  insurers.  The  Fireman’s  Fund 
and  Mutual  of  Omaha.  We  do  not  know  their  results,  but 
would  suspect  that,  being  prior  to  ours,  their  results  should 
have  been  somewhat  better  despite  the  fact  that  the  coverage 
they  offered  was  very  limited  in  the  scope  of  physicians’ 
services  included. 

M.P.S.  received  752  inquiries  about  the  “Series  65”  plan. 
Of  the  number  who  made  inquiry,  M.P.S.  actually  enrolled 
about  570  new  members.  Previous  to  this  enrollment  cam- 
paign, M.P.S.  had  over  2,300  people  covered  who  were  over 
the  age  of  65.  Thirty-five  per  cent  of  M.P.S.’s  total  non-group 
enrollment  is,  therefore,  composed  of  the  over  age  65  group. 
The  population  figures  tell  us  that  21  per  cent  of  the  total 
population  is  in  this  group.  This  percentage,  compared  with 
the  M.P.S.  percentage  of  35  per  cent,  shows  us  that  M.P.S. 
is  carrying  more  than  its  share  of  the  load,  as  is  every  other 
Blue  Shield  plan  in  the  country. 

Interestingly  enough,  a Michigan  study  recently  showed 
that  the  Michigan  Blue  Shield  and  Blue  Cross  plans  paid 
43  per  cent  of  the  patient  days  in  the  group  over  age  65; 
while  insurance  companies  provided  coverage  for  35  per  cent 
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of  the  adult  patient  days,  only  14  per  cent  of  these  days  were 
in  the  over-65  age  group. 

It  is  also  interesting  to  note  that  of  the  1,000  or  more 
companies  which  write  medical  and  hospital  insurance  in  this 
country,  a mere  five  or  six  have  come  forward  to  offer 
coverage  to  the  over-65  age  group  as  the  result  of  the  A.M.A.’s 
plea  for  more  coverage  for  these  people. 

The  Forand  Bill  agitation  is  the  direct  result  of  certain 
insurance  company  practices  with  which  we  are  all  too 
familiar,  such  as  the  practice  of  cancelling  or  ridering  cover- 
age when  serious  illness  develops,  the  automatic  cancellation 
of  coverage  on  attainment  of  age  60  or  65,  the  excessive  rates 
charged  to  people  over  the  age  of  53.  All  of  these  things 
have  contributed  to  arousing  the  public.  The  great  lesson  to 
be  learned  from  our  experience  both  with  the  Forand  Bill 
and  its  predecessor,  the  Murray- Wagner-Dingell  Bill,  is  that 
crash  programs  are  hard  to  execute  and  are  becoming  in- 
creasingly so.  Wisdom  would  dictate  that  we  must  offer  a 
plan  of  prepayment  to  the  public  that  is  so  superior  there 
is  no  need  for  government  intervention  in  the  field.  The 
most  powerful  argument  which  our  spokesmen  were  able  to 
present  at  the  Forand  Bill  hearings  was  that  we  are  already 
doing  something  about  the  problem;  we  see  the  need  and 
our  Blue  Shield  plans  are  answering  that  need.  Without  this 
argument,  we  would  be  hard  pressed  to  make  any  case. 

How  the  Congress  wOl  resolve  this  problem,  we  do  not 
know;  we  know  there  is  still  strong  support  for  the  measure 
and  that  increases  in  Social  Security  have  become  an  election 
year  habit  but,  if  this  bill  fails  to  pass,  a large  share  of  the 
credit  for  its  defeat  must  go  to  the  Blue  Shield  plans  which 
long  before  the  Forand  Bill  threat  were  doing  a real  job  of 
taking  care  of  our  older  citizens.  In  Montana,  for  example, 
there  is  no  person  who  has  not  had  an  opportunity  to  provide 
himself  with  prepaid  medical-surgical  and  hospital  protection. 

I would  like  to  report  now  briefly  to  you  on  the  M.P.S. 
Unit  Stabilization  Reserve.  A more  detailed  report  will  be 
presented  later  at  the  meeting  of  the  M.P.S.  Administrative 
Body.  Without  going  into  detail,  however,  I am  pleased  to 
tell  you  that  the  plan  was,  in  effect,  approved  by  the  District 
Office  of  the  Internal  Revenue  Service  in  Helena  and  has 
been  referred  to  the  San  Francisco  Regional  I.R.S.  Office  for 
review.  This  was  a very  pleasant  turn  of  events,  as  we  had 
expected  that  the  local  District  Office  would  disapprove  the 
plan  if  for  no  reason  other  than  its  unwillingness  to  recom- 
mend approval  to  higher  authority. 

Funds  in  the  Reserve,  on  July  31,  totaled  $55,865.14. 
$47,690.80  is  invested  and  the  remainder  will  be  invested  on 
October  20,  the  next  valuation  date  of  the  Fund.  The  invested 
funds  are  divided  approximately  50  per  cent  in  common 
stocks,  15  per  cent  in  U.  S.  Government  securities  and  35 
per  cent  in  other  fixed  income  securities.  A list  of  the  issues 
currently  held  in  the  Fund  is  available  to  anyone  wishing  it. 

The  current  yield  of  invested  funds  is  about  3.5  per  cent 
based  on  cost  and  3.6  per  cent  based  on  market  value. 

Now  to  outline  M.P.S.  payments  to  physicians,  may  I re- 
port that  we  hope  to  be  able  to  raise  the  level  of  M.P.S. 
payments  for  group  members  to  85  per  cent  of  the  M.M.A. 
Average  Fee  Schedule  early  next  year.  Our  financial  ability 
to  make  this  increase  depends  entirely  upon  the  success  of 
the  M.P.S.  sales  force  in  converting  Beneficiary  Members’ 
contracts  to  the  new  “400,”  “500,”  “600,”  and  “700”  Series 
contracts  which  are  priced  to  permit  payment  of  the  increased 
fees. 

At  the  moment,  the  situation  is  this:  M.P.S.  has  in  force 
contracts  with  36,846  members  who  are  paying  dues  which 
will  permit  payment  of  90  per  cent  of  the  Average  Fee  Sched- 
ule. The  remaining  16,827  members  are  covered  under  con- 
tracts which  are  priced  to  pay  lower  fees,  but  under  which 
M.P.S.  is  now  paying  80  per  cent  of  the  Average  Fee  Schedule. 
At  the  outset  of  this  program  to  pay  increased  fees,  the 
Board  felt  it  would  be  possible  to  raise  the  level  of  payment 
to  90  per  cent  by  January  of  1961.  At  the  present  rate  of 
progress,  we  hope  to  be  able  to  adopt  the  90  per  cent  rate 
sooner;  there  will,  however,  be  an  interim  increase  to  85 
per  cent  sometime  during  1960.  We  are  hopeful  that  this  will 
be  possible  during  the  early  part  of  the  year. 

One  final  subject  I wish  to  mention  is  the  new  Inroads 
which  are  going  to  be  made  in  all  areas  by  closed  panel, 
group  practice  medical  care  plans.  These  are  plans  simDar  to 
the  Health  Insurance  Plan  of  Greater  New  York  and  the 
Kaiser  Permanente  plan  which  operates  on  the  West  Coast. 
These  plans  hire  physicians  on  salary,  own  their  own  hos- 
pitals and  sell  the  services  of  these  physicians  and  hospitals 
in  the  same  manner  as  insurance  companies  and  Blue  Shield 
plans  sell  benefits  for  services  of  physicians  and  hospitals. 
They  sell  complete  coverage  where  services  are  rendered  by 
their  own  physicians  and  hospitals  and,  in  many  instances, 
they  sell  these  services  for  considerably  less  money  than  the 
insurance  companies  and  Blue  Shield  have  to  charge  for  less 
coverage.  They  are  able  to  sell  for  less  money  primarily  be- 


cause they  are  better  able  to  control  the  use  of  hospital  serv- 
ices; the  patient  who  can  be  cared  for  in  the  office  or  in  his 
home  is  not  hospitalized.  Diagnostic  studies  are  conducted  in 
outpatient  clinics;  thus,  a great  saving  is  realized. 

The  growth  of  these  plans  has  been  hampered  up  to  now 
by  the  A.M.A.  attitude  toward  prepayment  plans  which  re- 
strict free  choice  of  physician  and,  in  some  instances,  physi- 
cians practicing  in  closed  panel  plans  have  been  denied 
membership  in  local  medical  societies.  All  that  is  now 
changed;  the  A.M.A.  has  in  effect  withdrawn  its  opposition 
to  this  form  of  practice  and  there  is  already  in  existence  an 
organization  to  promote  a favorable  climate  for  the  extension 
of  these  plans.  The  Group  Health  Association  of  America  is 
an  associate  of  private  and  labor-sponsored  group  health  plans 
throughout  this  country.  This  group  supports  the  Forand  Bill 
and  Senator  Humphrey’s  proposal  to  provide  federal  tax 
money  to  construct  and  maintain  clinics  and  related  facilities 
for  closed  panel  plans. 

In  connection  with  its  program  of  expansion,  the  Group 
Health  Association  has  a state-level  legislative  program,  fea- 
tures of  which  we  may  expect  to  see  presented  during  our 
Montana  Legislative  Assembly.  Among  its  aims  are  a statute 
legalizing  group  health  plans  and  overruling  the  prohibition 
against  the  corporate  practice  of  medicine,  a statute  requiring 
that  all  tissue  removed  during  surgery  be  examined  by  an 
approved  pathologist  and  a written  report  filed  with  the 
hospital  and  State  Board  of  Health,  a statute  creating  a study 
commission  to  report  upon  the  shortage  of  physicians  and  to 
recommend  means  of  “solving  this  urgent  problem”  (that 
terminology  is  theirs,  not  mine).  These  are  but  three  of  their 
legislative  aims  but  sufficient  to  let  you  know  that  the  or- 
ganization is  active  and  that  its  success  will  seriously  impair 
your  ability  to  attract  patients  on  a fee-for-service  basis. 

The  only  effective  way  of  combatting  the  menace  of  closed 
panel  practice,  the  Forand  Bill  and  the  myriad  of  other 
schemes  designed  to  encroach  upon  the  private  practice  of 
medicine,  is  to  continue  to  improve  our  own  plan  to  provide 
medical  care  on  a voluntary  prepaid  basis.  This  can  be  done 
only  by  vigorous  promotion  of  service  benefits  coverage  with 
free  choice  of  physicians;  benefits  to  the  public  must  be 
increased;  irritants  to  doctors  and  members  must  be  removed: 
and  income  limits  must  be  liberalized;  unncessary  services 
must  be  eliminated,  and  abuses  by  some  members  and  some 
physicians  must  be  eradicated. 

M.  A.  Gold,  M.D.,  Butte,  introduced  a resolution 
endorsing  legislation  to  provide  for  pre-employ- 
ment and  preadmission  physical  examinations,  as 
well  as  periodic  physical  examinations,  for  the 
employees  and  inmates  of  custodial  institutions  in 
Montana.  This  resolution  was  referred  by  Presi- 
dent Caraway  to  the  Reference  Committee  on 
Scientific  Work  for  study. 

E.  L.  Stickney,  M.D.,  introduced  a resolution 
proposing  that  the  American  Medical  Association 
provide,  as  a benefit  to  dues-paying  members,  only 
one  scientific  journal  and  that  it  discontinue  com- 
plimentary subscriptions  for  physicians  to  “To- 
day’s Health.”  This  resolution  was  referred  by 
President  Caraway  to  the  Reference  Committee 
on  Resolutions  and  New  Business. 

David  Gregory,  M.D.,  introduced  the  report  of 
the  Economic  Committee  which  was  referred  by 
President  Caraway  to  the  Reference  Committee 
on  Legal  Affairs  and  Professional  Relations  for 
study. 

More  Journal  material  needed 

Harvey  T.  Sethman,  Managing  Editor  of  the 
“Rocky  Mountain  Medical  Journal,”  presented  a 
report  upon  the  financial  status  of  the  Journal.  He 
appealed  to  Montana  physicians  to  submit  a greater 
volume  of  scientific  material  and  news  items  for 
publication  in  the  Journal.  This  report  was  re- 
ferred by  President  Caraway  to  the  Reference 
Committee  on  Affiliated  Organizations  for  study. 

There  being  no  additional  resolutions  or  addi- 
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tional  committee  reports  for  presentation  to  the 
House  of  Delegates,  President  Caraway  announced 
that  the  reports  of  the  various  standing  and  special 
committees  and  of  the  representatives  of  this  Asso- 
ciation to  other  groups,  as  well  as  the  resolutions, 
included  in  the  file  presented  to  each  delegate, 
would  be  considered  as  business  introduced  to  the 
House  of  Delegates  and  that  these  reports  were 
referred  to  the  reference  committee  indicated  in 
each  report  or  resolution. 

The  first  session  of  the  House  of  Delegates 
recessed  at  9:50  a.m. 


SECOND  SESSION 
September  18,  1959 

The  second  session  of  the  81st  Annual  Meeting 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  Herbert  T. 
Caraway,  M.D.,  President,  at  4:00  p.m.  in  the 
Silver  Bow  Room  of  the  Finlen  Hotel,  Butte. 

It  was  regularly  moved,  seconded  and  carried 
the  following  members  of  this  Association  be 
seated  as  delegates  to  represent  the  component 
society  indicated: 

R.  E.  Walker,  M.D.,  Park-Sweet  Grass  County 
Medical  Society. 

R.  D.  Weber,  M.D.,  Western  Montana  Medical 
Society. 

Sidney  J.  Hayes,  M.D.,  Yellowstone  Valley 
Medical  Society. 


Reference  Committee  on  Officers 

The  following  report  was  presented  by  Robert 
H.  Leeds,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Officers,  Meetings  and  Administration: 

Report  of  the  Delegate  to  the  A.M.A. 

Your  reference  committee  reviewed  with  interest  the  report 
of  the  Delegate  of  this  Association  to  the  American  Medical 
Association.  It  commends  the  Delegate,  Paul  J.  Gans,  M.D., 
for  the  excellence  of  his  comments  and  recommends  that  the 
entire  report  be  studied  carefully  by  every  member  of  this 
Association  so  that  each  will  be  informed  of  the  actions  of 
his  parent  organization.  Inasmuch  as  the  report  of  the 
Delegate  is  basically  informative,  your  reference  committee 
is  of  the  opinion  that  no  action  upon  it  is  necessary. 

Dr.  Leeds  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Secretary -Treasurer 

Your  reference  committee  read  with  interest  the  report 
of  the  Secretary-Treasurer.  It  is  with  great  pleasure  that  your 
reference  committee  notes  that  the  income  of  the  Association 
during  the  current  year  will  be  slightly  larger  than  the 
amount  budgeted.  Your  reference  committee  would  like  to 
take  this  opportunity  to  congratulate  the  officers  of  the 
Association  for  their  efforts  and  contributions  to  the  success 
of  our  Association.  Inasmuch  as  the  report  of  the  Secretary- 
Treasurer  is  informative,  your  reference  commiflee  is  of  the 
opinion  that  no  action  upon  it  is  necessary. 

Dr.  Leeds  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Executive  Committee 

Your  reference  committee  carefully  studied  the  excellent 
report  of  the  Executive  Committee  which  contained  several 
recommendations  for  action  by  this  House  of  Delegates.  The 


they  deserve 

GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

EAPSULES-MVITAMINS-ll  MINERALS 


Each  capsule  contains: 

Vitamin  A . . 

Vitamin  D 

Vitamin  B12  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  . . 
Thiamine  Mononitrate  (Bi) . . . . 
Riboflavin  (B2)  ......... 

Niacinamide  . 

Folic  Acid . 

Pyridoxine  HCI  (Be) 

Ca  Pantothenate 

Choline  Bitartrate 

Inositol 

Ascorbic  Acid  (C)  .......  . 

Vitamin  E (as  tocopheryl  acetates). 
1-Lysine  Monohydrochloride  . . . 

Rutin 

Ferrous  Fumarate 

Iron  (as  Fumarate) 

Iodine  (as  Kl) . 

Calcium  (as  CaHPOi)  ...... 

Phosphorus  (as  CaHPOi) 

Boron  (as  Na2B407.10H20)  . . . . 

Copper (as  CuO)  

Fluorine  (as  CaF2) 

Manganese  (as  Mn02) 

Magnesium  (as  MgO)  ...... 

Potassium  (as  KiSOi)  ...... 

Zinc  (as  ZnO) 


5,000  U.S.P.  Units 
500  U.S.P.  Units 

1/15  U.S.P.  Oral  Unit 

5 mg. 

5 mg. 

15  mg. 

1 mg. 

0.5  mg. 

5 mg. 

50  mg. 

50  mg. 


lU  I.U. 

25  mg. 
25  mg. 
30  mg. 
10  mg. 
0.1  mg. 
157  mg. 
122  mg. 
0.1  mg. 

1 mg. 
0.1  mg. 
1 mg. 
1 mg. 
5 mg. 
0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY.  Pearl  River,  New  York 


no 


Rocky  Mountain  Medical  Journal 


Executive  Committee  has  recommended  that  the  1960  Interim 
Session  of  this  Association  be  held  in  Helena  on  February 
26  and  27  and  that  the  1960  Annual  Meeting  be  held  in  Boze- 
man on  September  15,  16  and  17.  Your  reference  committee 
concurs  with  this  recommendation  upon  the  proposed  dates 
for  the  1960  meetings  of  this  Association  and  suggests  that 
it  be  approved  by  this  House  of  Delegates. 

Dr.  Leeds  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

The  Executive  Committee  in  its  report  Indicated  that  it 
had  approved  the  organization  of  a Montana  Chapter  of  the 
American  Association  of  Medical  Assistants.  Since  this  or- 
ganization has  been  approved  also  by  the  House  of  Delegates 
of  the  American  Medical  Association,  your  reference  commit- 
tee recommends  that  this  House  of  Delegates  concur  with  the 
action  of  the  Executive  Committee. 

Dr.  Leeds  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This  mo- 
tion was  seconded  and  carried. 

The  Executive  Committee  proposed  that  this  House  of 
Delegates  endorse  and  approve  the  following  recommendations 
upon  health  care  of  veterans: 

1.  Limit  federal  medical  care  of  all  veterans  to  service- 
connected  disabilities. 

2.  Have  veterans  with  service-connected  disabilities  cared 
for  by  the  Armed  Forces  hospitals  or  by  local  civilian  hos- 
pitals on  a hometown  care  basis.  U.  S.  Public  Health  Service 
hospitals  might  also  be  used  to  a limited  extent. 

3.  If  and  when  Number  1 and  Number  2 are  accomplished, 
a study  be  made  at  the  state  level  as  to  the  disposition  of  the 
Veterans  Administration  hospital  facilities.  Consideration 
should  be  given  to  turning  them  over  to  the  states,  possibly 
as  hospitals  for  tuberculosis  and  neuropsychiatric  patients. 

These  recommendations  have  been  endorsed  on  several 
occasions  by  the  House  of  Delegates  of  the  Medical  and 
Chirurgical  Faculty  of  the  State  of  Maryland  and  by  several 
other  state  medical  associaitons.  It  is  hoped  that  as  a result 
of  the  endorsement  of  these  recommendations  by  most  of  the 
state  medical  associations,  a congressional  committee  will 
institute  a study  of  medical  care  for  veterans  and  conduct 
congressional  hearings  upon  this  subject.  Your  reference  com- 
mittee approves  these  proposals  and  suggests  that  this  House 
of  Delegates  concur  in  them. 

Dr.  Leeds  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

The  Executive  Committee  in  its  report  expressed  the 
opinion  that  one  of  the  prime  functions  and  purposes  of  the 
two  yearly  meetings  of  this  Association  is  the  opportunity 
afforded  to  all  Montana  physicians  to  participate  in  scientific 
discussions  and  to  keep  abreast  of  the  social,  economic  and 
political  changes  of  society,  particularly  when  these  evolu- 
tionary changes  relate  to  the  responsibilities  of  physicians 
and  to  the  practice  of  medicine.  The  Executive  Committee 
suggested  that  the  House  of  Delegates  adopt  as  a policy  of 
this  Association  a recommendation  to  discourage  formal  meet- 
ings of  specialty  groups  on  the  days  preceding  and  following 
the  dates  of  the  Annual  Meetings  and  of  the  Interim  Sessions 
as  well  as  during  the  days  that  these  meetings  are  in  session. 
In  lieu  of  meetings  of  specialty  groups,  the  Executive  Com- 
mittee proposed  that  at  scientific  meetings  of  this  Association, 
hereafter,  the  Program  Committee  make  every  effort  to  ar- 
range luncheon  panel  discussions  so  that  physicians  in  the 
practice  of  the  various  specialties  of  medicine  may  meet  and 
confer  with  individual  guest  speakers  who  also  limit  their 
practice  to  a certain  specialty.  Such  luncheon  panel  discussions 
will  offer  distinct  educational  advantages  to  specialists,  as 
it  will  offer  them  an  opportunity  to  review  and  discuss  spe- 
cific problems  or  therapeutic  advances.  The  reference  com- 
mittee at  its  meeting  received  no  Information  from  members 
of  this  Association  in  opposition  to  this  proposal  and  is,  there- 
fore, inclined  to  recommend  its  approval  by  this  House  of 
Delegates. 

It  was  moved  by  Dr.  Leeds  and  seconded  that 
this  portion  of  the  report  of  the  reference  commit- 
tee be  adopted.  Several  delegates  questioned  the 
advisability  of  the  establishment  of  such  a policy 
and  indicated  that  the  proposed  panel  luncheon 
discussions  might  not  be  entirely  satisfactory.  It 
was  suggested  that  meetings  of  specialty  groups, 
preceding  the  annual  meetings  particularly,  tend- 


ed to  increase  the  attendance  at  these  meetings. 
Following  further  discussion,  it  was  moved  by 
M.  A.  Gold,  M.D.,  that  action  upon  this  portion  of 
the  report  of  the  reference  committee  be  deferred. 
This  motion  was  seconded  and  carried. 

The  Executive  Committee  in  its  report  recommended  that 
this  House  of  Delegates  adopt  as  a standing  policy  of  this 
Association  and  that  it  state  categorically  that  no  funds  shall 
be  solicited,  directly  or  indirectly,  for  any  purpose  in  the 
name  of  this  Association  by  any  of  its  standing  or  special 
committees,  its  officers  or  individual  members  without  the 
express  consent  of  the  Executive  Committee  and/or  of  the 
House  of  Delegates.  Your  reference  committee  concurs  heartliy 
with  this  proposal  and  it  recommends  that  this  House  of 
Delegates  adopt  such  a policy. 

Dr.  Leeds  moved  that  this  portion  of  the  report 
of  the  reference  committee  be  adopted.  This  mo- 
tion was  seconded  and  carried. 

For  reasons  related  to  the  above  recommendation,  the 
Executive  Committee  in  its  report  also  recommended  to  this 
House  of  Delegates  that  it  establish  an  additional  policy  under 
which  a copy  of  any  and  all  letters,  except  those  of  an 
extremely  confidential  nature,  written  by  officers,  committee 
chairmen,  or  others  on  the  letterhead  of  this  Association,  or 
on  a personal  letterhead  in  the  name  of  this  Association  or 
of  one  of  its  committees,  shall  be  filed  in  the  Executive  Office 
in  Billings.  In  addition,  it  was  recommended  by  the  Executive 
Committee  that  copies  of  all  letters  written  on  behalf  of  the 
Association  or  of  one  of  its  committees  also  be  retained  in 
the  permanent  files  of  the  committee  chairman  or  officer. 
Again  your  reference  committee  heartily  concurs  with  the 
comments  of  the  Executive  Committee  and  recommends  that 
this  House  of  Delegates  adopt  such  a policy. 

Dr.  Leeds  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This  mo- 
tion was  seconded  and  carried. 

Report  of  the  Program  Committee 

Your  reference  committee  commends  the  Program  Com- 
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mittee  of  this  Association  for  the  excellent  program  it  planned 
for  this  81st  Annual  Meeting.  The  committee  read  with  interest 
the  report  and  particularly  the  suggestion  that  this  Association 
consider  the  advisability  of  scheduling  joint  meetings  with 
interested  ancillary  groups.  Several  of  the  ancillary  groups 
have  expressed  a desire  to  plan  joint  meetings  with  this 
Association  since  such  groups  would  probably  benefit  by 
larger  attendance  and  since  this  Association  may  benefit  by 
the  use  of  their  invited  speakers.  Your  reference  committee 
believes  that  this  suggestion  has  certain  merits  and  recom- 
mends to  this  House  of  Delegates  that  it  instruct  the  Program 
Committee  to  confer  with  representatives  of  the  various 
ancillary  groups  to  determine  if  joint  meetings  are  practicable 
and  that  this  House  authorize  the  Program  Committee  to 
plan  a joint  meeting  if  it  deems  such  an  endeavor  advisable 
at  the  next  Interim  Session. 

Dr.  Leeds  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Legislation  and  Public  Relations 

The  following  report  was  presented  by  M.  A. 
Gold,  M.D.,  Chairman  of  the  Reference  Committee 
on  Legislation  and  Public  Relations: 

Your  reference  committee  carefully  considered  the  various 
reports  referred  to  it.  It  observes  that  several  standing  com- 
mittees of  this  Association  did  not  submit  reports  to  this 
House  of  Delegates  and  would  like  to  suggest  that  these 
committees,  hereafter,  endeavor  to  submit  a report  of  their 
activities  to  this  House  of  Delegates. 

Report  of  the  Public  Relations  Committee 

Your  reference  committee  unanimously  approves  the  report 
of  the  Public  Relations  Committee  and  commends  it  to  all 
members  of  this  Association  for  study.  It  is  particularly  grati- 
fied to  note  that  the  Public  Relations  Committee  recommends 
that  if  the  booklet  “Your  Doctor  Comments”  is  republished 
it  contain  an  explanation  of  the  availability  and  functions  of 
the  Mediation  Committee  of  this  Association  so  that  lay 
persons  may  be  informed  that  the  Mediation  Committee  has 
been  established  to  consider  their  complaints  about  profes- 
sional services  and  conduct. 

Dr.  Gold  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Report  of  the  Mediation  Committee 

The  report  of  the  Mediation  Committee  of  this  Association 
which  your  reference  committee  reviewed  is  an  informative 
report  only.  It  does  not  require  action  by  this  House  of 
Delegates. 

Dr.  Gold  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Report  of  the  Rural  Health  Committee 

The  report  of  the  Rural  Health  Committee  of  this  Associa- 
tion was  primarily  a report  for  the  information  of  the 
members  of  this  House  of  Delegates.  The  Rural  Health 
Committee,  however,  indicated  in  its  report  that  it  would  be 
desirable  for  the  Association  to  include  in  its  annual  budget 
reimbursement  for  the  travel  and  hotel  expenses  of  at  least 
one  member  of  the  Rural  Health  Committee  to  the  National 
Conference  on  Rural  Health  which  is  sponsored  each  year  by 
the  American  Medical  Association.  Your  reference  committee 
submits  no  recommendation  to  this  House  of  Delegates  upon 
this  suggestion  of  the  Rural  Health  Committee. 

Dr.  Gold  then  moved  that  this  portion  of  the 
report  of  the  reference  committee  be  adopted. 
This  motion  was  seconded  and  carried.  Dr.  Gold 
then  moved  that  the  House  of  Delegates  authorize 
the  reimbursement  of  travel  and  hotel  expenses 
for  one  member  of  the  Rural  Health  Committee 
to  the  National  Conference  on  Rural  Health.  This 
motion  was  seconded  but,  following  a brief  dis- 
cussion, failed  to  carry. 

Dr.  Gold  then  moved  the  adoption  of  the  report 
of  the  Reference  Committee  on  Legislation  and 


Public  Relations  as  a whole.  This  motion  was 
seconded  and  carried. 

It  was  regularly  moved,  seconded  and  carried 
that  the  following  members  of  this  Association  be 
seated  as  delegates  to  represent  the  component 
society  indicated: 

Philip  D.  Pallister,  M.D.,  Lewis  and  Clark  Medi- 
cal Society. 

Bryce  G.  Hughett,  M.D.,  Yellowstone  Valley 
Medical  Society. 

M.  A.  Ruona,  M.D.,  Yellowstone  Valley  Medical 
Society. 

Legal  Affairs  and  Professional  Relations 

The  following  report  was  presented  by  John 
A.  Newman,  M.D.,  Chairman  of  the  Reference 
Committee  on  Legal  Affairs  and  Professional  Re- 
lations: 

Report  of  the  Committee  on  Legal  Affairs 

Your  Reference  Committee  on  Legal  Affairs  and  Profes- 
sional Relations  reviewed  with  interest  the  report  of  the 
Committee  on  Legal  Affairs  and  commend  it  for  study  by 
each  member  of  this  Association.  Inasmuch  as  this  report  is 
primarily  Informative,  your  reference  committee  is  of  the 
opinion  that  no  action  upon  it  is  necessary. 

Dr.  Newman  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Economic  Committee 

The  Economic  Committee,  in  its  current  report,  pointed 
out  that  it  erroneously  advised  the  House  of  Delegates  at  its 
1953  Annual  Meeting  about  the  fees  that  will  be  paid  by  the 
State  Department  of  Public  Welfare  for  examination  of  bene- 
ficiaries and  reports  of  disability  under  the  state  program 
of  aid  to  the  disabled.  As  a result  of  this  error  in  last  year’s 
report  of  this  committee,  the  minutes  of  the  Annual  Meeting 
of  this  House  of  Delegates  during  September,  1958,  are  also 
in  error.  Correctly,  the  Economic  Committee  advises  that  the 
State  Department  of  Public  Welfare  has  revised  its  schedule 
of  fees  for  examinations  under  the  state  program  of  aid  to 
the  permanent  and  totally  disabled  and  has,  with  the  approval 
of  the  Economic  Committee,  established  a fee  of  $3  to  be  paid 
to  the  physician  who  completes  the  report  of  disability  on 
the  basis  of  his  office  records.  The  State  Department  of  Public 
Welfare  will  reimburse  physicians  at  a fee  of  $9  for  a basic 
medical  examination  and  report  of  disability  for  beneficiaries 
under  this  state  program.  This  basic  fee,  the  Economic  Com- 
mittee points  out,  does  not  include  laboratory  work,  serology 
or  other  procedures,  but  they  may  be  authorized  by  the 
Department,  if  necessary,  and  if  requested  in  advance  by 
the  physician  examiner.  Physicians  will  be  reimbursed  for 
such  special  procedures  on  the  basis  of  80  per  cent  of  the 
Average  Fee  Schedule  of  this  Association.  The  Economic 
Committee  in  its  report  also  indicates  that  it  is  continuing 
its  efforts  to  obtain  a revision  by  the  various  life  insurance 
companies  of  their  fees  for  examinations.  Information  cur- 
rently available  indicates  that  the  fees  for  life  insurance 
examinations  may  be  increased  in  the  near  future  but  that 
this  increase  will  probably  be  a compromise  fee  between 
the  current  fee  of  $7.50  and  the  $14  fee  recommended  by 
this  House  of  Delegates  last  year.  Your  reference  committee 
approves  the  report  of  the  Economic  Committee  and  suggests 
that  it  continue  its  various  negotiations. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Committee  on 
Legal-Medical  Institute 

Your  reference  committee  reviewed  with  interest  the 
report  of  the  Committee  on  Legal-Medical  Institute  and  is 
pleased  to  note  that  this  activity  has  not  been  costly  to  this 
Association.  The  Committee  on  Legal-Medical  Institute  in  its 
report  suggested  that  a poll  of  the  members  of  the  Montana 
Medical  Association  be  taken  to  determine  the  interest  in 
such  institutes  and  the  advisability  of  continuing  them.  It 


112 


Rocky  Mountain  Medical  Journal 


is  the  opinion  of  your  reference  committee  that  such  polls 
do  not  reflect  the  opinion  of  interested  members.  In  other 
words,  any  activity  undertaken  by  the  Montana  Medical 
Association  will  interest  no  more  than  a modest  percentage  of 
the  total  membership.  It  is  this  limited,  but  interested,  portion 
of  the  membership  that  must  determine  whether  this  institute 
should  be  continued.  Your  reference  committee,  therefore, 
recommends  that  such  a poll  be  not  undertaken. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Report  of  the  Committee  on  Necrology 
and  History  of  Medicine 

This  committee  reported  the  death  of  the  following  Mon- 
tana physicians  since  the  Interim  Session: 

Walter  L.  DuBuois,  M.D.,  Conrad,  March  14,  1959. 

John  S.  Beagle,  M.D.,  Sidney,  April  2,  1959. 

Paul  O.  Neraal,  M.D.,  Cut  Bank,  May  9,  1959. 

Theodore  J.  Benson,  M.D.,  Bromberg,  June  2,  1959. 

(The  members  of  the  House  of  Delegates  rose 
and  paused  in  silence  in  memory  of  these  physi- 
cians.) 

Your  reference  committee  notes  with  satisfaction  that  the 
text  of  the  manuscript  of  “Medicine  in  the  Making  of  Mon- 
tana” has  been  finished  but  that  illustration,  bibliography 
and  table  of  contents  are  still  in  the  process  of  compilation. 
It  is  expected  that  the  complete  manuscript  will  be  ready 
to  submit  for  bids  to  several  printers  in  approximately  two 
months.  Your  reference  committee  is  sure  that  all  Montana 
physicians  eagerly  await  publication  of  this  important  contri- 
bution to  Montana  history. 

Dr.  Newman  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Advisory  Committee 
to  the  Industrial  Accident  Board 

Your  reference  committee  reviewed  the  report  of  the 
Advisory  Committee  to  the  Industrial  Accident  Board  with 
interest.  This  report  included  an  exchange  of  correspondence 
between  the  chairman  of  our  committee  and  the  chairman 
of  the  Industrial  Accident  Board.  It  occurs  to  your  reference 
committee  after  a review  of  this  correspondence  that  the 
Montana  Medical  Association  is  the  body  most  concerned, 
and  hence,  must  take  the  initial  steps  for  the  revision  of 
the  fee  schedule  of  the  Industrial  Accident  Board  if  it  is  to 
achieve  a schedule  which  is  based  upon  the  Average  Fee 
Schedule  of  the  Association.  It  is  perfectly  obvious  to  your 
reference  committee  that  the  Industrial  Accident  Board  is 
fairly  well  satisfied  with  the  present  schedule  of  fees  and 
that  it  has  no  desire  to  revise  it.  Hence,  it  probably  is  not 
going  to  take  the  initiative  to  increase  its  fee  schedule  for 
medical  and  surgical  services.  Your  reference  committee 
would,  therefore,  like  to  recommend  to  this  House  of  Dele- 
gates that  the  Advisory  Committee  to  the  Industrial  Accident 
Board  submit  promptly  to  the  Industrial  Accident  Board  a 
complete  fee  schedule  based  upon  the  terminology  and  fees 
of  the  Average  Fee  Schedule  of  the  Montana  Medical  Associa- 
tion. Any  disputed  items  in  this  schedule  may  then  be  nego- 
tiated with  the  Industrial  Accident  Board,  or  its  representa- 
tives, and  a new  fee  schedule  may  become  effective  promptly. 
In  other  words,  the  Advisory  Committee  to  the  Industrial 
Accident  Board  should  be  charged  with  the  responsibility  of 
making  as  much  progress  as  possible,  as  soon  as  possible. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  after  a brief  discussion 
in  which  several  delegates  participated,  carried. 

Dr.  Newman  then  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Legal  Af- 
fairs and  Professional  Relations  as  a whole.  This 
motion  was  seconded  and  carried. 

Resolutions  and  New  Business 

The  following  report  was  presented  by  George 
G.  Sale,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Resolutions  and  New  Business: 

Your  Reference  Committee  on  Resolutions  and  New  Busi- 


ness considered  in  detail  and  discussed  at  length  two  resolu- 
tions submitted  to  it  for  study.  The  following  resolution, 
which  was  presented  on  the  floor  of  this  House  of  Delegates 
at  its  first  session,  relates  to  the  various  publications  of  the 
American  Medical  Association  provided,  without  charge,  to 
those  physicians  who  are  active  members: 

WHEREAS,  The  general  tendency  in  government  and  in 
our  society  is  to  expand  agencies  and  services  with  a corre- 
sponding increase  in  taxes  and  levies;  and 

WHEREAS,  Physicians  through  their  local  and  state  soci- 
eties and  the  American  Medical  Association  have  tried  to 
combat  this  trend;  and 

WHEREAS,  During  the  past  year  the  American  Medical 
Association  has  twice  initiated  this  trend  by  providing  free 
copies  of  “Today’s  Health”  and  two  journals  to  each  physi- 
cian; therefore,  be  it 

RESOLVED,  That  the  Montana  Medical  Association  go  on 
record  as  favoring  (1)  the  discontinuance  of  the  Issuance  of 
complimentary  copies  of  “Today’s  Health”;  and  (2)  the  re- 
establishment of  the  policy  of  providing  the  “Journal  of  the 
A.M.A.”  or  a specialty  journal  to  each  active  member;  and 
be  it 

RESOLVED  further.  That  copies  of  this  resolution  be  sent 
to  the  American  Medical  Association  and  to  all  state  medical 
associations. 

Your  reference  committee  was  informed  that  by  Increasing 
circulation  of  its  publications,  the  American  Medical  Associa- 
tion expected  to  receive  greatly  increased  revenue  from  the 
advertisers  in  these  journals.  It  is  anticipated  by  the  American 
Medical  Association  that  the  increase  in  the  revenue  from 
advertisers  will  offset  the  increased  cost  of  printing  and 
distribution  of  the  A.M.A.  publications  to  active  members. 
Your  reference  committee  is  of  the  opinion  that  this  resolu- 
tion is  based  upon  a false  assumption  inasmuch  as,  at  the 
present  time,  no  increase  in  the  dues  for  membership  in  the 
American  Medical  Association  is  anticipated.  Your  reference 
committee,  therefore,  recommends  that  this  resolution  be  not 
adopted  by  this  House  of  Delegates. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

The  second  resolution  studied  by  your  reference  committee 
was  introduced  by  the  Silver  Bow  County  Medical  Society 
and  read  as  follows; 

WHEREAS,  The  Montana  Medical  Association  has  held  an 
interim  session  in  addition  to  the  regular  annual  meeting  for 
the  past  12  years;  and 

WHEREAS,  The  interim  sessions  were  instituted  because 
of  the  press  and  volume  of  urgent  business  confronting  the 
medical  profession;  and 

WHEREAS,  Medical  meetings  of  all  types  have  increased 
in  numbers;  and 

WHEREAS,  Local,  sectional,  regional,  national  and  specialty 
society  meetings  are  conducted  and  are  presenting  speakers 
of  national  and  international  reputation;  and 

WHEREAS,  There  are  many  physicians  in  the  State  of 
Montana  who  are  able,  willing  and  capable  of  the  highest 
caliber  of  medical  presentation;  therefore,  be  it 

RESOLVED,  That  the  Montana  Medical  Association  dis- 
continue its  customary  interim  sessions  except  when  necessary 
for  urgent  business  of  the  House  of  Delegates  as  provided 
under  the  present  Constitution  and  By-Laws;  and  be  it 

RESOLVED  further.  That  the  annual  meeting  of  the 
Montana  Medical  Association  give  the  opportunity  for  the 
presentation  of  scientific  papers  prepared  by  Montana  physi- 
cians. 

Your  reference  committee  is  of  the  opinion  that  the  press 
of  business,  both  economic  and  professional,  is  too  great  to 
be  completed  in  one  Annual  Meeting  of  this  Association. 
Your  committee,  however,  agrees  with  the  Silver  Bow  County 
Medical  Society  that  there  are  many  physicians  in  Montana 
who  are  able,  willing  and  capable  of  presenting  papers  of 
the  highest  caliber  at  our  Annual  Meeting.  Despite  this  fact, 
however,  your  committee  feels  that  well  known  out-of-state 
clinicians  will  contribute  more  to  maintain  and  increase  the 
excellent  attendance  that  the  meetings  of  the  Montana  Medical 
Association  enjoy.  In  addition  to  the  opinions  of  your  com- 
mittee, the  Executive  Committee  of  your  Association  has 
strongly  recommended  that  this  resolution  be  not  adopted. 
For  these  reasons  your  reference  committee  recommends  that 
this  resolution  be  rejected. 

It  was  moved  by  Dr.  Sale  and  seconded  that 
this  portion  of  the  report  of  the  reference  com- 
mittee be  adopted.  This  report  of  the  reference 
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committee  and  the  resolution  of  the  Silver  Bow 
County  Medical  Society  was  then  discussed  at 
length  by  several  members  of  the  House  of  Dele- 
gates. During  this  discussion,  it  was  pointed  out 
that  the  resolution  contained  two  recommenda- 
tions and  that  action  upon  each  of  these  recom- 
mendations should  be  considered  separately.  The 
first  recommendation  contained  in  the  resolution 
was  that  the  Montana  Medical  Association  discon- 
tinue its  customary  interim  sessions,  except  when 
necessary  for  urgent  business  of  the  House  of 
Delegates;  the  second,  that  the  annual  meeting  of 
the  Montana  Medical  Association  give  the  oppor- 
tunity for  the  presentation  of  scientific  papers 
prepared  by  the  Montana  physicians.  Following 
a brief  discussion  of  each  of  these  recommenda- 
tions, the  Chairman  of  the  reference  committee. 
Dr.  Sale,  withdrew  his  motion  for  the  adoption 
of  this  portion  of  the  report  of  the  reference  com- 
mittee and  moved  instead  that  the  Montana  Medi- 
cal Association  continue  to  hold  its  customary 
interim  sessions.  This  motion  was  seconded  and 
carried.  It  was  then  moved  by  Dr.  Sale  that  the 
Annual  Meeting  of  the  Montana  Medical  Associa- 
tion provide  an  opportunity  to  Montana  physicians 
for  the  presentation  of  scientific  papers.  This  mo- 
tion was  seconded  and,  after  discussion,  carried. 
Dr.  Sale  then  moved  the  adoption  of  the  report 
of  the  Reference  Committee  on  Resolutions  and 
New  Business,  as  amended,  as  a whole. 

The  House  of  Delegates  then  recessed  at  5:00 
p.m.  to  hear  an  address  by  Brigadier  General 
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Floyd  L.  Wergeland,  Executive  Director  of  the 
Office  for  Dependents’  Medical  Care.  The  House 
of  Delegates  reconvened  at  5:30  p.m. 

It  was  regularly  moved,  seconded  and  carried 
that  Raymond  F.  Peterson,  M.D.,  be  seated  as  a 
delegate  to  represent  the  Silver  Bow  County  Medi- 
cal Society. 

Committee  on  Health  and  Well-Being 

The  following  report  of  the  Reference  Com- 
mittee on  Health  and  Well-Being  was  presented 
by  Paul  J.  Gans,  M.D.,  Chairman. 

Report  of  the  Committee  on 
Emergency  Medical  Service 

Your  reference  committee  reviewed  the  report  of  the  Com- 
mittee on  Emergency  Medical  Service  and  is  gratified  to  note 
that  this  committee  functions  continually  and  well,  and  thus 
keeps  abreast  of  the  trends  in  national  defense  and  in  emer- 
gency medical  services.  Your  reference  committee  approves 
the  following  recommendations  of  the  Committee  on  Emer- 
gency Medical  Service  and  recommends  their  adoption  by 
this  House  of  Delegates: 

1.  That  the  appropriate  committee  prepare  and  introduce 
at  the  next  legislative  session  of  the  State  of  Montana,  legis- 
lation similar  to  the  Model  State  Civil  Defense  Act,  especially 
as  it  applies  to  subsections  (a)  and  (b)  of  Section  11  of  this 
Act,  which  contains  immunity  and  exemption  provisions  for 
allied  medical  personnel  in  civil  defense  emergencies  or  other 
disaster  situations; 

2.  that  a written  opinion  of  the  Attorney  General  of  the 
State  of  Montana  be  obtained,  both  on  our  present  law  and 
the  proposed  law; 

3.  that  the  Montana  Flying  Physicians  Association  be  en- 
couraged to  develop  and  promote  a program,  with  particular 
emphasis  at  the  state  and  local  government  levels  and  through 
the  Montana  Medical  Association,  for  mutual  aid  in  the 
medical  and  health  aspects  of  civil  defense  in  our  state. 

Your  reference  committee  concurs  In  the  intent  of  one 
other  recommendation  of  the  Committee  on  Emergency  Medi- 
cal Service,  but  suggests  that  this  recommendation  be  re- 
worded as  follows,  and  that,  as  reworded,  it  also  be  adopted. 

4.  That  the  Executive  Committee  of  the  Montana  Medical 
Association  devise  means  for  the  identification  of  physicians 
traveling  to  hospitals  in  emergency  or  disaster  areas  and  that 
this  identification  be  made  available  to  physicians  through 
the  component  medical  societies  of  this  Association. 

Dr.  Gans  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Committee 
on  Highway  Safety 

It  is  noted  by  this  reference  committee  that  the  report  of 
the  Committee  on  Highway  Safety  emphasizes  the  increased 
death  rate  in  the  State  of  Montana  from  highway  accidents 
and  that  the  report  concludes  with  the  following  suggestions 
to  the  House  of  Delegates: 

1.  That  the  number  of  highway  patrolmen  be  greatly  in- 
creased: 

2.  That  the  night  time  speed  limit  and  the  regulations  per- 
taining to  reckless  driving  and  careless  driving  be  more 
strictly  enforced; 

3.  That  the  Legislative  Assembly  of  Montana  enact  during 
its  next  session,  a law  to  limit  the  day-time  speed  on  the 
highways  of  Montana. 

Your  reference  committee  is  of  the  opinion  that  these  sug- 
gestions are  worthy  and  that  each  should  be  adopted  spe- 
cifically as  an  action  of  this  House  of  Delegates.  Your  refer- 
ence committee,  therefore,  recommends  the  approval  of  these 
proposals  and  suggests  that  the  action  of  this  House  of  Dele- 
gates upon  them  be  submitted  to  the  Governor  of  Montana, 
the  Montana  Legislative  Council,  the  Montana  Highway  Patrol 
Board  and  the  Supervisor  of  the  Montana  Highway  Patrol. 

Dr.  Gans  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This  mo- 
tion was  seconded  and  carried. 

Report  of  the  Committee  on  Aging 

The  report  of  this  committee  again  reflects  evidence  of 
much  research  and  study  by  the  committee  upon  the  care 
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of  the  aging.  The  study  of  this  problem  was  stimulated  by 
action  of  the  House  of  Delegates  of  the  American  Medical 
Association  less  than  a year  ago.  The  Committee  on  Aging 
has  spent  many  hours  gathering  the  material  included  in  its 
report  and  certainly  the  Chairman  and  each  member  of  the 
committee  should  be  commended  by  this  House  of  Delegates 
for  his  earnest  efforts.  Your  reference  committee  commends 
the  report  and  urges  that  each  member  of  this  Association 
read  and  study  the  full  report  of  this  committee.  It  is  ob- 
served by  your  reference  committee  that  the  report  of  the 
President  of  the  Montana  Physicians’  Service  indicates  wide 
acceptance  of  its  plan  for  health  care  coverage  of  the  over-65 
group.  The  Committee  on  Aging  has  made  the  following 
recommendations  in  which  this  reference  committee  heartily 
concurs  and,  therefore,  urges  their  adoption  by  this  House 
of  Delegates: 

1.  It  has  been  made  the  responsibility  of  the  Governor’s 
Committee  on  Aging  of  each  state  to  conduct  a fact  finding 
program  within  its  state  in  order  that  the  problems  of  the 
aging  population  may  be  defined  as  existent  within  the  state. 
The  Montana  Medical  Association,  through  its  Committee  on 
Aging  and  through  valuable  pledges  of  assistance  from  many 
individuals  and  organizations  within  the  State  of  Montana, 
has  sufficient  background  to  render  positive  and  considerable 
assistance  to  the  Governor’s  Committee.  Your  Committee  on 
Aging,  therefore,  recommends  that  the  Montana  Medical 
Association  pledge  to  the  Governor  and  to  the  Chairman  of 
his  Committee  on  Aging,  its  full  support  and  active  assistance 
in  the  committee’s  fact  finding  program,  and  recommends 
prompt  action  by  the  committee. 

2.  The  committee  recommends  that  the  Montana  Medical 
Association  express  itself  in  opposition  to  compulsory  retire- 
ment at  an  arbitrary  chronological  age  rather  than  on  the 
basis  of  consideration  of  the  individual. 

3.  The  committee  again  recommends  the  prompt  formation 
of  committees  on  aging  within  each  component  medical 
society. 

4.  The  committee  recommends  that  the  Montana  Medical 
Association  express  its  approval  to  the  Board  of  Trustees  and 
to  the  Executive  Director  of  M.P.S.  for  the  now  active  “over 
65”  plans. 

5.  The  committee  recommends  that  the  Montana  Medical 
Association  urge  each  of  its  members  to  assume  more  direct 
and  active  participation  in  public  relations  with  the  citizens 
of  his  community.  The  danger  of  sweeping  socialistic  changes 
in  our  concept  of  the  practice  of  medicine  is  not  one  that 
lies  over  some  distant  horizon.  Legislation  now  under  con- 
sideration makes  this  a definite  and  an  immediate  threat. 
It  is  not  enough  to  express  opposition  to  “something.”  An 
informed  public,  aware  of  the  dangers  as  well  as  the  benefits 
of  some  pleasant  sounding  social  reforms,  could  act  as  a 
bulwark  against  encroaching  socialism.  We  physicians  must 
assume  a more  positive  and  interested  attitude  toward  pro- 
viding this  information  and  towards  the  selection  of  those 
representing  us  in  various  legislative  bodies. 

Dr.  Cans  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Supplemental  report  of  the 
Committee  on  Aging 

Your  reference  committee  also  reviewed  with  interest  the 
supplemental  report  of  the  Committee  on  Aging.  Inasmuch 
as  this  supplemental  report  is  informative  only,  your  refer- 
ence committee  is  of  the  opinion  that  no  action  upon  it  is 
necessary. 

Dr.  Gans  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Advisory  Committee 
on  State  Institutions 

The  Advisory  Committee  on  State  Institutions  at  the  Annual 
Meeting  of  this  House  of  Delegates  in  Billings  a year  ago 
rendered  a very  comprehensive  report  of  its  study  of  the 
custodial  institutions  of  Montana.  Your  reference  committee 
feels  that  many  of  the  recommendations  included  in  that 
report  have  not  yet  been  adopted  by  the  custodial  institutions 
and  that  proper  recognition  of  the  value  of  the  report  has 
not  been  received  from  the  various  governmental  agencies 
In  reviewing  the  report  of  the  Advisory  Committee  on  State 
Institutions  to  this  House  of  Delegates,  your  reference  com- 
mittee notes  that  the  committee  has  suggestion  that  it  be 
discharged  until  such  time  as  interested  governmental  agencies 
seek  the  opinion  of  the  Montana  Medical  Association  to  cor- 
rect the  many  deficiencies  at  the  custodial  institutions  origi- 


nally observed  by  the  committee.  Your  reference  committee 
recommends  that,  since  the  Advisory  Committee  on  State 
Institutions  was  formed  at  the  request  of  the  State  Board 
of  Examiners,  this  House  of  Delegates  instruct  the  Executive 
Committee  of  this  Association  to  ascertain  the  opinion  of  the 
Board  of  Examiners  upon  the  committee’s  investigation  of 
custodial  institutions  and  to  determine  if  the  Board  desires 
further  information  from  this  committee.  It  further  recom- 
mends that  the  Advisory  Committee  on  State  Institutions  be 
continued  as  a special  committee  of  this  Association. 

Dr.  Gans  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This  mo- 
tion was  seconded  and  carried.  After  expressing 
his  appreciation  to  the  members  of  his  reference 
committee,  Dr.  Gans  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Health  and 
Well-Being  as  a whole.  This  motion  was  seconded 
and  carried. 

It  was  moved  by  John  R.  Halseth,  M.D.,  a dele- 
gate from  the  Cascade  County  Medical  Society, 
and  seconded  that  the  Advisory  Committee  on 
State  Institutions  prepare  and  sponsor,  during  the 
next  legislative  session  of  the  State  of  Montana, 
such  legislation  as  may  be  necessary  to  implement 
and  legalize  the  recommendations  of  that  commit- 
tee as  submitted  to  this  House  of  Delegates  during 
1958.  Dr.  Halseth,  during  the  discussion  of  this 
motion,  reported  that  it  was  the  opinion  of  the 
membership  of  the  Cascade  County  Medical  So- 
ciety that  this  special  advisory  committee  had  been 
seriously  maligned  through  lack  of  recognition  by 
officials  of  the  State  of  Montana  and  that  the 
membership  of  the  Cascade  County  Medical  So- 
ciety was  opposed  to  the  discharge  of  this  com- 
mittee. Following  further  discussion,  the  motion 
by  Dr.  Halseth  was  voted  upon  and  carried. 

Affiliated  Organizations 

The  following  report  of  the  Reference  Com- 
mittee on  Affiliated  Organizations  was  presented 
by  E.  L.  Stickney,  M.D.,  on  behalf  of  the  Chairman, 
E.  C.  Segard,  M.D.: 

Report  of  the  Public  Health 
League  of  Montana 

Your  reference  committee  is  very  appreciative  of  the  in- 
formative report  of  the  activities  of  the  Public  Health  League 
of  Montana  which  was  submitted  by  its  President,  E.  H. 
Lindstrom,  M.D.  The  committee  is  also  cognizant  of  the  value 
of  the  magazine,  “Montana  Health,”  published  by  the  League 
and  believes  that  it  would  be  beneficial  to  increase  its  circu- 
lation so  that  the  health  articles  published  in  it  may  be  more 
widely  read  by  lay  persons. 

It  was  moved  by  Dr.  Stickney,  and  seconded, 
that  this  portion  of  the  report  of  the  reference 
committee  be  adopted.  During  the  discussion  of 
this  motion,  several  delegates  expressed  the  opin- 
ion that  the  circulation  of  this  magazine  should 
not  be  increased  at  the  expense  of  the  Montana 
Medical  Association  and  inquired  about  the  pro- 
posed means  and  cost  of  increasing  the  circulation 
of  “Montana  Health.”  Since  this  information  was 
not  available,  George  G.  Sale,  M.D.,  presented,  as 
a substitute  motion,  a request  that  the  report  of 
the  reference  committee  be  amended  and  that  the 
representative  of  this  Association  to  the  Public 
Health  League  of  Montana  be  requested  to  submit 
at  the  Interim  Session  of  this  House  of  Delegates 
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detailed  information  about  the  current  circulation, 
the  proposed  increase  in  circulation  and  the  cost  of 
publication  of  “Montana  Health.”  This  motion  was 
seconded  and  carried  after  a brief  discussion. 

Report  of  the  Representative  to 
the  Montana  Health  Planning  Council 

Your  reference  committee  reviewed  with  interest  the  ex- 
cellent report  of  the  activities  of  the  Montana  Health  Plan- 
ning Council  as  submitted  by  the  representative  of  this 
Association,  W.  G.  Tanglin,  M.D.  The  reference  committee 
notes  with  satisfaction  and  pride  that  Dr.  Tanglin  has  been 
named  President  of  the  Montana  Health  Planning  Council 
and  wishes  to  take  this  opportunity,  on  behalf  of  the  House 
of  Delegates,  to  congratulate  him  upon  his  election.  Inasmuch 
as  this  report  is  informative  only,  your  reference  committee 
is  of  the  opinion  that  no  action  upon  it  is  necessary. 

Dr.  Stickney  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Advisory  Committee  on 
Narcotic  and  Alcohol  Education 

Your  reference  committee  is  gratified  to  learn  after  its 
review  of  the  report  of  the  Committee  on  Narcotic  and  Alco- 
hol Education  that  an  active  alcohol  treatment  program  has 
been  established  at  the  State  Hospital  in  Warm  Springs  and 
that  this  program  boasts  a cure  rate  of  37  per  cent.  This 
result,  in  the  opinion  of  your  reference  committee,  is  most 
heartening.  Inasmuch  as  this  report  is  informative,  your 
reference  committee  is  of  the  opinion  that  no  action  upon  it 
is  necessary. 

Dr.  Stickney  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Managing  Editor  of  the 
Rocky  Mountain  Medical  Journal 

Mr.  Harvey  T.  Sethman,  Managing  Editor  of  the  Rocky 
Mountain  Medical  Journal,  attended  the  meeting  of  this 
reference  committee  and  commented  in  detail  upon  the  circu- 
lation, cost  of  publication  and  the  audit  of  the  books  of 
account  of  the  Rocky  Mountain  Medical  Journal.  He  also 
suggested  that  physicians  submit  for  publication  in  the 
Journal  a larger  volume  of  scientific  manuscripts  and  or- 
ganizational news.  Your  reference  committee  concurs  heartily 
in  this  suggestion  and  would  like  to  urge  Montana  physicians 
to  contribute  more  scientific  articles  to  the  Journal  for  pub- 
lication. 

Dr.  Stickney  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  President  of  the  State 
Board  of  Medical  Examiners 

Your  reference  committee  reviewed  with  great  interest  the 
report  submitted  by  the  President  of  the  State  Board  of 
Medical  Examiners,  Stuart  A.  Olson,  M.D.  It  observes  that 
the  State  Board  of  Medical  Examiners  in  its  report  has  sug- 
gested, (1)  that  in  the  near  future  it  will  probably  become 
necessary  to  amend  the  Medical  Practice  Act  of  Montana  and 
(2)  that  there  is  a financial  inequity  in  the  remuneration  of 
members  of  the  Board  of  Medical  Examiners  as  compared 
with  the  remuneration  provided  to  members  of  other  state 
boards.  Your  reference  committee  recommends  that  this  report 
be  accepted  and  that  this  House  of  Delegates  authorize  the 
President  of  the  Montana  Medical  Association  to  appoint  a 
special  committee  to  draft,  after  consultation  with  interested 
individuals  and  groups,  a new  Medical  Practice  Act  for  intro- 
duction at  the  next  session  of  the  Legislative  Assembly  of 
Montana  in  1961. 

It  was  moved  by  Dr.  Stickney,  and  seconded, 
that  this  portion  of  the  report  of  the  reference 
committee  be  adopted.  During  the  discussion  of 
this  motion  and  of  the  report  of  the  reference 
committee,  it  was  pointed  out  by  several  delegates 


that  any  effort  to  amend  the  Medical  Practice  Act 
by  rewriting  any  section  of  the  Act  or  even  by  re- 
vising a few  words  of  the  Act  would  open  it  for 
amendment  on  the  floor  of  the  Montana  House  of 
Representatives  and/or  Senate.  It  was  then  moved 
by  S.  C.  Pratt,  M.D.,  and  seconded,  that  the  report 
of  the  reference  committee  be  amended  and  that 
the  special  committee  to  be  appointed  to  rewrite 
the  Medical  Practice  Act  be  instructed  to  submit 
its  report  and  proposals  for  the  amendment  of  the 
Act  to  this  House  of  Delegates  for  review  at  its 
next  annual  meeting  during  1960.  Following  a 
brief  discussion,  this  amendment  was  voted  upon 
and  carried.  The  original  motion,  as  amended,  was 
then  voted  upon  but  failed  to  carry. 

Report  of  the  President  of 
the  Woman’s  Auxiliary 

Your  reference  committee  was  extremely  interested  in  the 
excellent  report  submitted  by  the  President  of  the  Woman’s 
Auxiliary  to  the  Montana  Medical  Association,  Mrs.  Robert  G. 
Kroeze,  and  was  particularly  interested  in  the  many  means 
by  which  this  fine  organization  has  helped  the  cause  of  medi- 
cine. Your  committee  was  even  more  impressed  by  the  ac- 
complishments of  the  Woman’s  Auxiliary  during  the  past 
year  and  recommends  that  this  House  of  Delegates  extend 
a vote  of  appreciation  to  the  President  and  to  each  of  the 
members  of  the  Woman’s  Auxiliary  to  this  Association. 

Dr.  Stickney  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Representative  to  the  Montana 
Committee  of  the  Health  Insurance  Council 

In  the  opinion  of  your  reference  committee,  the  represent- 
ative of  this  Association  to  the  Montana  Committee  of  the 
Health  Insurance  Council,  H.  W.  Fuller,  M.D.,  has  submitted 
a comprehensive  report  upon  the  activities  of  this  newly 
formed  committee.  Inasmuch  as  this  report  is  informative 
only,  your  reference  committee  is  of  the  opinion  that  no 
action  upon  it  is  necessary;  the  committee,  however,  would 
like  to  commend  Dr.  Fuller  for  his  excellent  report. 

Dr.  Stickney  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  President  of 
Montana  Physicians’  Service 

The  report  of  the  President  of  Montana  Physicians’  Service, 
R.  H.  Leeds,  M.D.,  was  read  in  full  at  the  opening  session  of 
this  House  of  Delegates.  It  outlines,  in  detail,  the  scope  of 
activities  encompassed  by  this  competently  operated  organiza- 
tion and  emphasizes  to  all  the  many  sound  reasons  for  the 
existence  of  such  an  organization,  namely,  that  it  enables 
physicians  to  have  some  voice  in  providing  adequate  Insur- 
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ance  for  health  care  to  Montana  citizens.  Inasmuch  as  this 
report  is  informative  only,  your  reference  committee  is  of 
the  opinion  that  no  action  upon  it  is  necessary;  the  commit- 
tee, however,  would  like  to  suggest  that  the  President,  the 
Board  of  Trustees  and  the  staff  of  Montana  Physicians’  Service 
be  commended. 

Dr.  Stickney  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried.  Dr.  Stickney 
then  moved  the  adoption  of  the  report  of  the  Ref- 
erence Committee  on  Affiliated  Organizations,  as 
amended,  as  a whole.  This  motion  was  seconded 
and  carried. 

Scientific  Work 

The  following  report  of  the  Reference  Commit- 
tee on  Scientific  Work  was  presented  by  Raymond 
F.  Peterson,  M.D.,  Chairman. 

Your  Reference  Committee  on  Scientific  Work  has  re- 
viewed and  considered  in  detail  each  of  the  reports  referred 
to  it  and  offers  the  following  comments  and  recommendations 
to  this  House: 

Report  of  the  Arthritis  and 
Rheumatism  Committee 

Ralph  H.  Biehn,  M.D.,  Chairman  of  the  Arthritis  and 
Rheumatism  Committee,  reports  progress  through  the  contacts 
of  the  committee  and  its  cooperation  with  the  Executive 
Director  of  the  Rocky  Mountain  Chapter  of  the  Arthritis  and 
Rheumatism  Foundation,  the  publishers  of  the  Rocky  Moun- 
tain Bulletin  and  of  the  Bulletin  oh  Rheumatic  Diseases.  The 
committee  Is  continuing  its  effort  to  organize  a Montana 
Chapter  of  the  Arthritis  and  Rheumatic  Foundation.  Inasmuch 
as  this  report  is  Informative  only,  your  reference  committee 
is  of  the  opinion  that  no  action  upon  it  is  necessary  at  this 
time. 

Dr.  Peterson  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Cancer  Committee 

This  committee,  under  the  chairmanship  of  George  T.  R. 
Fahlund,  M.D.,  reports  continued  liaison  between  the  medical 
profession  of  Montana  and  the  Montana  Division  of  the 
American  Cancer  Society  as  an  Important  function  of  the 
committee.  It  recommends  that  the  present  members  of  the 
committee  now  serving  as  members  of  the  Board  of  Directors 
of  the  Montana  Division  of  the  American  Cancer  Society  be 
reappointed  for  the  coming  year,  if  possible,  and  in  addition 
recommends  that  the  Secretary  of  each  of  the  component 
medical  societies  of  this  Association  submit  requests  to  the 
office  of  the  Montana  Division  for  professional  programs  at 
monthly  meetings.  Your  reference  committee  approves  and 
encourages  continued  close  liaison  between  the  Cancer  Com- 
mittee and  the  Montana  Division  and  endorses  the  suggestion 
about  the  reappointment  of  committee  members  and  the 
proposals  for  professional  programs  at  component  society 
meetings.  It  is  the  opinion  of  your  reference  committee  that 
the  approval  of  these  recommendations  will  be  beneficial  to 
both  organizations  concerned. 

Dr.  Peterson  moved  that  this  portion  of  the 
report  of  the  reference  committee  be  adopted. 
This  motion  was  seconded  and  carried. 

Report  of  the  Committee 
on  Mental  Hygiene 

This  committee,  under  the  chairmanship  of  Bryce  G. 
Hughett,  M.D.,  reports  that  it  has  continued  its  efforts  to 
draft  suitable  revisions  to  the  laws  of  Montana  pertaining 
to  the  hospitalization  of  mentally  ill  persons  and  that  the 
committee  anticipates  the  presentation  of  specific  proposals 
for  the  amendment  of  the  current  statutes  to  this  House  of 
Delegates  before  the  next  Legislative  Assembly.  The  Com- 
mittee on  Mental  Hygiene  in  its  report  also  indicates  that 
it  has  undertaken  a study  of  the  use  of  hypnosis,  but  that 
as  yet  it  has  no  Information  to  present  upon  this  subject. 
Your  reference  committee  is  of  the  opinion  that  no  action 
upon  this  report  is  necessary  at  the  present  time  since  it  is 
informative  only. 

Dr.  Peterson  moved  the  adoption  of  this  portion 


of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Tuberculosis  Committee 

The  Tuberculosis  Committee,  under  the  chairmanship  of 
Mabel  E.  Tuchscherer,  M.D.,  has  studied  and  recommended 
approval  by  this  House  of  Delegates  of  the  following  forms 
and  regulations  which  were  submitted  with  its  report; 

1.  Health  certificates  for  teacher  applicants; 

2.  Standards  for  the  use  of  health  officers  for  certifying 
teacher  applicant  health  certificates; 

3.  Rules  and  regulations  pertaining  to  the  definition  of 
communicable  tuberculosis  and  the  procedures  related  to  the 
establishment  of  the  diagnosis  of  communicable  tuberculosis. 

The  report  of  the  committee  reveals  that  it  has  studied 
extensively  periodic  examinations  of  school  teachers  and 
school  employes  and,  as  a result,  is  convinced  of  the  desira- 
bility of  the  approval  of  the  standards,  rules  and  regulations 
that  It  has  developed  concerning  the  certification  of  the 
health  of  teachers  and  of  the  procedures  concerning  com- 
municable tuberculosis.  Your  reference  committee  concurs 
with  these  proposals  and  recommends  their  approval  by  this 
House  of  Delegates. 

Dr.  Peterson  moved  that  this  portion  of  the 
report  of  the  reference  committee  be  adopted. 
This  motion  was  seconded  and  carried. 

Report  of  the  Maternal  and 
Child  Welfare  Committee 

The  Maternal  and  Child  Welfare  Committee,  under  the 
chairmanship  of  C.  W.  Lawson,  M.D.,  recommends  in  its 
report  that  the  free  distribution,  by  the  State  Board  of 
Health,  of  silver  nitrate  to  maternity  units  of  the  many  hos- 
pitals in  this  state  for  newborn  ophthalmic  prophylaxis  be 
discontinued.  Your  reference  committee  during  its  study  of 
this  report  was  informed  that  the  free  distribution  of  silver 
nitrate  by  the  State  Board  of  Healh  was  discontinued  some 
months  ago  and,  therefore,  recommends  approval  of  the 
report  of  this  committee.  Your  reference  committee  wishes 
to  express  on  behalf  of  Montana  physicians  their  apprecia- 
tion to  the  committee  for  its  continuing  studies  and  accom- 
plishments in  perinatal  and  maternal  welfare. 

Dr.  Peterson  moved  that  this  portion  of  the 
report  of  the  reference  committee  be  adopted. 
This  motion  was  seconded  and  carried. 

During  the  first  session  of  this  House  of  Delegates,  M.  A. 
Gold,  M.D.,  upon  the  recommendation  of  the  Montana  Trudeau 
Society,  introduced  the  following  resolution: 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  at  its  Annual  Meeting  in  Butte,  Septem- 
ber 17-19,  1959,  approve  legislation  to  provide  pre-employment 
and  preadmission  physical  examinations,  as  well  as  periodic 
physical  examinations,  for  all  employees  and  Inmates  of  cus- 
todial institutions  in  Montana  to  insure  that  such  employees 
and  Inmates  shall  be  free  of  active  tuberculosis  and  other 
communicable  diseases. 

Your  reference  committee  is  of  the  opinion  that  such  legis- 
lation would  be  beneficial  and,  therefore,  recommends  the 
approval  of  this  resolution  by  this  House  -of  Delegates. 

Dr.  Peterson  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
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motion  was  seconded  and  carried.  Dr.  Peterson 
then  moved  the  adoption  of  the  report  of  the 
Reference  Committee  on  Scientific  Work,  as  a 
whole.  This  motion  was  seconded  and  carried. 

Additional  resolutions 

President  Caraway  then  called  for  additional 
resolutions,  new  business  or  reports  of  standing 
committees.  Bryce  G.  Hughett,  M.D.,  Chairman  of 
the  Committee  on  Mental  Hygiene,  then  reported 
that  that  committee,  at  a meeting  on  September  18, 
had  prepared  and  voted  to  present  the  following 
supplemental  report  to  this  House  of  Delegates  for 
consideration: 

The  Mental  Hygiene  Committee  of  the  Montana  Medical 
Association  met  on  September  18,  1959,  to  consider  the  subject 
of  hypnosis.  The  following  resolution  was  unanimously  adopted 
by  the  committee  for  referral  to  this  House: 

WHEREAS,  Hypnosis  is  a medical  and  dental  procedure; 
and 

WHEREAS,  Suicides,  psychotic  breaks  and  other  deleterious 
results  can  and  do  occur  through  the  unskilled  use  of  hyp- 
nosis ; and 

WHEREAS,  The  use  of  hypnosis  for  therapy  is  properly 
condemned  where  only  symptomatic  relief  is  obtained  and 
the  underlying  cause  of  the  symptom  or  symptoms  is  ob- 
scured; and  since  all  symptoms  are  defenses,  that  is,  reactions 
to  injury,  the  removal  of  the  symptom  is,  therefore,  dangerous 
unless  the  meaning  and  nature  of  this  defense  is  understood; 
and 

WHEREAS,  The  main  goal  of  medical  therapy  is  to  assist 
a patient  to  achieve  greater  self-reliance  and  independence 
but  misused  hypnosis  does  the  opposite  by  increasing  de- 
pendency; and 

WHEREAS,  The  main  clinical  value  of  hypnosis  is  as  an 
anesthetic;  and 

WHEREAS,  Completely  unqualified  non-medical  and  non- 
dental laymen  are  using  and  misusing  hypnosis  in  Montana; 
therefore,  be  it 

RESOLVED,  That  the  use  of  hypnosis  in  the  State  of 
Montana  be  limited  to  qualified  practitioners,  that  is,  licensed 
medical  doctors  and/or  dentists  who  have  undertaken  special 
training  in  the  use  of  hypnosis;  and  be  it 

RESOLVED  further.  That  efforts  be  initiated  to  amend 
the  medical  and  dental  practice  acts  in  the  State  of  Montana 
in  accord  with  this  resolution. 

Following  a discussion  of  this  resolution  by 
several  members  of  the  House  of  Delegates,  it  was 
moved,  seconded  and  carried  that  action  upon  it 
be  postponed  until  the  1960  Interim  Session  of  this 
Association  so  that  each  member  of  this  Associa- 
tion may  have  an  opportunity  to  further  study 
the  proposals  included  in  the  resolution. 

John  S.  Gilson,  M.D.,  Chairman  of  the  Rheu- 
matic Fever  and  Heart  Committee,  then  presented 


the  report  of  this  committee  and  distributed  copies 
of  it  to  all  members  of  the  House  of  Delegates.  In 
order  that  each  member  of  the  House  of  Delegates 
might  have  an  opportunity  to  review  the  report 
carefully  before  acting  upon  it,  it  was  regularly 
moved,  seconded  and  carried  that  consideration 
of  the  report  be  deferred  until  the  next  session  of 
this  House  of  Delegates. 

The  second  session  of  the  House  of  Delegates 
recessed  at  6:15  p.m. 


THIRD  SESSION 
September  19,  1959 

The  third  session  of  the  81st  Annual  Meeting  of 
the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  President  Cara- 
way at  1:45  p.m.  in  the  Silver  Bow  Room  of  the 
Finlen  Hotel,  Butte. 

Following  the  roll  call,  Secretary  Harris  an- 
nounced that  a quorum  was  present. 

It  was  regularly  moved,  seconded  and  carried 
that  the  following  members  of  this  Association  be 
seated  as  delegates  to  represent  the  component 
society  indicated: 

John  S.  Gilson,  M.D.,  Cascade  County  Medical 
Society. 

T.  L.  Hawkins,  M.D.,  Lewis  and  Clark  Medical 
Society. 

Donald  O.  Schultz,  M.D.,  Lewis  and  Clark  Med- 
ical Society. 

J.  C.  Shields,  M.D.,  Silver  Bow  County  Medical 
Society. 

Leonard  W.  Brewer,  M.D.,  Western  Montana 
Medical  Society. 

L.  Bruce  Anderson,  M.D.,  Yellowstone  Valley 
Medical  Society. 

Robert  H.  Leeds,  M.D.,  Chairman  of  the  Refer- 
ence Committee  on  Officers,  Meetings  and  Admin- 
istration, reread  that  portion  of  the  report  of  his 
reference  committee  upon  which  action  was  de- 
ferred at  an  earlier  session  relating  to  formal 
meetings  of  specialty  groups  during  the  annual 
and  interim  sessions  of  this  Association.  S.  C. 
Pratt,  M.D.,  during  tke  discussion  of  the  recom- 
mendation of  the  Executive  Committee  pertaining 
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to  meetings  of  the  specialty  groups,  pointed  out 
that  the  comments  of  the  committee  in  its  report 
represented  a condensation  of  a very  lengthy  dis- 
cussion. He  suggested  that  every  effort  should  be 
made  by  the  Executive  Committee  and  by  all 
members  of  the  Association  to  retain  its  integrity 
and  identity  and  that  specialty  groups,  as  well  as 
affiliated  groups,  should  be  encouraged  to  meet 
whenever  desirable  as  long  as  such  meetings  did 
not  interfere  with  the  scheduled  functions  of  this 
Association  during  its  annual  or  interim  sessions. 
Dr.  Pratt  then  presented  the  following  resolution 
and  moved  its  adoption  in  lieu  of  the  portion  of 
the  report  of  the  Reference  Committee  on  Officers, 
Meetings  and  Administration,  relating  to  meetings 
of  specialty  groups; 

RESOLVED,  That  this  House  of  Delegates  establish  as  a 
policy  of  the  Montana  Medical  Association  a standing  rule 
that,  (1)  none  of  the  medical  specialty  societies  or  affiliated 
groups  of  physicians  shall  schedule  or  arrange  meetings  that 
conflict  in  any  way  with  regularly  scheduled  functions  of 
the  Montana  Medical  Association  during  its  annual  meetings 
or  its  interim  sessions  and  that  (2)  such  specialty  societies 
or  other  affiliated  and  formally  organized  medical  groups  shall 
be  encouraged  to  hold  their  meetings  on  the  day  preceding 
the  opening  of  either  the  annual  meeting  or  interim  session 
of  this  Association  or  at  any  time  following  the  formal  ad- 
journment of  either  of  these  sessions  of  this  Association. 

This  motion  by  Dr.  Pratt  was  seconded  and, 
following  a discussion,  carried. 

Dr.  Leeds  then  moved  that  the  report  of  the 
Reference  Committee  on  Officers,  Meetings  and 
Administration  be  adopted,  as  amended,  as  a 
whole.  This  motion  was  seconded  and  carried. 

Supplemental  report 

The  following  supplemental  report  of  the  Ref- 
erence Committee  on  Scientific  Work  was  then 
presented  by  Raymond  F.  Peterson,  M.D.,  Chair- 
man. 

Report  of  the  Rheumatic  Fever 
and  Heart  Committee 

Because  of  the  importance  and  urgency,  your  Reference 
Committee  on  Scientific  Work  recommends  the  approval  by 
this  House  of  Delegates  of  the  rheumatic  fever  prophylaxis 
program  developed  by  the  Montana  Heart  Association.  Be- 
cause neither  this  reference  committee  nor  the  members  of 
this  House  of  Delegates  have  had  sufficient  time  to  study 
adequately  all  portions  of  the  report  of  the  Rheumatic  Fever 
and  Heart  Committee,  your  reference  committee  feels  that 
some  of  the  more  important  aspects  of  the  report  should  be 
mentioned.  These  are  as  follows: 

1.  The  committee  is  unaware  of  any  disagreement  concern- 
ing the  benefits  of  prophylaxis  care  for  rheumatic  fever 
patients: 

2.  It  also  recognizes  that  the  Montana  Heart  Association 
is  not  endorsing  one  form  of  prophylaxis  over  any  other 
form; 

3.  It  recognizes  the  present  availability  of  penicillin  for 
prophylaxis  use  from  the  State  Board  of  Health  for  the 
indigent  patient; 

4.  Because  the  cost  of  monthly  medication  will  be  re- 
duced from  approximately  $6  per  month  to  $2  per  month  to 
the  patient,  it  is  the  opinion  of  the  Montana  Heart  Associa- 
tion that  this  reduction  in  cost  may  increase  prophylaxis  use 
of  penicillin; 

5.  The  reduction  in  cost  of  penicillin  for  prophylaxis  pur- 
poses will  be  accomplished  through  the  cooperation  of  whole- 
sale and  retail  pharmaceutical  firms.  Therefore,  your  reference 
committee  wishes  to  take  this  opportunity  to  commend  the 
Montana  State  Pharmaceutical  Association  for  its  assistance 
and  cooperation. 

Dr.  Peterson  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 


The  Rheumatic  Fever  and  Heart  Committee,  in  its  report, 
again  discussed  the  standards  which  have  been  established  to 
qualify  surgeons  for  cardiovascular  and  thoracic  surgery, 
under  certain  programs  sponsored  by  the  State  Board  of 
Health.  Members  of  this  House  of  Delegates  will  recall  that, 
at  its  Annual  Meeting  during  1958,  a policy  was  adopted 
under  which  surgeons,  in  order  to  be  approved  for  participa- 
tion in  the  programs  sponsored  by  the  State  Board  of  Health, 
shall  be  eligible  for  certification,  or  shall  be  certified,  by  the 
American  Board  of  Thoracic  Surgery  and  that  anesthesiolo- 
gists to  be  approved  for  participation  in  this  program  shall 
also  be  eligible  for  certification,  or  shall  be  certified,  by  the 
American  Board  of  Anesthesiology.  At  the  Interim  Session 
of  this  House  of  Delegates  during  1959,  however,  the  Rheu- 
matic Fever  and  Heart  Committee  was  directed  to  seek 
means  whereby  those  surgeons  having  appropriate  experience 
and  training  who  were  certified  by  the  American  Board  of 
Surgery,  or  were  eligible  for  such  certification,  may  partici- 
pate in  the  cardiovascular  program  of  the  State  Board  of 
Health.  Accordingly,  the  Rheumatic  Fever  and  Heart  Com- 
mittee has  endeavored  on  several  occasions  to  develop  such 
standards.  The  committee  reports,  however,  that  to  date  it 
has  been  unable  to  arrive  at  any  other  acceptable  solution 
for  the  evaluation  of  a surgeon’s  qualifications  for  cardio- 
vascular or  thoracic  surgery  and,  therefore,  reaffirms  its 
belief  that  the  current  standards,  which  require  certification, 
or  eligibility  for  certification,  by  the  American  Board  of 
Thoracic  Surgery,  should  be  maintained. 

Your  reference  committee  recognizes  the  necessity  of 
establishing  standards  of  training  to  monitor  the  abilities 
of  physicians  providing  this  type  of  medical  and  surgical  care. 
Your  reference  committee,  however,  believes  that  the  ap- 
proval of  this  portion  of  the  report  of  the  Rheumatic  Fever 
and  Heart  Committee  governing  the  qualifications  of  sur- 
geons will  place  this  Association  on  record  as  approving 
qualifications  established  by  a national  specialty  board  for  the 
participation  of  physicians  in  tax  supported  programs.  The 
mechanics  for  establishing  and  defining  standards  and  for 
monitoring  surgery  is,  presently,  and  should  continue  to  be. 
your  reference  committee  believes,  the  obligation  and  duty 
of  the  medical  and  surgical  staff  of  the  local  hospital  and  the 
local  medical  society.  This  responsibility  should  not  be  dele- 
gated to  any  national  organization  of  physicians  or  to  a 
governmental  agency.  This  reference  committee,  therefore, 
is  of  the  opinion  that  no  action  should  be  taken  by  this 
House  of  Delegates  upon  this  portion  of  the  report  of  the 
Rheumatic  Fever  and  Heart  Committee. 

Dr.  Peterson  moved  that  this  portion  of  the 
report  of  the  reference  committee  be  adopted. 
This  motion  was  seconded  and  carried. 

Dr.  Peterson  then  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Scientific 
Work,  as  amended,  as  a whole.  This  motion  was 
seconded  and  carried. 

Re-study  of  heart  program 

J.  C.  Shields,  M.D.,  then  moved  that  the  stand- 
ards for  participation  in  the  cardiovascular  pro- 
gram sponsored  by  the  State  Board  of  Health 
again  be  studied  by  the  Reference  Committee  on 
Scientific  Work  and  that  reference  committee  be 
instructed  to  present  more  detailed  information 
and  specific  recommendations  upon  this  subject  to 
the  House  of  Delegates  at  its  1960  Interim  Session. 
This  motion  was  seconded  and  carried. 

W.  E.  Harris,  M.D.,  Secretary-Treasurer,  then 
read  the  following  supplemental  report  of  the 
Executive  Committee: 

At  a meeting  of  the  Executive  Committee  on  Wednesday, 
September  15,  several  suggestions  were  considered  for  trans- 
mittal to  this  House  of  Delegates  for  its  information  and 
action. 

The  Executive  Committee  reviewed  carefully  a lengthy 
communication  from  the  Montana  Academy  of  Oto-Ophthal- 
mology  about  the  use  of  hospitals  by  dentists  who  practice 
oral  surgery  and/or  maxillo-facial  surgery  and  the  organiza- 
tion of  a hospital  dental  staff.  The  Executive  Committee 
would  remind  all  delegates  that  rules  and  regulations  for  the 
establishment  of  a dental  department  in  hospitals  approved  by 
the  Joint  Commission  on  Accreditation  of  Hospitals  have 
been  established  and  are  available  upon  request.  Insofar  as 
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the  particular  problem  discussed  by  the  Montana  Academy 
of  Oto-Ophthalmology  in  its  communication  to  the  Executive 
Committee  is  concerned,  it  Is  the  opinion  of  the  committee 
that  the  question  should  be  discussed  and  considered  at  the 
local  level  and,  thus,  resolved  by  mutual  agreement  and 
cooperation  between  representatives  of  the  component  medi- 
cal society  and  the  district  dental  society.  In  the  meantime, 
the  Executive  Committee  will  refer  the  entire  communication 
from  the  Academy  to  the  Interprofessional  Relations  Com- 
mittee of  this  Association  for  its  consideration  and  recom- 
mendations. 

As  most  members  of  this  House  know,  Mrs.  M.  A.  Gold 
has  served  the  Woman’s  Auxiliary  to  the  American  Medical 
Association  in  several  Important  capacities.  About  four  years 
ago  she  was  named  the  Treasurer  of  the  national  auxiliary; 
she  also  served  one  term  as  its  Fourth  Vice  President.  Mrs. 
Gold  was  then  elected  a member  of  the  Board  of  Directors 
of  the  Woman’s  Auxiliary  to  the  American  Medical  Associa- 
tion and  will  complete  a two-year  term  next  June.  Because 
of  the  intense  interest  of  Mrs.  Gold  in  the  affairs  of  the 
Auxiliary  and  of  the  medical  profession,  the  Executive  Com- 
mittee would  like  to  suggest  that  this  House  of  Delegates 
vote  to  recommend  her  to  the  Chairman  of  the  Nominating 
Committee  of  the  national  auxiliary,  Mrs.  E.  A.  Underwood, 
for  consideration  as  a candidate  for  the  office  of  First  Vice 
President. 

The  previous  activity  and  sincere  devotion  of  Mrs.  Gold 
to  the  programs  of  the  Auxiliary  and  her  achievements  thus 
far  qualify  her,  we  believe,  for  the  high  office  of  First  Vice 
President.  Your  Executive  Committee  recommends  that  this 
House  of  Delegates  approve  this  proposal  and  endorse  the 
candidacy  of  Mrs.  Gold,  as  a nominee  to  this  office,  because 
her  election  will  reflect  credit  to  our  state  and  our  Associa- 
tion. 

The  Board  of  Trustees  of  M.P.S.  wishes  to  call  the  atten- 
tion of  its  Professional  Membership  to  the  following  state- 
ment which  was  approved  at  a recent  meeting. 

Mr.  Michael  E.  Donovan  has  served  as  Executive  Di- 
rector of  Montana  Physicians’  Service  for  five  years.  During 
that  time  the  membership  and  stability  of  the  plan  has  con- 
siderably improved.  The  plan  has  gained  stature,  nationally, 
largely  as  a result  of  Mr.  Donovan’s  ability  and  personality. 
He  is  well  known  and  liked,  not  only  in  our  own  state,  but 
among  Blue  Shield  people  throughout  the  United  States. 

In  view  of  these  facts,  the  Board  wishes  to  formally  extend 
to  Mr.  Donovan  its  thairks  and  appreciation  for  a job  well 
done. 

It  was  regularly  moved,  seconded  and  carried 
that  the  supplemental  report  of  the  Executive 
Committee  be  considered  by  the  House  of  Dele- 
gates without  referral  to  the  Reference  Committee 
on  Officers,  Meetings  and  Administration.  It  was 
then  moved  that  the  House  of  Delegates  approve 
the  proposal  of  the  Executive  Committee,  that  it 
endorse  the  candidacy  of  Mrs.  M.  A.  Gold  for  the 
office  of  First  Vice  President  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 
This  motion  was  seconded  and,  following  a brief 
discussion,  carried. 

The  following  report  of  the  Council  of  this 
Association  was  read  by  the  Secretary  on  behalf 
of  Porter  S.  Cannon,  M.D.,  a member  of  the  Coun- 
cil from  the  Northcentral  Montana  Medical  So- 
ciety: 

At  a meeting  of  the  Council  of  this  Association  on  Friday 
afternoon,  September  18,  it  was  voted  to  again  employ  Mr. 
Newell  Gough,  of  Helena,  Montana,  to  serve  as  the  legal 
counsel  of  this  Association  for  the  calendar  year,  1960. 

It  is  the  recommendation  of  the  Council  to  this  House  of 
Delegates  that  it  authorize  a payment  of  ?600  per  annum  as 
the  retainer  fee  for  his  services  during  1960. 

It  was  regularly  moved,  seconded  and  carried 
that  this  report  and  the  recommendation  contained 
in  it  to  appropriate  the  sum  of  $600  as  the  retainer 
fee  for  legal  counsel  during  1960  be  adopted. 

President  Caraway  introduced  Beverley  T. 
Mead,  M.D.,  Director  of  a psychiatric  education 
project,  who  addressed  the  House  briefly  and  ex- 
plained this  educational  program. 


Following  a call  for  the  consideration  of  addi- 
tional new  business  by  President  Caraway,  it  was 
regularly  moved,  and  seconded,  that  this  House  of 
Delegates  vote  to  commend  Mrs.  Robert  G.  Kroeze, 
Butte,  President  of  the  Woman’s  Auxiliary  to  this 
Association,  for  her  many  accomplishments  and 
important  contributions  to  the  program  of  the 
Auxiliary  during  the  past  year.  This  motion  was 
voted  upon  and  carried  unanimously. 

T.  L.  Hawkins,  M.D.,  then  moved  that  the  Sec- 
retary be  instructed  to  write  appropriate  letters 
of  appreciation  to  all  of  the  individuals  and  or- 
ganizations that  had  contributed  to  the  success  of 
the  81st  Annual  Meeting  of  this  Association.  This 
motion  was  seconded  and  carried  unanimously. 

At  2:40  p.m.,  the  House  of  Delegates  recessed 
for  the  meeting  of  the  Administrative  Body  of 
Montana  Physicians’  Service.  The  House  recon- 
vened at  2:50  p.m. 

Election  of  officers 

President  Caraway  then  announced  the  election 
of  officers  for  the  coming  administrative  year  and 
called  for  additional  nominations  for  the  office  of 
President-Elect.  There  being  none,  it  was  regularly 
moved,  seconded  and  carried  that  the  nominee  of 
the  Nominating  Committee,  Raymond  F.  Peterson, 
M.D.,  be  unanimously  elected  to  the  office  of 
President-Elect. 

President  Caraway  called  for  additional  nomi- 
nations for  the  office  of  Secretary-Treasurer.  There 
being  none,  it  was  regularly  moved,  seconded  and 
carried  that  the  nominee  of  the  Nominating  Com- 
mittee, W.  E.  Harris,  M.D.,  be  unanimously  re- 
elected to  the  office  of  Secretary-Treasurer. 

President  Caraway  called  for  additional  nomi- 
nations for  the  office  of  Assistant  Secretary-Treas- 
urer. There  being  none,  it  was  regularly  moved, 
seconded  and  carried  that  the  nominee  of  the 
Nominating  Committee,  Jess  T.  Schwidde,  M.D.,  be 
unanimously  elected  to  the  office  of  Assistant 
Secretary-Treasurer. 

Dr.  Caraway  then  called  for  additional  nomina- 
tions for  the  office  of  Vice  President.  There  being 
none,  it  was  regularly  moved,  seconded  and  car- 
ried that  the  nominee  of  the  Nominating  Commit- 
tee, Everett  H.  Lindstrom,  M.D.,  be  unanimously 

continued  on  page  130 


for  December,  1959 


127 


ANNOUNCING 

SCHERING’S 

NEW 


MYOGESIC 


REU 


CARISOPRODOL 


EASES  STRAINS 
SPRAINS  & LOW 
BACK  PAINS...! 


RELA-a  new  myogesic  for  better 

relaxant  and  analgesic  therapy- 
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persistent  pain  relief  through 
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Rela,  through  relaxation  and  analgesia, 
assures  daytime  ease  and  nighttime  rest 

. A number  of  patients  reported 
freedom  from  insomnia  which  they 
attributed  to  freedom  from  pain.”^ 

indications:  rela  is  most  beneficial  in  those 
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elected  to  the  office  of  Vice  President. 

President  Caraway  then  called  for  additional 
nominations  for  members  of  the  Executive  Com- 
mittee. There  being  none,  it  was  regularly  moved, 
seconded  and  carried  that  the  nominees  of  the 
Nominating  Committee,  Herbert  T.  Caraway,  M.D., 
and  John  A.  Layne,  M.D.,  be  unanimously  elected 
as  members  of  the  Executive  Committee. 

Leonard  W.  Brewer,  M.D.,  was  then  escorted 
to  the  rostrum  and  installed  as  President  of  the 
Association  for  the  coming  administrative  year. 
President  Brewer  expressed  his  appreciation  to 
the  House  of  Delegates  for  its  confidence  and  sug- 
gested that  each  and  every  committee  of  this 
Association  cooperate  with  all  of  the  newly  elected 
officers  to  insure  the  continued  success  of  this 
Association.  Dr.  Brewer  then  congratulated  Dr. 
Caraway  upon  the  successful  conclusion  of  his 
administration  and  extended  best  wishes  to  him 
on  behalf  of  the  members  of  the  Association.  The 
other  newly  elected  officers  of  the  Association 
were  then  installed  in  their  respective  offices. 

There  being  no  further  business,  the  House  of 
Delegates  adjourned  sine  die  at  3:05  p.m. 


The  following  delegates  and  alternate  delegates  attended 
these  sessions  of  the  House  of  Delegates: 

CASCADE  COUNTY  MEDICAL  SOCIETY:  F.  H.  Crago, 
M.D.,  Great  Falls;  Paul  R.  Ensign,  M.D.,  Great  Falls;  Harold 
W.  Fuller,  M.D.,  Great  Falls;  John  S.  Gilson,  M.D.,  Great 
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Eoch  coated  tablet  (pink)  cohfolns: 
meprobomote,  400  mg.;  d'Ornphelomine  sulfate,  S mg. 
Dosoge:  One  toblet  one-holf  to  one  hour  before  each  naecrl'. 
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Falls;  John  R.  Halseth,  M.D.,  Great  Falls;  John  A.  Layne. 
M.D.,  Great  Falls;  T.  C.  Power,  M.D.,  Great  Falls;  Arnold 
E.  Ritt,  M.D.,  Great  Falls. 

FERGUS  COUNTY  MEDICAL  SOCIETY:  William  M.  Barel- 
man,  M.D.,  Lewistown;  Paul  J.  Gans,  M.D.,  Lewistown. 

FLATHEAD  COUNTY  MEDICAL  SOCIETY:  T.  L.  Lock- 
ridge,  M.D.,  Whitefish. 

GALLATIN  COUNTY  MEDICAL  SOCIETY:  A.  L.  Vadheim, 
M.D.,  Bozeman;  Paul  H.  Visscher,  M.D.,  Bozeman. 

HILL  COUNTY  MEDICAL  SOCIETY:  N.  A.  Franken,  M.D., 
Havre;  R.  H.  Leeds,  M.D.,  Chinook;  J.  J.  Wier,  M.D.,  Big 
Sandy. 

LEWIS  AND  CLARK  MEDICAL  SOCIETY:  T.  L.  Hawkins, 
M.D.,  Helena:  Raymond  O.  Lewis,  M.D.,  Helena;  Orville  M. 
Moore,  M.D.,  Helena;  Philip  D.  Pallister,  M.D.,  Boulder; 
Donald  O.  Schultz,  M.D.,  Helena:  G.  D.  C.  Thompson,  M.D., 
Helena. 

MOUNT  POWELL  MEDICAL  SOCIETY;  D.  R.  Reed.  M.D., 
Anaconda:  G.  E.  Trobough,  M.D.,  Anaconda;  Mabel  T.  Tuch- 
scherer,  M.D.,  Anaconda. 

NORTHCENTRAL  MONTANA  MEDICAL  SOCIETY:  Porter 
S.  Cannon,  M.D.,  Conrad:  George  D.  Waller,  M.D.,  Cut  Bank; 
Robert  K.  West,  M.D.,  Cut  Bank. 

NORTHEASTERN  MONTANA  MEDICAL  SOCIETY:  David 
Gregory,  M.D.,  Glasgow;  Gaylen  Stoner,  M.D.,  Plentywood. 

PARK-SWEET  GRASS  MEDICAL  SOCIETY:  L.  W.  Basket!. 
M.D.,  Big  Timber;  R.  E.  Walker,  M.D.,  Livingston. 

SILVER  BOW  COUNTY  MEDICAL  SOCIETY;  Roger  W. 
Clapp,  M.D.,  Butte;  D.  L.  Gillespie,  M.D.,  Butte;  M.  A.  Gold, 
M.D.,  Butte;  B.  T.  Jones,  M.D.,  Butte;  William  E.  Kane,  M.D., 
Butte;  R.  G.  Kroeze,  M.D.,  Butte;  John  A.  Newman,  M.D., 
Butte;  Raymond  F.  Peterson,  M.D.,  Butte;  H.  D.  Rossiter, 
M.D.,  Butte;  J.  C.  Shields,  M.D.,  Butte;  V.  A.  Yaholkovsky, 
M.D.,  Butte. 

SOUTHEASTERN  MONTANA  MEDICAL  SOCIETY:  B.  C. 
Farrand,  M.D.,  Jordan;  Stuart  A.  Olson,  M.D.,  Glendive; 
S.  C.  Pratt,  M.D.,  Miles  City;  Edwin  L.  Stickney,  M.D., 
Broadus. 

WESTERN  MONTANA  MEDICAL  SOCIETY:  Leonard  W. 
Brewer,  M.D.,  Missoula;  John  A.  Evert,  M.D.,  Missoula;  L.  E. 
Kuffel,  M.D.,  Missoula;  W.  J.  McDonald,  M.D.,  Missoula; 
James  E.  McIntosh,  M.D.,  Missoula;  John  M.  Nelson,  M.D., 
Missoula;  George  G.  Sale,  M.D.,  Missoula;  R.  D.  Weber,  M.D., 
Missoula. 

YELLOWSTONE  VALLEY  MEDICAL  SOCIETY:  L.  Bruce 
Anderson,  M.D.,  Billings:  W.  E.  Butler,  M.D.,  Billings;  F.  W. 
Ford,  M.D.,  Billings;  Sidney  J.  Hayes,  M.D.,  Billings;  Bryce 
G.  Hughett,  M.D.,  Billings;  Ross  Lemire,  M.D.,  Billings;  A.  J. 
Marchello,  M.D.,  Billings;  James  D.  Morrison,  M.D.,  Billings; 
M.  A.  Ruona,  M.D.,  Billings. 


Obituary 

HUGH  V.  FALL 

Dr.  Hugh  V.  Fall,  born  1882,  died  October  13, 
1959. 

Dr.  Fall  graduated  from  Toledo  Medical  College 
in  1907  and  received  his  New  Mexico  license  in 
1911  and  practiced  in  Roswell,  New  Mexico. 

He  was  a member  of  the  Chaves  County  Medi- 
cal Society  and  the  American  Medical  Association, 
and  in  May  of  1958  was  elected  to  Emeritus  mem- 
bership in  the  New  Mexico  Medical  Society.  Dr. 
Fall  was  awarded  a Certificate  for  Fifty  Years’ 
Practice  in  1956. 
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Rocky  Mountain  Medical  Journal 


To  the  Editor: 

Re  your  editorial  concerning  cigarette  and  al- 
cohol advertising,  please  register  my  vote  against 
accepting  such.  The  number  of  pages  of  advertis- 
ing appears  to  be  healthy,  even  without  three  to 
four  such  ads.  Secondly,  it  is  evident  from  the 
tenor  and  content  of  such  ads  that  they  are 
actually  a calculated  program  insidiously  to  in- 
fluence even  the  doctors’  acceptance  of  the  “harm- 
lessness” of  their  wares.  Harry  V.  Unfug,  M.D. 


Some  colleagues  have  taken  exception  to  the 
article  “The  art  and  science  of  medicine — through 
a patient’s  eyes”  which  appeared  in  our  September 
issue.  The  following  letter  was  relayed  to  us  from 
a Montana  physician  via  Dr.  Perry  Berg,  Scientific 
Editor  of  our  Montana  section: 

Dear  Dr.  Berg: 

I am  writing  you  in  your  capacity  as  a member  of 
the  Editorial  Board  of  the  Rocky  Mountain  Medical 
Journal. 

I wish  to  protest  the  inclusion  of  the  article  by 
Mr.  Paul  Comly  French  in  the  September  issue. 
There  are  numerous  things  about  it  I did  not  like 
but  of  them  all  I don’t  like  to  see  a “psycho”  crit- 
icize the  medical  and  related  professions  in  my 
own  journal.  Sincerely, 

Raymond  W.  Jensen,  M.D. 

Dr.  Berg  states  that  he  is  in  complete  agree- 
ment with  Dr.  Jensen.  Says  he,  “Although  the 
subject  matter  is  particularly  objectionable  to  me, 
I think  that  it  is  well  for  us  to  view  ourselves  in 
the  public’s  eye,  but  the  article  is  extremely  poorly 
written  and  technically  inferior.” 

It  is  probable  that  the  article,  as  published, 
was  not  as  critical  as  it  sounded.  But,  Brother, 
you  should  have  seen  it  before  the  editorial  red 
pencil  took  out  about  half  of  it  and  toned  down  the 


rest!  After  all,  the  author  only  told  us  what  hap- 
pened to  him.  Let’s  face  it — our  hindsight  is  wise 
and  the  most  valuable  lessons  are  learned  the 
hard  way,  even  though  criticism  stings.  We  still 
think  the  communication  had  merit  as  an  eye- 
opener,  like  it  or  not!  Maybe  it  should  have  been 
set  up  as  a case  report,  written  by  the  patient 
himself.  Many  of  us  have  become  better  doctors  for 
having  ourselves  been  patients. 


Society  of  Nuclear  Medicine 

The  Society  of  Nuclear  Medicine  is  pleased  to 
announce  the  forthcoming  publication  of  its  offi- 
cial organ.  The  Journal  of  Nuclear  Medicine.  The 
first  quarterly  issue  will  appear  during  the  month 
of  January,  1960. 

Dr.  George  E.  Thoma  of  St.  Louis  has  been 
appointed  Editor.  The  Associate  Editors  are:  Titus 
C.  Evans,  Iowa  City;  Niel  Wald,  Pittsburgh;  and 
Eugene  L.  Saenger,  Cincinnati.  The  Consulting 
Editorial  Board  members  are:  Kenneth  D.  A. 
Allen,  Denver;  Gould  A.  Andrews,  Oak  Ridge; 
William  H.  Beierwaltes,  Ann  Arbor;  Benedict  Cas- 
sen,  Los  Angeles;  Eliot  Corday,  Los  Angeles; 
Charles  L.  Dunham,  Washington;  Clement  A. 
Finch,  Seattle;  Norman  J.  Bolter,  Helena;  Howard 
B.  Hunt,  Omaha;  E.  Richard  King,  Bethesda;  John 
H.  Lawrence,  Berkeley;  Warren  K.  Sinclair,  Hous- 
ton; Joseph  Sternberg,  Montreal;  Shields  Warren, 
Boston;  Robert  E.  Zipf,  Dayton. 

The  Journal  of  Nuclear  Medicine  will  be  pub- 
lished by  Samuel  N.  Turiel  & Associates,  Inc., 
Chicago. 

The  editorial  content  of  the  Journal  will  be 
..  directed  towards  those  members  of  the  medical 
and  allied  professions  who  are  interested  in  the 
diagnostic  and  therapeutic  application  of  radio- 
isotopes and  in  human  radiobiology. 

Manuscripts  and  books  for  review  should  be 
directed  to  the  Editor,  Dr.  George  E.  Thoma, 
Southwest  Medical  Center,  3915  Watson  Road,  St. 
Louis  9,  Missouri.  The  annual  subscription  rate  is 
$10.00  and  such  requests  should  be  mailed  to  the 
publisher,  Samuel  N.  Turiel  & Associates,  Inc., 
430  N.  Michigan  Ave.,  Chicago  11,  Illinois. 
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Postgraduate  course  offered 

The  Eleventh  Annual  Postgraduate  Course  in 
Medical  Technology  will  be  offered  on  January  25, 
26  and  27,  1960,  at  the  University  of  Kansas  Medi- 
cal Center. 

Outstanding  guest  speakers  will  discuss  the 
microbiological  examination  of  biopsy  tissues,  hid- 
den clues  in  the  peripheral  blood  smears,  and  facts 
about  the  diagnostic  sticks,  tapes  and  tablets. 
Registrants  will  have  an  opportunity  to  participate 
in  six  of  28  different  workshops  during  the  three- 
day  period;  for  example,  instrumentation,  fluores- 
cent antibody  technics,  coagulation  studies,  quanti- 
tative urine  cultures,  automation  devices,  micro- 
chemistry, atypical  antibody  detection. 

The  registration  fee  for  the  three  days  is  $15.00. 
A program  announcement  may  be  obtained  by 
writing  to  the  Department  of  Postgraduate  Medi- 
cine, University  of  Kansas  School  of  Medicine, 
Kansas  City  12,  Kans. 


Postgraduate  assembly  in  San  Antonio 

The  24th  Annual  Session  of  the  International 
Medical  Assembly  of  Southwest  Texas  will  be  held 
in  San  Antonio,  Texas,  January  25-27,  1960,  at  the 
Hilton  Hotel. 

For  further  information  write  Dr.  A.  O.  Sever- 
ance, President,  or  Mr.  S.  E.  Cockrell,  Jr.,  Execu- 
tive Secretary,  202  West  French  Place,  San  An- 
tonio 12,  Texas. 


The  National  Foundation  Fellowships 
for  study  of 

arthritis  and  related  diseases 

The  National  Foundation  announces  the  avail- 
ability of  fellowships  for  clinical  study  in  arthritis 
and  related  diseases  for  physicians  who  have  an 


quality  office 
furniture  at 
reasonable  prices 


MERCHANTS 
OFFICE  FURNITURE 

COMPANY 


"Just  grab  the  nearest  baby — they'll  never 
know  the  difference." 


interest  in  rheumatic  diseases  and  who  intend  to 
apply  their  knowledge  of  these  diseases  to  clinical 
service,  teaching,  or  research. 

Only  physicians,  licensed,  or  eligible  for  licen- 
sure, to  practice  in  the  United  States  and  who 
have  had  at  least  two  years  of  specialty  training 
acceptable  to  the  appropriate  American  Board  (or 
equivalent  training)  are  eligible.  All  applicants 
must  be  citizens  of  the  United  States. 

The  candidate  should  propose  a program  of 
full  time  study  in  a hospital — preferably  univer- 
sity-affiliated— which  offers  a well  developed  pro- 
gram in  arthritis  and  related  diseases.  The  major 
portion  of  his  time  should  be  spent  in  clinical 
service,  but  a small  amount  may  be  devoted  to 
research  and  teaching.  Fellowships  are  awarded 
for  a minimum  of  one  year  but  may  be  renewed 
upon  approval  by  the  National  Foundation’s  Clin- 
ical Fellowship  Committee. 

Financial  support  for  the  fellow  is  $4,500.00 
a year  with  $540.00  allowed  annually  for  each 
dependent.  Annual  increases  of  $480.00  are  ordi- 
narily granted.  Under  unusual  circumstances 
higher  stipends  may  be  permitted.  For  a full  aca- 
demic program,  complete  tuition  and  fees  are  paid; 
for  other  programs,  a sum  not  to  exceed  $1,250.00 
including  tuition  may  be  arranged. 

Applications  must  be  received  by  February  1 
for  consideration  approximately  May  1,  1960;  Au- 
gust 1 for  consideration  approximately  November 
1,  1960;  November  1 for  consideration  approxi- 
mately February  1,  1961. 

All  awards  are  made  upon  recommendation  of 
the  National  Foundation’s  Clinical  Fellowship 
Committee. 

For  further  information,  write  to:  Division  of 
Scholarships  and  Fellowships,  Department  of  Pro- 
fessional Education,  The  National  Foundation,  800 
Second  Avenue,  New  York  17,  New  York. 
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striking  relief  ^ 
from  LOW  BACK  ^IN 
and  DYSMENORRHEA 


THE  FIRST  TRUE  'TRANQUILAXANT 


Here  is  what 
you  can  expect 
when  you  prescribe 


Case  Profile* 

A 28-year-old  married  woman,  a secre- 
tary in  a booking  agency,  complained  of 
severe  and  consistent  pain  and  cramps 
in  the  abdomen  during  her  menstrual 
periods.  Psychologically,  she  described 
the  first  two  days  as  “climbing  the  walls.” 
Menarche  occurred  at  age  13.  She  has  a 
regular  twenty-eight  day  menstrual 
cycle  and  a four  day  menstrual  period. 

Trancopal  was  given  in  a dose  of  100 
mg.  four  times  a day  for  the  first  two 
days  of  the  four  day  period.  In  addition 
to  the  relief  of  the  dysmenorrhea  she  also 
noticed  disappearance  of  a “bloated  feel- 
ing” that  had  previously  annoyed  her. 
She  has  now  been  treated  with  Trancopal 
for  one  and  one-half  years  with  excellent 
results.  Other  medication,  such  as  codeine 
or  aspirin  with  codeine,  had  relieved  the 
pain,  but  the  patient  had  had  to  stay 
home.  Because  her  father  is  a physician, 
many  commercial  preparations  had  been 
tried  prior  to  Trancopal,  but  no  success 
had  been  achieved. 

Before  taking  Trancopal  this  patient 
missed  one  day  of  work  every  month.  For 
the  past  year  and  a half  she  has  not 
missed  a day  because  of  dysmenorrhea. 


for  dysmenorrhea 

and  premenstrual  tension 


Case  Profile* 

A 42-year-old  truck  driver  and  mover 
injured  his  back  while  moving  a piano. 
The  pain  radiated  from  the  sacral  region 
down  to  the  region  of  the  Achilles  tendon 
on  the  right  side.  X-rays  for  ruptured 
disc  revealed  nothing  pertinent.  The  day 
of  the  injury  he  was  given  Trancopal  im- 
mediately after  the  physical  examina- 
tion. Although  100  to  200  mg.  three  times 
a day  were  prescribed,  the  patient  on  his 
own  responsibility  increased  the  dosage 
of  Trancopal  to  400  mg.  three  times  a 
day.  This  dosage  was  continued  for  three 
days  and  then  gradually  reduced  over  a 
ten  day  period.  During  this  time,  the  pa- 
tient continued  to  drive  his  truck.  The 
muscle  spasm  was  completely  controlled 
and  no  apparent  side  effects  were  noted. 

For  the  past  six  months,  the  patient 
has  continued  to  take  Trancopal  100  to 
200  mg.  as  needed  for  muscle  spasm,  par- 
ticularly during  strenuous  days. 


^'Clinical  Reports  on  file  at  the  Department 
of  Medical  Research,  W inthrop  Laboratories. 


Turn  page  for  complete  listings  of  Indications  and  Dosage. 


effective  TRANQUILIZER 


• In  musculoskeletal  disorders,  effective  in  91  per  cent  of  patients. ^ 
• In  anxiety  and  tension  states,  effective  in  89  per  cent  of  patients. ^ 

• Low  incidence  of  side  effects  (2.3  per  cent  of  patients).  Blood 
pressure,  pulse  rate,  respiration  and  digestive  processes  are 

unaffected  by  therapeutic  dosage.  It  does  not  affect 
the  hematopoietic  system  or  liver  and  kidney  function. 

• No  gastric  irritation.  Can  be  taken  before  meals. 

• No  clouding  of  consciousness,  no  euphoria  or  depression. 


Indications 


Musculoskeletal : 

Low  back  pain 
(lumbago,  etc.) 
Neck  pain  (torticollis) 
Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Disc  syndrome 


Fibrositis 

Ankle  sprain,  tennis 
elbow 
Myositis 

Postoperative  muscle 
spasm 


Psychogenic: 

Anxiety  and  tension 
states 

Dysmenorrhea 
Premenstrual  tension 
Asthma 

Angina  pectoris 
Alcoholism 


Now  available  in  two  strengths: 


Trancopal  Caplets®, 

100  mg.  (peach  colored,  scored) , bottles  of  100. 


NEW  k JIJH  Trancopal  Caplets, 

STRENGTH  r WjSW?  200  mg.  (green  colored,  scored),  bottles  of  100. 

Dosage:  Adults,  100  or  200  mg.  orally  three  or  four  times  daily.  Relief  of  symptoms  occurs 
in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


LABORATORIES 
New  York  18,  N.  Y. 

References:  1.  Collective  Study,  Department  of  Medical  Research,  Winthrop  Laboratories. 
2.  Lichtman,  A.  L. : New  developments  in  muscle  relaxant  therapy,  Kentucky  Acad.  Gen. 
Pract.  J.  4:28,  Oct.,  1958.  3.  Lichtman,  A.  L.:  Relief  of  muscle  spasm  with  a new  central 
muscle  relaxant,  chlormezanone  (Trancopal),  Scientific  Exhibit,  Meeting  of  the  Inter- 
national College  of  Surgeons,  Miami  Beach,  Fla.,  Jan.  4-7,  1959.  4.  Ganz,  S.  E. : Clinical 
evaluation  of  a new  muscle  relaxant  (chlormethazanone) , J.  Indiana  M.  A.  52:1134, 
July,  1959.  5.  Mullin,  W.  G.,  and  Epifano,  Leonard:  Chlormezanone,  a tranquilizing 
agent  with  potent  skeletal  muscle  relaxant  properties.  Am.  Pract.  Digest  Treat.  10:1743, 
Oct.,  1959.  6.  Shanaphy,  J.  F.:  Chlormezanone  (Trancopal)  in  the  treatment  of  dys- 
menorrhea; a preliminary  report.  Current  Therap.  Res.  1:59,  Oct.,  1959. 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.S.  Pat.  Off.  1408M  Printed  In  U.S.A, 


New  books  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Clinical  Auscultation  of  the  Heart:  By  S.  A.  Levine,  M.D.,  and 
W.  P.  Harvey,  M.D.  2nd  edition.  Philadelphia,  W.  B.  Saunders 
Co.,  1959.  657  p.  Price:  $11.00. 

Mazer  and  Israel’s  Diagnosis  and  Treatment  of  Menstrual  Dis- 
orders and  Sterility:  By  S.  L.  Israel,  M.D.  4th  edition.  N.  Y., 
Paul  B.  Hoeber,  Inc.,  1959.  666  p.  Price:  $15.00. 

Biochem-'stry  of  Blood  in  Health  and  Disease:  By  I.  N.  Kugel- 
mass,  M.D.  Springfield,  C.  C.  Thomas,  1959.  543  p.  Price:  $15.75. 
A Cookbook  For  Diabetics;  Recipes  From  the  ADA  Corecast: 
By  Deaconess  Maude  Behrman.  N.  Y.,  American  Diabetes 
Association,  1959.  171  p.  Price:  $1.00. 

Master  Tour  Tensions  and  Enjoy  Living  Again:  By  G.  M. 
Stevenson,  M.D.,  and  Harry  Milt.  Englewood  Cliffs,  Prentice- 
Hall,  Inc.,  1959.  Price:  $4.95. 

The  Modern  Family  Health  Guide:  Edited  by  Morris  Fishbein, 
M.D.  Garden  City,  Doubleday  & Co.,  1959.  1001  p.  Price:  $7.50. 
Synopsis  of  Gynecology;  By  R.  J.  Crossen,  M.D.,  D.  W. 
Beachem,  M.D.,  and  W.  D.  Beachem,  M.D.  5th  edition.  St. 
Louis,  C.  V.  Mosby  Co.,  1959.  Price:  $6.50. 


Book  reviews 

A Textbook  of  Medicine:  By  Russell  L.  Cecil,  M.D.,  and 
Robert  F.  Loeb,  M.D.  10th  edition.  Philadelphia,  W.  B.  Saun- 
ders Company,  1959.  1665  p.  Price:  $16.50. 

The  Tenth  Edition  of  Cecil’s,  and  more  re- 
cently Cecil  and  Loeb’s,  Textbook  of  Medicine 
certainly  does  not  detract  in  any  way  from  its  tre- 
mendous reputation  as  one  of  the  very  best  modern 
textbooks.  In  a book  containing  some  1,700  pages, 
it  is  extremely  difficult  to  tell  in  minute  detail 
how  much  the  book  has  been  changed.  Certainly 
many  previously  excellent  passages  have  been  re- 
tained but  in  many  instances  brought  up  to  date 
with  the  addition  of  some  material  and  deletion 
of  perhaps  controversial  material  which  has  since 
been  incorporated  as  factual  matter. 

The  preface  to  this  Tenth  Edition  gives  the 
reader  the  best  idea  of  the  modernization  since 
the  last  edition  of  four  years  ago.  For  instance,  it 
contains  approximately  37  articles  on  subjects 
which  had  not  been  covered  in  previous  editions. 
These  articles  cover  the  field  in  many  directions, 
from  adenoviral  infections  to  more  recent  metabo- 
lic developments  such  as  hyperaldosteronism,  or 
another  direction  such  as  carcinoidosis.  Another 
example  is  an  excellent  section  on  gonadal  en- 
docrinology; also  there  is  an  article  by  Dr.  Arthur 
J.  Paddock  concisely  summarizing  the  newer  in- 
formation on  hepatic  coma.  Despite  all  these  addi- 
tions, it  is  interesting  to  note  that  the  new  text- 
book is  almost  exactly  the  same  number  of  pages 
as  the  one  previously,  yet  a great  deal  more  has 


been  added  than  has  been  deleted.  This  is  made 
possible  by  a new  and  clearer  type  which  achieves 
an  increase  in  the  text  without  an  increase  in  the 
number  of  pages. 

One  of  the  most  notable  portions  of  the  entire 
textbook  is  the  “Foreword”  entitled  “Patient- 
Physician  Communication,”  written  by  Dana  W. 
Atchley.  The  editors  express  their  basic  purpose, 
I believe,  in  the  following  quote:  “The  impressive 
data  presented  in  the  subsequent  1,600  pages  are 
of  limited  value  in  the  actual  practice  of  medicine 
unless  they  are  considered  within  the  framework 
of  the  timeless  philosophy  expressed  in  the  fore- 
word, which  deals  with  the  problems  of  patient- 
physician  communication.” 

As  everyone  realizes,  the  Textbook  of  Medi- 
cine is  as  much  for  the  student  as  for  the  physi- 
cian, perhaps  even  more  so.  It  is  amazing,  how- 
ever, to  realize  how  enlightening  it  is  for  the  physi- 
cian, few  or  many  years  out  of  medical  school,  to 
review  some  of  the  basic  concepts  expressed  in 
almost  every  sub-specialty  of  medicine  throughout 
the  book.  Bosworth,  Jr.,  M.D. 


Mitchell-Nelson  Textbook  of  Pediatrics:  By  Waldo  E.  Nelson, 
M.D.,  D.Sc.  7th  edition.  Philadelphia,  W.  B.  Saunders  Co., 
1959.  1462  p.  Price:  $16.50. 

This  text  is  somewhat  shorter  than  the  Sixth 
Edition,  nevertheless  it  is  most  complete  and  all- 
inclusive.  It  serves  to  facilitate  the  search  of  the 
student  and  the  practitioner  in  their  quest  for  a 
better  understanding  of  the  medical  problems  of 
infants  and  children. 

There  are  several  new  chapters  and  17  new 
contributors  among  the  81  collaborators  in  this 
new  edition.  The  subjects  that  have  been  revised 
include  the  following:  clinical  appraisal  of  infants 
and  children,  parenteral  fluid  therapy,  drug  ther- 
apy, anesthesia,  prenatal  factors  in  diseases  of 
children,  the  newborn  infant,  tuberculosis.  Rickett- 
sial diseases,  mycotic  infections,  the  respiratory 
tract,  the  nervous  system,  convulsive  disorders, 
cerebral  palsy,  and  orthopedic  pediatrics.  In  addi- 
tion there  are  several  new  sections,  including  trop- 
ical eosinophilia,  kala-azar,  cirrhosis  of  the  liver 
in  Indian  children,  pulmonary  ventilation  in  health 
and  disease,  mesenchymal  diseases,  behavior  prob- 
lems associated  with  organic  brain  damage,  and 
the  physician  and  the  child  with  a handicap. 
Throughout  the  text  there  has  been  a “word-by- 
word”  revision  or  reappraisal. 

There  is  no  comprehensive  bibliography,  but  an 
attempt  has  been  made  to  include  references  to 
articles  containing  extensive  bibliographies  for  as 
many  subjects  as  possible. 

The  new  contributors  include  such  outstanding 
authorities  as  Henry  W.  Baird,  III,  J.  B.  Friedmann 
and  John  R.  Moore  of  Temple  University;  David 
B.  Clark  and  Robert  E.  Cooke  of  Johns  Hopkins; 
Charles  D.  Cook  and  B.  G.  Ferris  of  Harvard 
Medical  School;  F.  Clark  Fraser  of  McGill  Uni- 
versity; Eli  Gold,  Frederick  C.  Robbins  and  Ralph 
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J.  P.  Wedgwood  of  Western  Reserve  University; 
Robert  H.  Parrott  of  Georgetown,  and  George 
Washington  University;  Dane  G.  Prugh  of  Roches- 
ter University;  and  Harry  C.  Shirkey  of  Cincinnati 
College  of  Medicine. 

The  reviewer  was  sorry  to  see  the  deletion  of 
such  authors  as  Winthrop  M.  Phelps,  Harry  Gor- 
don, Paul  C.  Bucy,  and  Sidney  Farber. 

It  was  interesting  to  note  that  acrodynia  has 
been  removed  from  the  section  on  unclassified 
diseases  to  that  of  poisoning  from  food,  metals, 
chemicals  and  drugs;  also  adolescence  is  now  in- 
cluded under  the  section  on  the  general  factors  in 
care  and  evaluation  of  children,  rather  than  being 
placed  as  a separate  section  at  the  end  of  the  sixth 
edition — sort  of  an  after-thought!  Adolescence  has 
taken  its  rightful  place  in  general  pediatrics.  Also 
there  has  been  an  increased  emphasis  on  mental 
retardation. 

Interesting  new  additions  to  the  appendix  in- 
clude the  normal  blood  values  of  methemoglobin 
and  gamma  globulin;  the  normal  cerebral  spinal 
fluid  values  of  nonprotein  nitrogen.  The  appendix 
now  includes  the  sodium  and  potassium  content 
of  common  oral  fluids,  e.g.,  coca-cola,  ginger  ale, 
orange  juice,  root  beer,  tomato  juice,  etc. 

Taking  all  into  consideration,  there  is  a marked 
improvement  in  the  arrangement  of  the  text  and 
the  order  of  content  in  this,  the  seventh  edition. 

Robert  W.  Collett,  M.D. 


The  Manag:enient  of  Fractures  and  Dislocations:  By  Anthony 
F.  DePalma.  Philadelphia,  W.  B.  Saunders  Co.,  1959.  Two 
volumes.  Price:  $35.00. 

What  this  set  of  books  actually  seems  to  be  is 
an  outline  of  a didactic  course  one  would  expect 
to  receive  in  orthopedics.  The  book  is  entirely  in 
outline  form,  but  at  each  step  in  the  outline  there 
is  what  the  student  would  sketch  illustrating  the 
points  made  in  the  outline.  These  volumes  then 
could  be  used  as  an  excellent  set  of  notes  for  class- 
room lectures  in  orthopedics.  As  he  has  demon- 
strated before,  the  author  knows  the  value  of  an 
illustration  or  picture  in  the  place  of  words,  and 
there  are  hundreds  of  sketches  covering  practically 
every  page  in  these  volumes. 

The  volumes  start  out  with  an  outline  of  basic 
principles  applied  to  all  phases  of  orthopedics. 
This  rather  brief  portion  is  then  followed  by  a 
regional  discussion  of  fractures  and  dislocations, 
and  their  treatments. 

The  question  enters  the  mind  of  this  reviewer 
as  to  whom  these  volumes  would  especially  be 
directed.  If  directed  at  the  practicing  specialist  in 
orthopedics,  it  would  seem  that  there  is  a paucity 
of  information  which  would  be  of  value.  The  ortho- 
pedic specialist  would  be  expected  to  have  the 
contents  of  these  volumes  well  in  hand. 

If  directed  at  the  general  practitioner,  there 
are  procedures  illustrated  of  sufficient  magnitude 
that  they  should  not  be  ordinarily  handled  except 
by  a specialist.  For  example,  cervical  subluxations 
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or  fractures  are  illustrated  as  being  treated  by 
manipulations  and  tractions  that,  in  the  inexperi- 
enced hands,  could  be  disastrous. 

It  would  seem,  therefore,  that  residents  and 
interns  would  best  be  served  by  these  volumes. 
But  here,  the  size  of  the  volumes  would  be  dis- 
advantageous and  as  one  reads  these  books,  it 
seems  that  effort  has  been  made  to  increase,  rather 
than  decrease,  the  size.  Some  sketches  are  repeated 
on  numerous  occasions.  Certain  principles  are  re- 
peated over  and  over  again  that  could  be  handled 
by  enumerating  just  once  if  space  was  to  be  con- 
served. In  other  words,  to  best  serve  the  resident 
or  intern,  it  would  seem  that  a pocket-size  manual 
would  be  aimed  at  rather  than  oversize  bindings. 

For  the  medical  student,  these  volumes  would 
be  excellent,  indeed,  to  use  in  conjunction  with 
his  orthopedics  instruction.  But  here,  the  price  of 
the  volumes  would  prohibit  the  majority  of  medi- 
cal students  from  using  the  work  in  conjunction 
with  his  orthopedic  lessons.  Here  again,  it  would 
seem  preferable  to  conserve  space  and  expense. 

Of  course,  one  of  the  shortcomings  of  any  out- 
line is  its  brevity  of  facts.  The  author  in  his  preface 
acknowledges  that  this  makes  the  work  dogmatic, 
but  we  all  know  the  value  of  two  or  three  view- 
points at  times  in  some  problem  cases. 

As  an  admirer  of  the  author’s  previous  works 
on  the  knee  and  shoulder,  this  reviewer  was  some- 
what disappointed  in  this  two-volume  work  for 
the  reasons  stated  above  as  well  as  other  contro- 
versial items  not  mentioned.  However,  the  work 
has  much  good  in  it  and  there  is  a place  where 
the  work  can  be  used  to  advantage.  The  most  ad- 
vantageous use  of  the  work,  it  would  seem,  would 
be  to  be  at  a readily  available  spot  near  the 
emergency  room  in  a hospital.  A further  use,  if 
one  wishes  to  go  to  the  expense,  would  be  to  have 
the  books  available  on  one’s  library  shelf  to  illus- 
trate to  patients  or  families  the  methods  and 
principles  involved  in  some  fracture  or  disloca- 
tion. 


Hypertensive  Disease;  Diagnosis  and  Treatment:  By  Sidney 
Hoobler,  M.D.,  Assoc.  Prof,  of  Medicine  and  Director  of 
Hypertensive  Unit,  University  of  Michigan  Hospital.  New 
York,  Hoeber-Harper,  1959.  353  p.  Price:  $7.50. 

This  work  states  clearly  and  concisely  the  gen- 
erally held  current  concepts  in  the  causation,  prog- 
nosis and  treatment  of  hypertensive  disorders  and 
their  complications.  The  text  follows  sequentially 
the  thoughts  each  physician  should  entertain  on 
encountering  a new  hypertensive  patient.  Section 
One  is  devoted  to  secondary  hypertension  sus- 
ceptible to  cure,  including  unilateral  renal  disease, 
pheochromocytoma,  adrenal  cortical  disorders  and 
coarctation  of  the  aorta.  Suggestive  clinical  signs, 
characteristic  laboratory  and  bedside  tests  and 
radiographic  findings  are  present. 

Section  Two  is  entitled  “Secondary  Hyperten- 
sion Not  Susceptible  to  Cure,”  including  bilateral 
parenchymal  renal  disease,  generalized  arterioscle- 
rosis and  central  nervous  system  disorders. 


Section  Three  is  concerned  with  primary  hyper- 
tension. This  necessarily  is  the  major  portion  of 
the  work.  Predisposing  factors,  the  natural  history 
of  essential  hypertension,  prognostic  evaluation 
and  principles  of  treatment  are  discussed. 

The  great  progress  of  the  past  decade  in  the 
entire  field  of  disorders  is  lucidly  assembled.  The 
references  are  up-to-date,  and  complete.  A number 
of  appendixes  are  included  for  ready  reference, 
detailing  various  tests  employed  and  varying  treat- 
ment schedules. 

All  physicians  seriously  interested  in  these  dis- 
orders would  profit  by  the  ready  availability  of 
this  text,  both  for  purposes  of  review  and  for 


ready  reference. 


J.  Philip  Clarke,  M.D. 


EAst  2-361  I 


Jlon^’6  LIMB  SHOP 

1478  BIRCH  STREET 
DENVER,  COLORADO 


ARTIFICIAL  ARMS 
AND  LIMBS 


IVAN  LONG 

CERTIFIED  PROSTHETIST 


P.  A.  F.  ^ pH‘ 

(Fortified  Triple  Strength) 

Improved  Douche  Powder 

G-11®  (Hexachloro phene  VSP),  deodorant 

FORTIFIED — ^With  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION— Increases 
penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY— Liquifies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKCED,  net  wt. 

10  oz $1.25 

Mfg.  by  C.  M.  CASE  LAB., 

San  Diego  16,  Calif. 
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NEW. ..to  control  the  pain  and 
the  pathogen  in  acute  G.  U.  infection 

azokYNEX 

Phenylazodiaminopyridine  HCI-Sulfamethoxypyridazine  Lederle 


COMPLEMENT  FOR  KYNEX 

Adds  fast-acting  analgesia  of  phenylazodiaminopyridine  HCl.  Relieves  burning,  urgency  and  pain-spasm.  Eases 
voiding  and  retention  of  infected  urine. 

...  to  unexcelled  sulfa  control  of  KYNEX.  Lower  dosage  of  just  V2  Gm.  daily . . . prolonged  action  without  hazard 
of  crystalluria ...  reduced  toxic  potential ...  not  surpassed  by  any  other  sulfa  drug,  singly  or  in  combination. 
Dosage.-  Two  tablets  q.i.d.  first  day,-  one  tablet  q.i.d.  thereafter.  Each  tablet  contains:  125  mg.  KYNEX  in  the  shell 
with  150  mg.  phenylazodiaminopyridine  HCl  in  the  core. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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The  Colorado  State  Medical  Society 

Midwinter  Clinical  Session,  February  16-19,  1960 
Denver 

OFFICERS — 1959-1960 — Terms  of  Officers  and  Commiffeemen 
expire  at  fhe  Annual  Session  in  fhe  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1960  Annual  Session. 

President:  John  L.  McDonald,  Colorado  Springs. 
President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand,  La  Junta. 

Treasurer  (three  years):  William  C.  Service,  Colorado  Springs, 
1962. 

Constitutional  Secretary  (three  years):  Harry  C.  Hughes,  Denver, 
I960. 

Additional  Trustees  (three  years):  Carl  W.  Swartz,  Pueblo, 
1960;  Fred  R.  Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley, 
1961;  Carl  H.  McLauthlin,  Denver,  1962. 

Board  of  Councilors  (three  years):  District  No.  1:  L.  R.  Safarik, 
Denver,  1960;  District  No.  2:  John  Simon,  Englewood,  1962; 
District  No.  3:  Harry  C.  Bryan,  Colorado  Springs,  1961;  District 
No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District  No.  5:  John 

D.  Gillaspie,  Boulder,  1960,  Vice  Chairman;  District  No.  6:  Har- 
vey M.  Tupper,  Grand  Junction,  1961;  District  No.  7:  George  G. 
Balderston,  Montrose,  1961;  District  No.  8:  Herman  W.  Roth, 
Monte  Vista,  1962,  Chairman;  District  No.  9,  Scott  A.  Gale, 
Pueblo,  1962. 

Grievance  Committee  (two  years):  Gordon  H.  Vandiver,  La  Junta, 
I960,  Chairman;  Robert  H.  Smith,  Colorado  Springs,  1960; 
Richard  L.  Speck,  Cortez,  1960;  Ray  G.  Witham,  Craig,  1960; 
Monroe  R.  Tyler,  Denver,  1960,  Secretary;  Edward  J.  Kinzer, 
Johnstown,  I960;  Joel  R.  Husted,  Boulder,  1961;  Theodore  K. 
Gleichman,  Englewood,  1961,  Ass't.  Secy.;  James  S.  Orr,  Fruita, 
1961;  Paul  E.  Tramp,  Loveland,  1961;  H.  Harper  Kerr,  Pueblo, 
1961;  John  W.  McDonald,  Sterling,  1961. 

Delegates  to  the  American  Medical  Association  (two  calendar 
years):  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1960;  (Alternate, 
Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1960);  E.  H.  Munro, 
Grand  Junction,  Dec.  31,  1961;  (Alternate,  Harlan  E.  McClure, 
Lamar,  Dec.  31,  1961);  I.  E.  Hendryson,  Denver,  Dec.  31,  1961; 
(Alternate,  Clare  C.  Wiley,  Longmont,  Dec.  31,  1961). 

Speaker,  House  of  Delegates:  William  M.  Covode,  Denver. 

Vie#  Speaker,  House  of  Delegates:  Heman  R.  Bull,  Grand 
Junction. 

Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Assistant  Executive  Secretary; 
835  Republic  Building,  Denver  2,  Colorado;  Telephone  AComo 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-law,  Denver. 


Standing  committees  and  their  subcommittees 

COMMITTEE  ON  CONSTITUTION,  BY-LAWS  AND  CREDENTIALS 

(two  years):  John  A.  Davis,  Englewood,  1961,  Chairman;  Ray- 
mond C.  Beethe,  Burlington,  1960;  Winthrop  B.  Crouch,  Colorado 
Springs,  1960;  Tullius  W.  Halley,  Durango,  1960;  Fred  J. 
Roukema,  Greeley,  I960;  Robert  B.  Richards,  Fort  Morgan, 
1961;  H.  Harper  Kerr,  Pueblo,  1961;  Marvel  L.  Crawford,  Steam- 
boat Springs,  1961. 

HEALTH  EDUCATION  AND  SCHOOL  HEALTH  (two  years):  Jack 
D.  Bartholomew,  Boulder,  1961,  Chairman;  John  W.  Bradley, 
Colorado  Springs,  1960;  Ross  B.  Cone,  Denver,  1960;  Mildred 
Doster,  Denver,  1960;  William  S.  Abbey,  Fort  Collins,  1960; 
Lewis  Barbato,  Denver,  1961;  Donald  M.  Petersen,  Gunnison, 
1961;  William  W.  McKinley,  Monte  Vista,  1961. 

LIBRARY  AND  MEDICAL  LITERATURE  (two  years):  Nolie  Mumey, 
Denver,  1961,  Chairman;  Barton  H.  Campbell,  Arvada,  1960; 
Robert  Knox,  Denver,  1960;  William  H.  Ryder,  Colorado  Springs, 
1961. 

MEDICAL  EDUCATION  AND  HOSPITALS  (two  years):  Myron  C. 
Waddell,  Denver,  1961,  Chairman;  Morgan  Berthrong,  Colorado 
Springs,  1960;  C.  Wesley  Eisele,  Denver,  1960;  Robert  S.  Liggett, 
Denver,  1960;  Frederick  R.  Calhoun,  Denver,  1961;  Jackson  L. 
Sadler,  Fort  Collins,  1961. 

Subeommiffee  on  Msdieal  Student  Loan  Fund:  Reginald  H.  Fitz, 
Denver,  Chairman;  Autrey  Croke,  Co'orado  Springs;  J.  Robert 
Spencer,  Denver;  James  S.  Haley,  Longmont. 


MEDICAL  SERVICE  (two  years):  S.  M.  Prather  Ashe,  Denver, 
1960,  Chairman;  George  R.  Buck,  Denver,  1960;  Theodore  K. 
Gleichman,  Englewood,  1960;  John  S.  Anderson,  Pueblo,  1960; 
Roland  R.  Andersen,  Colorado  Springs,  1961;  Ruth  B.  Howard, 
Denver,  1961;  George  S.  Tyner,  Denver,  1961;  Lawrence  D. 
Dickey,  Fort  Collins,  1961. 

Medical  Service  Subcommittees: 

Blood  and  Tissue  Banks:  S.  M.  Prather  Ashe,  Denver,  Chairman; 
Morgan  Berthrong,  Colorado  Springs;  John  B.  Grow,  Denver; 
George  S.  Tyner,  Denver. 

Emergency  Medical  Service:  Roland  R.  Anderson,  Colorado 
Springs,  Chairman;  Roy  L.  Cleere,  Denver;  Thad  P.  Sears,  Den- 
ver; Arthur  R.  Olsen,  Fort  Morgan;  Joseph  J.  Parker,  Grand 
Junction;  Douglas  R.  Collier,  Wheat  Ridge;  Clare  C.  Wiley,  Long- 
mont. 

Hospital-Professional  Relations:  John  L.  McDonald,  Colorado 
Springs;  V.  V.  Anderson,  Del  Norte,  Cyrus  W.  Anderson,  Denver. 
Indigent  Medical  Services:  Fred  R.  Harper,  Denver,  Chairman; 
LeGrand  Byinglon,  Denver;  David  H.  Watkins,  Denver;  Richard 
B.  Foe,  Greeley;  John  S.  Anderson,  Pueblo. 

Medical  Care  of  Veterans:  Paul  B.  Stidham,  Grand  Junction, 
Chairman;  Lawrence  T.  Brown,  Denver;  Harry  E.  Robbins,  Denver. 
Physician-Nurse  Relations:  Carl  S.  Gydesen,  Colorado  Springs, 
Chairman;  Ruth  B.  Howard,  Denver;  Foster  Matchett,  Denver. 
Prepayment  Services:  Theodore  K.  Gleichman,  Englewood,  Chair- 
man; Jerome  L.  Keefe,  Cheyenne  Wells;  Gilbert  Balkin,  Denver; 
Robert  W.  Lackey,  Denver;  Thomas  H.  Mahony,  Denver;  Law- 
rence D.  Dickey,  Fort  Collins;  Harlan  B.  Huskey,  Fruita;  F. 
William  Barrows,  Pueblo;  G.  T.  Good,  Yuma. 

Professional  Insurance:  Joseph  B.  McCloskey,  Denver,  Chair- 
man; K.  D.  A.  Allen,  Denver;  Kester  V.  Maul,  Denver;  Bernard 

E.  Campbell,  Lakewood;  David  W.  Boyer,  Pueblo. 

MEDICOLEGAL  (two  years):  William  A.  Liggett,  Denver,  1961, 
Chairman;  Samuel  B.  Childs,  Denver,  1960;  Maurice  Katzman, 
Denver,  1960;  W.  Walter  Wasson,  Denver,  1960;  Fred  H. 
Hartshorn,  Denver,  1961;  C.  Sidney  Bluemel,  Englewood,  1961; 
Drs.  Liggett,  Bluemel,  Wasson  and  Childs  also  serve  on  the 
Liaison  Committee  to  the  Colorado  Bar  Association. 

NECROLOGY  (two  years):  Eli  Nelson,  Denver,  1961,  Chairman, 
Kenneth  E.  Prescott,  Grand  Junction,  1960;  George  P.  Lingen- 
telter,  Denver,  1961;  banning  E.  Likes,  Lamar,  1961. 

PUBLIC  HEALTH  (two  years):  Ward  L.  Chadwick,  Denver,  1961, 
Chairman;  Horace  E.  Campbell,  Denver,  1960;  J.  Robert  Spencer, 
Denver,  1960;  William  F.  Stanek,  Denver,  I960;  John  S.  Young, 
Denver,  1960;  Harold  M.  VanDerSchouw,  Lakewood,  1960; 
Valentin  E.  Wohlauer,  Brush,  1961;  E.  James  Brady,  Colorado 
Springs,  1961;  LeGrand  Byington,  Denver,  1961;  Marianna 
Gardner,  Denver,  1961. 

Public  Health  Subcommittees: 

Aging:  Walter  E.  Vest,  Jr.,  Denver,  Chairman;  Ray  G.  Witham, 
Craig;  Willis  L.  Bennett,  Denver;  LeGrand  Byington,  Denver. 
Alcoholism  and  Drug  Addiction:  Norbert  L.  Shere,  Denver, 
Chairman;  Lawrence  O.  Haney,  Colorado  Springs;  J.  Philip 
Clark,  Denver;  Edward  J.  Delehanty,  Denver;  Ernest  G.  Ceriani, 
Kremmling;  Karl  J.  Waggener,  Pueblo. 

Automotive  Safety:  Horace  E.  Campbell,  Denver,  Chairman; 
Matthew  L.  Gibson,  Aurora;  Edward  H.  Vincent,  Colorado 
Springs;  Terry  J.  Gromer,  Denver;  Robert  P.  Harvey,  Denver: 
George  W.  Holt,  Denver;  John  C.  Maisel,  Denver;  James  W. 
Leslie,  Denver;  Samuel  Nelson,  Pueblo;  J.  Gordon  Hedrick, 
Wray. 

Cancer:  J.  Robert  Spencer,  Denver,  Chairman;  Kenneth  C. 
Sawyer,  Denver,  Vice  Chairman;  John  S.  Bouslog,  Denver;  Ervin 
A.  Hinds,  Denver;  N.  Paul  Isbell,  Denver;  William  Leitch,  Denver; 
Alexis  E.  Lubchenco,  Denver;  William  A.  H.  Rettberg,  Denver; 
banning  E.  Likes,  Lamar;  Valentin  E.  Wohlauer,  Brush. 

Crippled  Children:  Sidney  E.  Blandford,  Denver,  Chairman; 
Robert  W.  Collett,  Denver;  Herman  I.  Laff,  Denver;  Stanley 
Weiner,  Denver;  James  O'Donnell,  Colorado  Springs. 
Immunizations:  Ward  L.  Chadwick,  Denver,  Chairman;  Kenneth 
W.  Dumars,  Colorado  Springs;  Charles  H.  Kempe,  Denver; 
Robert  J.  Groom,  Grand  Junction;  John  C.  Lundgren,  Julesburg; 
John  J.  Yeager,  Pueblo. 

Industrial  Health:  Lewis  C.  Benesh,  Denver,  Chairman;  Robert 

F.  Bell,  Denver;  R.  Robert  Cohen,  Denver;  Joseph  L.  Glaser, 
Denver;  George  Maresh,  Denver;  Irving  Ohr,  Denver;  James 
A Stapleton,  Denver;  David  W.  Boyer,  Pueblo. 

Maternal  and  Child  Health:  Mariana  Gardner,  Denver,  Chair- 
man; John  A.  Lichty,  Denver;  Margaret  E.  N.  Beaver,  Grand 
Junction;  Maryethel  Meyer,  Lakewood;  Raymond  A.  Nethery, 
Pueblo;  John  W.  McDonald,  Sterling. 

Mental  Health:  Franklin  G.  Ebaugh,  Denver,  Chairman;  E.  James 
Brady,  Colorado  Springs;  Paul  A.  Draper,  Colorado  Springs; 
John  M.  Lyon,  Denver. 
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Rehabilitation:  John  S.  Young,  Denver,  Chairman;  William  J. 
Krauser,  Colorado  Springs;  Jerome  W.  Gersten,  Denver;  John 

D.  Leidholt,  Denver;  Robert  L.  McKenna,  Denver;  Cloyd  L. 
Arford,  Greeley;  James  R.  Williams,  Pueblo. 

Rural  Health:  Valentin  E.  Wohlauer,  Brush,  Chairman;  Henry 
H.  Ziegel,  Collbran;  Monroe  R.  Tyler,  Denver;  Robert  B.  Perry, 
Durango;  Henry  P.  Thode,  Jr.,  Fort  Collins;  Mason  M.  Light, 
Gunnison;  Morgan  A.  Durham,  Idaho  Springs;  Stuart  L.  Smith, 
Meeker;  Charles  A.  Cassidy,  Monte  Vista;  Leonard  J.  Farabaugh, 
Pueblo;  Elmer  L.  Morgan,  Rocky  Ford. 

Sanitation:  Roy  L.  Cleere,  Denver,  Chairman;  Ham  Jackson, 
Fort  Morgan,  John  S.  Anderson,  Pueblo;  Ward  Fenton,  Rocky 
Ford. 

Tuberculosis  Control:  Harold  M.  VanDerSchouw,  Lakewood, 
Chairman;  Edward  N.  Chapman,  Colorado  Springs;  William  F. 
Stone,  Colorado  Springs;  Milton  L.  Wiggins,  Colorado  Springs; 
Leroy  Elrick,  Denver;  Samuel  Haigler,  Denver;  Roger  S.  Mitchell, 
Denver;  Arthur  Robinson,  Denver;  Marvin  Seife,  Denver;  Jackson 
L.  Sadler,  Fort  Collins;  Lynn  A.  James,  Grand  Junction;  Robert 
H.  Redwine,  Pueblo. 

PUBLIC  POLICY  (two  years);  V.  V.  Anderson,  Del  Norte,  1961, 
Chairman;  George  H.  Curfman,  Denver,  1961,  Vice  Chairman; 
Lawrence  L.  Hick,  Delta,  1960;  Sidney  E.  Blandford,  Denver, 
1960;  J.  Lawrence  Campbell,  Denver,  1960;  Joseph  L.  Glaser, 
Denver,  1960;  Martin  G.  VanDerSchouw,  Fort  Collins,  1960; 
Kenneth  H.  Beebe,  Sterling,  1960;  Eugene  Wiege,  Greeley,  1961; 
David  W.  McCarty,  Longmont,  1961;  Robert  D.  Schilling,  Pueblo, 
1961;  Kenneth  A.  Platt,  Westminster,  1961;  Ex-officio:  John 

L.  McDonald,  Colorado  Springs;  Cyrus  W.  Anderson,  Denver; 
Harry  C.  Hughes,  Denyer. 

Public  Policy  Subcommittees: 

Legislation:  Bradford  Murphey,  Denyer,  Chairman;  Vernon  L. 
Bolton,  Colorado  Springs,  Vice  Chairman;  William  F.  Waddell, 
Brighton;  Harry  C.  Bryan,  Colorado  Springs;  Ray  G.  Witham, 
Craig;  V.  V.  Anderson,  Del  Norte;  Cyrus  W.  Anderson,  Denver; 
Bernard  T.  Daniels,  Denver;  Irvin  E.  Hendryson,  Denver;  Robert 

E.  McCurdy,  Denver;  Harold  Palmer,  Denver;  McKinnie  L.  Phelps, 
Denver;  Paul  E.  RePass,  Denver;  Lumir  R.  Safarik,  Denver; 
Kenneth  C.  Sawyer,  Denver;  Walter  T.  Wikle,  Denver;  Gatewood 
C.  Milligan,  Englewood;  Ernest  R.  Pearson,  Fort  Lupton;  Robert 
B.  Richards,  Fort  Morgan;  Roger  G.  Hewlett,  Golden;  E.  H. 
Munro,  Grand  Junction;  James  P.  Rigg,  Grand  Junction;  Walter 

M.  Boyd,  Greeley;  Richard  L.  Davis,  La  Junta;  Harlan  E.  McClure, 
Lamar;  Clare  C.  Wiley,  Longmont;  John  B.  Farley,  Pueblo;  John 
L.  Weaver,  Pueblo;  Vernon  H.  Price,  Steamboat  Springs;  Clarence 
W.  Sabin,  Windsor. 

Publicity:  John  S .Bouslog,  Denver,  Chairman;  James  M.  Perkins, 
Denver;  Robert  E.  McCurdy,  Denver;  Clyde  E.  Stanfield,  Denver; 
Leo  J.  Nolan,  Lakewood;  James  R.  Leake,  Littleton. 

Weekly  Health  Column  and  Health  Articles:  James  A.  Stapleton, 
Denver,  Chairman;  Matthew  L.  Gibson,  Aurora;  A.  I.  Rowan, 
Aurora;  Henry  Cleveland,  Denver;  Stewart  G.  Dunlop,  Ph.D., 
Denver;  L.  M.  Fairchild,  Denver;  E.  Howard  Fralick,  Denver; 
Felice  Garcia,  Denver;  Joseph  A.  McMeel,  Denver;  Duane  H. 
Mitchell,  Denver;  Arthur  Robinson,  Denver. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  (five  years):  George 
P.  Lingenfelter,  Denver,  1962,  Chairman;  Fred  Kuykendall, 
Eaton,  1960;  William  M.  Covode,  Denver,  1961;  H.  Harper  Kerr, 
Pueblo,  1963;  Victor  A.  Crumbaker,  Grand  Junction,  1963. 

SCIENTIFIC  PROGRAM  COMMITTEE  (two  years):  William  M. 
Covode,  Denver,  1960,  Chairman;  Lester  L.  Williams,  Colorado 
Springs,  1960;  H.  Calvin  Fisher,  Denver,  1960;  L.  Clark  Hepp, 
Denver,  1960;  Gordon  Meiklejohn,  Denver,  1961;  Harold  Palmer, 
Denver,  1961;  Warren  W.  Tucker,  Denver,  1961;  Robert  N. 
Humphrey,  Fort  Collins,  1961. 

Scientific  Program  Subcommittees: 

Entertainment:  To  be  appointed. 

Scientific  Exhibits,  Movies  and  TV:  To  be  appointed. 


Special  committees 

ADVISORY  COMMITTEE  ON  WORKMEN'S  COMPENSATION  AF- 
FAIRS: Robert  F.  Bell,  Denver,  Chairman;  K.  D.  A.  Allen,  Den- 
ver; Harry  R.  Boyd,  Denver;  Felice  Garcia,  Denver;  Harry  C. 
Hughes,  Denver;  Sidney  M.  Reckler,  Denver. 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION:  Frank  E. 
Stander,  Pueblo,  Chairman;  John  A.  Davis,  Englewood,  Vice 
Chairman;  A.  B.  Vialpando,  Aguilar;  A.  T.  Waski,  Akron;  Robert 
Barnard,  Aspen;  Norman  Joseph,  Jr.,  Aurora;  William  S.  Curtis, 
Boulder;  J.  M.  Robinson,  Canon  City;  Phineas  Bernstein,  Colo- 
rado Springs;  William  A.  Day,  Colorado  Springs;  Samuel  C. 
Bukantz,  Denver;  Rudolf  E.  Giehm,  Denver;  George  Orsborn, 
Denver;  Thad  P.  Sears,  Denver;  Joseph  G.  McKinley,  Durango; 
John  C.  Straub,  Flagler;  Robert  N.  Humphrey,  Fort  Collins; 


Robert  B.  Richards,  Fort  Morgan;  James  R.  Dunn,  Grand  Junc- 
tion; John  H.  Darst,  Greeley;  Keith  F.  Krausnick,  Lamar;  Thomas 
J.  Cooper,  La  Junta;  Richard  H.  Nilsson,  Lakewood;  John  M. 
Kehoe,  Leadville;  John  W.  Haskin,  Center;  George  G.  Balderston, 
Montrose;  Woodrow  E.  Brown,  Paonia;  William  C.  Shontz, 
Pueblo;  Robert  A.  Hoover,  Salida;  Marvel  L.  Crawford,  Steamboat 
Springs;  Richard  F.  LaForce,  Sterling;  William  A.  Merritt, 
Walsenburg;  Frank  McGlone,  Denver  (ex-officio). 

BLUE  SHIELD  FEE  SCHEDULE  ADVISORY  COMMITTEE  (three 
years):  John  H.  Amesse,  Denver,  Chairman,  I960;  Lea  J.  Flax, 
Denver,  Vice  Chairman,  1962;  Eugene  C.  Penn,  Aurora,  1960, 
Maurice  Chernyk,  Denver,  1960;  Charles  R.  Freed,  Denver,  1960, 
Robert  W.  Lackey,  Denver,  1 960;  Thomas  W.  Moffatt,  Denver, 
1960;  Bradford  Murphey,  Denver,  1960;  William  F.  Stanek, 
Denver,  1960;  Harold  S.  Tuft,  Denver,  1960;  Jackson  L.  Sadler, 
Fort  Collins,  1960;  W.  Lloyd  Wright,  Golden,  1960;  Heman  R 
Bull,  Grand  Junction,  1960;  Edward  J.  Kinzer,  Johnstown,  1960, 
Ernest  G.  Ceriani,  Kremmling,  1960;  F.  William  Barrows,  Pueblo, 
1960;  Robert  B.  Bradshaw,  Alamosa,  1961;  Raymond  C.  Beethe, 
Burlington,  1961;  Charles  G.  Massion,  Cortez,  1961;  Lewis  C. 
Benesh,  Denver,  1961;  Isadore  Gersh,  Denver,  1961;  Terry  J. 
Gromer,  Denver,  1961;  Lawrence  M.  Gwinn,  Jr.,  Denver,  1961; 
Homer  G.  McClintock,  Denver,  1961;  Leroy  J.  Sides,  Denver, 
1961;  Karl  F.  Sunderland,  Denver,  1961;  Neill  B.  McGrath, 
Florence,  1961;  William  R.  Sisson,  La  Junta,  1961;  Vincent  E 
Kelly,  Leadville,  1961;  Byron  A.  Yost,  Longmont,  1961;  Lloyd 
Rosenvold,  Montrose,  1961;  Robert  W.  Ludwick,  Sterling,  1961; 
James  G.  Price,  Brush,  1962;  Kenneth  E.  Gloss,  Colorado  Springs, 
1962;  William  B.  Condon,  Denver,  1962;  Thomas  F.  Jacques 
Denver,  1962;  Arthur  F.  Lincoln,  Denver,  1962;  Thomas  H. 
Mahony,  Denver,  1962;  John  C.  McAfee,  Denver,  1962;  Edward 
G.  Panter,  Denver,  1962;  Harlan  E.  McClure,  Lamar,  1962, 
Wesley  Van  Camp,  Pueblo,  1962;  Howard  D.  Smith,  Salida,  1962, 
Lee  J.  Beuchat,  Trinidad,  1962;  James  M.  Lamme,  Jr.,  Walsen- 
burg, 1962;  G.  T.  Good,  Yuma,  1962;  Gatewood  C.  Milligan, 
Englewood,  1962. 

MILITARY  AFFAIRS:  Robert  S.  Liggett,  Denver,  Chairman;  Leo 
W.  Lloyd,  Durango;  Jackson  Sadler,  Fort  Collins. 

ADVISORY  COMMITTEE  TO  COLORADO  ASSOCIATION  OF 
MEDICAL  ASSISTANTS:  Carl  H.  McLauthlin,  Denver,  Chairman; 
Fordyce  G.  McCabe,  Boulder;  Gerald  H.  Smith,  Colorado  Springs: 
Kenneth  C.  Sawyer,  Denver;  Dwight  B.  Shaw,  Pueblo. 

AD  HOC  COMMITTEE  ON  REVISION  OF  BY-LAWS:  Cyrus  W 
Anderson,  Denver,  Chairman;  Walter  C.  Herold,  Colorado 
Springs;  Sam  W.  Downing,  Denver;  Walter  M.  Boyd,  Greeley; 
John  A.  Dovis,  Englewood. 


Special  representatives 

REPRESENTATIVES  TO  ADULT  EDUCATION  COUNCIL:  Warren 
W.  Tucker,  Denver;  Mariana  Gardner,  Denver. 

REPRESENTATIVES  TO  CODE  OF  COOPERATION  COMMITTEE: 

John  L.  McDonald,  Colorado  Springs;  Cyrus  W.  Anderson,  Den- 
ver; Sidney  E.  Blandford,  Denver;  John  S.  Bouslog,  Denver: 
Terry  J.  Gromer,  Denver;  Clyde  E.  Stanfield,  Denver;  John  I 
Zarit,  Denver;  Mr.  Harvey  T.  Sethman,  Denver. 

REPRESENTATIVES  TO  STATE  WELFARE  DEPARTMENT  AD- 
VISORY COMMITTEE;  Harry  C.  Hughes,  Denver;  Gerald  Maresh 
Denver. 


Board  of  Trustees  committees  and  subcommittees 

EXECUTIVE  COMMITTEE:  Cyrus  W.  Anderson,  Chairman;  Harry 
C.  Hughes,  Fred  R.  Harper  and  Carl  H.  McLauthlin,  all  of 
Denver;  Walter  M.  Boyd,  Greeley. 

FINANCE  COMMITTEE:  Carl  W.  Swartz,  Pueblo,  Chairman, 
Fred  R.  Harper,  Denver;  W.  C.  Service,  Colorado  Springs. 

Committee  on  Committees;  Cyrus  W.  Anderson,  Chairmon,  and 
Carl  H.  McLauthlin,  both  of  Denver;  J.  Alan  Shand,  La  Junta; 
Walter  M.  Boyd,  Greeley. 

Advisory  to  Auxiliary:  Harvey  M.  Tapper,  Grand  Junction,  Chair- 
man; Karl  Arndt,  Denver;  Carl  W.  Swartz,  Pueblo. 

Board  of  Trustees-Board  of  Reaents  Liaison  Committee:  Kenneth 
C.  Sawyer,  Denver,  Chairman;  John  L.  McDonald,  Colorado 
Springs;  Cyrus  W.  Anderson,  Denver;  Harry  C.  Hughes,  Denver; 
Walter  M.  Boyd,  Greeley. 

Coehems  Trust  Fund:  John  L.  McDonald,  Colorado  Springs;  Cyrus 
W.  Anderson,  Denver;  J.  Alan  Shand,  La  Junto. 

Orientation  Course:  Horace  E.  Thompson,  Denver,  Chairman; 
J.  Lawrence  Campbell,  Denver;  Paul  K.  Hamilton,  Denver; 
William  A.  Liggett,  Denver;  Richard  L.  Westerman,  Gunnison. 
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The  Wyoming  State  Medical  Society* 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  Frederick  H.  Haigler,  Casper. 

Treasurer:  C.  0.  Anton,  Cheyenne. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  M.  Halsey,  Rawlins;  Converse  County,  Roman 
J.  Zwalsh,  Glenrock;  Fremont  County,  Bernard  D.  Stack, 
Riverton;  Goshen  County,  O.  C.  Reed,  Torrington;  Laramie 
County,  S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick 
H.  Haigler,  Casper;  Sheridan  County,  Ralph  Arnold,  Sheridan; 
Sweetwater  County,  R.  C.  Stratton,  Green  River;  Teton 
County,  Vacancy;  Uinta  County,  J.  S.  Hellewell,  Evanston; 
Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle;  Northwest 
Wyoming,  John  H.  Froyd,  Worland. 

Delegate  to  A.M.A.;  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Chey- 
enne; telephone  2-5525. 


A 

FOR  IVIEDICIIL.  MEN 

now  available  in  Denver's  exclusively 
Medical-Denta!  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4^5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Ptoee  • Denver  2,  Colorado 


150,000  PHYSICIANS 
THE  WORLD  OVER  DEPEND  ON 
THE  INTEGRITY  BEHIND  THIS  NAME 


CARDIOGRAPH  CARDIOSCOPI 
DEFIBRILLATOR  HEARTPACER 

ELECTROSURGICAL  UNITS 
HOSPITAL- CLINIC -OFFICE 

ULTRASONICS  DIATHERMY 
INFRARED  ULTRAVIOLET 
GALVANIC  UNITS 
ELECTROMUSCLE  STIMULATORS 
THE  VIBRABATH 
and 

HI  FAIVIOUS  HYFRECATOR 


Montana  Medical  Association* 

Interim  Session,  February  26-27,  1960 
Helena 

President:  Leonard  W.  Brewer,  Missoula. 

President-elect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Lindstrom,  Helena. 
Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Leonard  W.  Brewer,  Missoula:  Raymond 
F.  Peterson,  Butte;  Everett  H.  Lindstrom,  Helena;  W.  E. 
Harris,  Livington;  Jess  T.  Schwidde,  Billings;  John  A.  Layne, 
Great  Palls;  Herbert  T.  Caraway,  Billings. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary:  Mr.  L.  R.  Hegland.  P.O.  Box  1692,  Bil- 
lings; telephone  9-2585. 


Nevada  State  Medical  Association* 

Annual  Meeting,  September  7-10,  1960 
Las  Vegas 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall 
Reno:  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore. 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff.  P.  O.  Box  2790.  Reno; 
telephone  FA.  3-6788, 

New  Mexico  Medical  Society* 

Annual  Meeting,  May  10-13,  1960 
Albuquerque 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Demlng,  1981;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1982;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 


The  Utah  State  Medical  Association* 

Annual  Session,  September  14-16,  1960 
Salt  Lake  City 

President:  I.  Bruce  MeQuarrie,  Ogden. 

President-elect:  Wallace  S.  Brooke,  Salt  Lake  City, 
Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 
Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County, 
1960,  A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford 
Rees,  Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt 
Lake  City;  Southern  Utah,  1960,  James  S.  Prestwlch,  Cedar 
City;  Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber 
County,  1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E. 
Jorgenson,  Provo. 

Executive  Committee:  I.  Bruce  McQuarrle,  Ogden;  U.  R. 
Bryner,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City; 
J.  Poulson  Hunter,  Salt  Lake  City:  Robert  M.  Dalrymple, 
Salt  Lake  City. 

Delegate  to  American  Medical  Association:  Kenneth  B. 
Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  Street,  Salt  Lake  City  2;  telephone  EL.  5-7477. 


"Committee  lists  for  all  participating  states  will  appear  in 
subsequent  Issues. 
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WANT  ADS 


NKVAUA  COMMUNITIES  seeking  physicians  include 
Weiis,  Carlin,  Austin,  Beatty,  Bioche,  and  Haw- 
thorne. Mrite  Mr.  Neison  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Keno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


VACANT  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Baboratory  serv- 
ice including  supplies.  Eease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


EXCELLENT,  completely  furnished  physician’s  office 
for  rent,  3705  East  Colfax,  Denver.  Includes  light, 
telephone,  and  receptionist  service.  Surgeon  preferred. 
DE.  3-4203.  8-1 


OFFICE  SPACE  AVAILABLE  in  Wheat  Ridge.  Beau- 
tiful, modern,  new  professional  building  with  indi- 
vidual air  conditioning  at  4455  Harlan  Street.  Off- 
street  parking.  Doctor  needed  in  area.  Phone  Mrs.  J. 
Benallo  at  HA.  4-7384  or  write  6495  W.  41st  Avenue, 
Wheat  Ridge,  Colorado.  10-23 


ATTRACTIVE  OFFICE  for  rent.  Partially  furnished 
if  desired,  good  terms.  407  Professional  Arts  Build- 
ing, E.  Colfax  at  Lafayette.  Call  M.  Abelman,  M.D., 
ALpine  5-4030.  lOTF 


CALIFORNIA,  assistant  medical  directorship,  with 
possibility  to  full  directorship  in  two  years.  230  bed 
hospital  for  pulmonary  diseases  and  rehabilitation  of 
chronic  illness  (selected  cases).  Accredited  and  ap- 
proved for  resident  training.  Salary  range  $649  to 
$817,  including  furnished  house  and  utilities.  Salary 
open  for  background  and  experience  in  pulmonary 
diseases.  Eligibility  for  California  licensure  required, 
or  already  California  licensed  if  foreign  graduate. 
Write  to  Medical  Director,  Tulare  Kings  Counties  Hos- 
pital, Springville,  Calif.  11-32 


FOR  RENT:  Physicians’  offices  in  modern  medical 
building  with  private  parking  lot.  Located  in  Mon- 
tana’s largest  city.  Inquire;  Business  Manager,  Morri- 
son Clinic,  1241  N.  28th  Street,  Billings,  Montana. 
Phone  AL.  2-3863.  11-42 


WANTED:  Board  Eligible  or  Certified  Internist  inter- 
ested in  Cardiology  for  Group  in  Central  Colorado. 
Please  address  Box  11-43,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg..  Denver  2,  Colorado.  11-43 


Quality  Drugs  Courteous  Service 


ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood  and 
Metro politan  Denver 


SPACE  available  in  new  air  conditioned  medical  build- 
ing in  Colorado  Springs,  Colorado.  Location  excellent 
for  generalists,  specialists,  or  dentists.  Ample  off 
street  parking.  Near  new  hospital  and  adjacent  to  a 
large  shopping  center.  Will  partition  to  suit.  E.  H. 
Vincent,  M.D.,  Suite  No.  1,  Madison  Medical  Building, 
2121  North  Weber  Street,  Colorado  Springs,  Colorado. 
Phone  MElrose  2-9386.  ll-TF 


FOR  SALE  OR  LEASE — New  Medical  Clinic.  Well  lo- 
cated in  a new  residential  and  apartment  house  sec- 
tion in  Littleton,  Colorado.  2,600  square  feet  now 
available  for  doctors.  Will  consider  trade.  For  infor- 
mation call  SU.  9-2226  or  write  J.  C.  Murphy  Invest- 
ment Company,  3470  So.  Sherman,  Englewood,  Colo- 
rado. 11-22 


VERY  LARGE  PRACTICE  for  sale  in  town  of  12,000, 
serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Four  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868, 
Durango,  Colorado.  11-5TF 


M.D.,  AGED  30,  returning  from  service  in  Indonesia, 
desires  locum  tenens  or  association  with  Christian 
physicians  beginning  about  August,  1960.  Licensed  in 
Colorado  and  Kansas,  married,  two  children.  Write; 
Herbert  Friesen,  M.D.,  Pakis/Taju,  Java,  Indonesia. 

12TF 


WANTED — GENERAL  PRACTITIONER.  Eastern  Ne- 
vada, 6-man  group.  Initial  salary  $12,200  per  annum. 
Early  increases.  Excellent  hospital  facilities.  Write 
or  call  J.  M.  Moore,  M.D.,  Chief  Surgeon,  Steptoe 
Valley  Hospital,  East  Ely,  Nevada.  Phone  Ely,  AM- 
herst  4-4411.  12-12 


BEAUTIFUL  new  Applewood  Valley  Medical  Center, 
in  Metropolitan  Denver’s  choicest  location,  has  one 
single  and  one  double  suite  available.  Completely  air 
conditioned.  No  other  medical  building  in  this  area. 
Call  BE.  7-1865  or  write  Byron  Wilson,  10355  West 
18th,  Denver  15.  12-23 


BOARD  eligible  dermatologist  June.  Desire  informa- 
tion full  or  part  time  association  with  group  or 
dermatologist,  or  opportunity  for  private  practice. 
J.  Maliner,  1220%  S.  Saltair  Avenue,  Los  Angeles  25, 
California.  12-33 


FOR  LEASE  OR  P'OR  SALE:  Cherry  Creek  location 
in  Denver.  6,000  sq.  ft.  or  more  of  office  space  for 
doctors  and  professional  men.  Spacious  building,  good 
parking  in  Denver’s  finest,  fastest  growing  profes- 
sional area  ...  Cherry  Creek!  Surrounded  by  Denver’s 
best  residential  areas.  Write  box  12-43,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Building,  Denver 
2,  Colorado.  12-43 


PRACTICE  FOR  SALE.  Southwest  Nebraska.  Two- 
man,  seven-year-old  general  practice  grossing 
$70,000.  Eleven-room  well-equipped  office  with  rea- 
sonable rent.  Twenty-bed  Community  Hospital  in 
town.  Both  partners  specializing.  Terms  arranged. 
Reasonable  distance  from  Colorado  Rockies.  Write 
box  12-53,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Building,  Denver  2,  Colorado.  12-53 


BOARD  eligible  internist  desires  location  in  group 
practice  in  Rocky  Mountain  area.  Write  Box  12-63, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  12-63 


WANTED;  Psychiatrist,  salary  to  $15,000.  State  mini- 
mum security  correctional  facility  near  Morro  Bay. 
40-hour  week,  11  paid  holidays,  sick  leave,  3-week 
vacation  yearly,  excellent  retirement  plan,  other  bene- 
fits. Write  Chief  Medical  Officer.  California  Mens 
Colony,  Los  Padres,  California.  12-71 


EARNEST  DRUG 

Kowdij^ 

217  16th  Street 

vC'  Registered  Trade  Mork 

Prescription  Specialists 

^ BOB'S  PLACE 

Telephones  KEystone  4-7237 — KEystone  4-3265 

Trade  Mark  A Bob  Cat  for  Service 

FRESH — CLEAN — COMPLETE 

TEXACO  PRODUCTS 

PRESCRIPTION  STOCK 

300  South  Colorado  Boulevard 

Free  Delivery 

Cow  Town,  Colo. 

Abbey  Rents,  127 
Ames  Company,  15 
Armour  Pharmaceutical 
Company.  125 

Herbert,  Geo.,  Inc.,  28 
Birtcher  Corporation,  The,  145 
Bob’s  Place,  146 
Bristol  Laboratories,  Inc., 

17-22,  49-60,  93 

Buckley  Bros.  Motors,  71 

Burroughs  Wellcome  & Co.,  23-24 

Cambridge  Dairy,  104 
Case,  G.  M.,  Laboratories,  141 
Chicago  Medical  Society,  64 
Children’s  Hospital  Ass’n,  124 
Ciba  Pharmaceutical  Products, 
Inc.,  68-69 

City  Park-Brookridge  Farms,  63 
Cocks-Clark  Engraving  Co.,  89 

Denver  Optic  Company,  103 

Earnest  Drug,  146 
Emory  John  Brady  Hospital,  147 
Empire  Casualty  Company,  8 
Endo  Laboratories,  12 


Irwin,  Neisler  & Co.,  75 

Kincaid’s  Pharmacy,  146 

Lederle  Laboratories,  10-11,  26-27, 
48,  70,  76,  78-79,  84,  86-87,  92,  96, 
102,  110,  114,  116,  120,  130,  142,  148 
Lilly,  Eli  & Company,  30 
Long’s  Limb  Shop,  141 
Lorlllard,  P.,  Co.,  7 

Merchants  Office  Furniture,  134 
Merck  & Co.,  Inc.,  3 

Newton  Optical  Company,  123 

Parke,  Davis  & Company, 

Cover  II-l 

Pfizer  Laboratories,  67,  97,  122 
Physicians  Casualty  Association,  93 
Picker  X-Ray  Corporation,  108 
Publishers  Press,  Inc.,  89 

Quincy  X-Ray  & Radium 
Laboratories,  HI 

Republic  Building  Corp.,  145 


Riker  Laboratories,  25 
Roerig,  J.  B.  & Co.,  Inc.,  100-101 

Sandia  Ranch  Sanatorium,  74 
Sandoz  Pharmaceuticals,  82-83 
Schering  Corporation,  29,  72, 
128-129,  140 

Schieffelin  & Company,  73 
Searle,  G.  D.,  Co.,  47 
Shadford-Fletcher  Optical  Co,,  111 
Smith-Dorsey  Company,  81 
Smith,  Kline  & French 
Laboratories,  Cover  IV 

Taylor  Hearing  Center,  131 
Technical  Equipment 
Corporation,  Cover  III 
Telephone  Answering  Service,  121 

U.  S.  Brewers  Foundation.  13 

Wallace  Laboratories,  4-5,  9, 
117-119 

Want  Ads,  146 

Wesson  Oil  & Snowdrift 

Sales  Co.,  16 

Wine  Advisory  Board,  80 
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with,  65  (Oct.)  (Pirkey) 

Carcinoma,  primary  lung — factors  in  improving  lung  surgery, 
71  (March)  (Adams) 

Care  of  the  cancer  patient,  44  (Sept.)  (Bouslog) 

Cerebral  seizures,  symptomatic  treatment  of,  56  (Sept.)  (La- 
sater) 

Cervical  intervertebral  disc  and  interbody  fusion,  anterior 
excision  of  ruptured,  57  (June)  (Stuck,  HaU,  Oden) 

Charge  for  phone  inquiries,  34  (Sept.)  (Editorial) 
Chemotherapy  of  specific  infectious  diseases  of  the  lower 
respiratory  tract,  57  (Jan.)  (reprint  from  Diseases  of  the  Chest. 
Vol.  XXXHI,  No.  4,  1958) 

Chest  injuries,  emergency  management  of,  41  (Sept.)  (Ko- 
varik ) 

Chlorothiazide  (Diuril)  in  practice,  41  (Aug.)  (Gold) 

Chronic  simple  glaucoma,  62  (May)  (Schonberg) 

-Clinical  experiences  with  enuresis,  53  (Aug.)  (Ringer) 

Clinical  pathological  conference.  55  (Feb.)  (Myers,  Berthrong, 
Keyting) 

Closed-panel  practice,  the  menace  of,  55  (March)  (Alesen) 
Clubbing  and  hypertrophic  osteoarthropathy,  83  (April)  (Har- 
vey) 

COLORADO.  80  (Jan.),  100  (Feb.),  120  (March),  112  (April), 
92  (May),  80  (June),  54  (July,  80  (Aug.),  90  (Sept.),  110 
(Oct.),  104  (Nov.),  96  (Dec.) 

Colorado,  House  of  Delegates  proceedings,  114  (April),  104 
(Nov.) 
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Colorado's  new  autopsy  consent  law — S.B.  191,  52  (Sept.  I 
(Toll,  Aldridge) 

Commando  operation,  mouth  cancer  treated  with  the  combined, 
89  (April)  (Morfit) 

Conference,  Clinical  Pathological,  55  (Feb.)  (Myers,  Berthrong, 
Keyting) 

Congenital  mitral  stenosis  with  coarctation  of  the  aorta,  93 
(Oct.)  (Openshaw,  Hecht) 

Congratulation  and  criticisms,  41  (May)  (Editorial) 
Conservation  of  ovarian  tissues  in  pelvic  surgery,  56  (Aug.) 
(Thompson) 

Consultation  a lost  art?,  is,  35  (Sept.)  (Editorial) 
CORRESPONDENCE,  100  (Jan.),  121  (June),  131  (Dec.) 
Critique  of  the  A.M.A.  report  of  the  Commission  on  Medical 
Care  Plans,  43  (May)  (Daniels) 

Current  concepts  of  bacterial  susceptibility  and  immunity, 
39  (July)  (Keefer) 

Cystic  disease  of  the  lung,  52  (Jan.)  (Henson,  Grosboll,  Patter- 
son) 

Cystoides  intestinalis,  pneumatosis,  66  (June)  (Dines,  Nims. 
Wurtzebach) 

Definition  of  mastectomy,  56  (May)  (Foley) 

Diuril  in  practice,  chlorothiazide,  41  (Aug.)  (Gold) 

Dizziness,  management  of,  33  (Dec.)  (Elia) 

East  came  west,  once  upon  a time,  37  (Feb.)  (Editorial) 
Editorial  shots  wound  physicians,  28  (July)  (Editorial) 

Elbow  fractures,  67  (Oct.)  (Bigelow) 

Emergencies  in  the  newborn,  51  (June)  (Platou,  Stewart, 
Lipsey) 

Emergency  management  of  chest  injuries,  41  (Sept.)  (Kovarik) 
Encephalitis,  western  equine,  68  (April)  (Copps,  Giddings) 
Enuresis,  clinical  experiences  with,  53  (Aug.)  (Ringer) 
Epilepsy,  aggravation  of  by  reserpine,  associated  with  possible 
bleeding  and  clotting  disturbances,  45  (June)  (Pallister) 
Esophageal  hiatal  hernia.  Gastric  cardla  competence  in  repair 
of,  40  (Dec.)  CWatkins) 

Esophagus,  palliative  treatment  of  carcinoma  of  the,  39  (Sept.) 
(Levine) 

Ethics  in  medical  advertising,  42  (Oct.)  (Editorial) 

Factors  in.  improving  lung  surgery — primary  lung  carcinoma, 
71  (March)  (Adams) 

Family  outbreak  of  shigellosis,  33  (July)  (Casey,  Smith) 
Fasten  seat  belts,  62  (April)  (Editorial) 

Federal  employees  benefit  program,  46  (Nov.)  (Editorial) 

Fight,  and  continue  to  fight,  the  Forand  bill,  41  (Oct.)  (Edi- 
torial) 

Forand  bill,  fight,  and  continue  to  fight,  the,  41  (Oct.)  (Edi- 
torial) 

Frank  Yoder  joins  A.M.A. ’s  Chicago  staff,  53  (March)  (Edi- 
torial) 

Gallstones,  opacificaiton  of,  45  (Aug.)  (Salzman,  Spurck, 
Kier,  IVatkins) 

Gastric  cardia  competence  in  repair  of  esophageal  hiatal 
hernia,  40  (Dec.)  CWatkins) 

Gastric  dilatation,  acute,  35  (July)  (Wheeler) 

Gastric  cancer,  75  (April)  (Sawyer) 

Gastric  ulcer,  management  of,  81  (March)  (Adams,  Sawyers, 
Classen,  Scott) 

Genitourinary  tuberculosis,  88  (Oct.)  (Borski) 

Glaucoma,  chronic  simple,  62  (May)  (Schonberg) 

Glomus  tumor  of  the  leg,  51  (Nov.)  (Hess) 

Gold  rush — its  cost  in  health  and  life,  the,  59  (May)  (Beyer) 
Head  injuries,  tracheotomy  in  severe,  69  (May)  (Mack,  Smith, 
Rosenauer) 

Hearing  testing  program  for  preschool  children,  37  (Sept.) 
(Downs,  Doster) 

Hemorrhoids,  injection  treatment  of,  69  (June)  (Wright) 
Hepatitis,  neonatal,  44  (Oct.)  (James,  Newman) 

Hernia,  Gastric  cardia  competence  in  repair  of  esophageal 
hiatal,  40  (Dec.)  (Watkins) 

Hidden  rewards  of  skin  biopsy,  48  (Aug.)  (Lewis) 

Hip  pathology,  intramedullary  prosthesis  in,  47  (Oct.)  (Mat- 
chett) 

His  time  is  their  time,  54  (March)  (Editorial) 

Honesty  is  qualitative — not  quantitative,  31  (Dec.)  (Editorial) 
How  can  we  get  safe  cars?,  41  (Jan.)  (Campbell) 

How  can  we  get  safe  cars?,  53  (March)  (Editorial) 

How  much  for  a life,  42  (May)  (Editorial) 

How  wee  is  a virus?,  43  (Oct.)  (Editorial) 

Hypertension,  unilateral  renal  disease  in,  79  (Oct.)  (BassoW) 


Hypertrophic  osteoartluropathy,  clubbing  and,  83  (April)  (Har- 
vey) 

Hypnoanalgesia  in  medicine,  50  (Aug.)  (Pearcy) 

Hypotension  associated  with  general  anesthesia,  management 
of,  70  (Sept.)  (Stein) 

Idiopathic  infarction  of  omentum.  Acute,  37  (Dec.)  (McGahani 
Ignorance,  selfishness,  and  stupidity,  33  (July)  (Editorial) 

1-131  in  thyroid  conditions,  85  (March)  (Levine) 

Ileostomy  self-help  group,  34  (Sept.)  (Editorial) 

Immediate  postoperative  problems,  53  (Nov.)  (McCrory) 
Improved  outlook  for  patients  with  carcinoma  of  the  pharynx, 
65  (Oct.)  (Pirkey) 

Induction  of  labor,  surgical-medical,  91  (Oct.)  (Brown) 
Industrial  Medical  Association,  61  (April)  (Editorial) 

Injection  treatment  of  hemorrhoids,  69  (June)  (Wright) 
Inroads  of  veterans’  medical  care  in  private  practice,  42  (Oct.  i 
(Editorial) 

Intestinalis,  pneumatosis  cystoides.  66  (Junei  (Dines,  Nims. 
Wurtzebach) 

Into  orbit  we  go,  53  (March)  (Editorial) 

Intramedullary  prosthesis  in  hip  pathology,  47  (Oct.)  (Mat- 
chett) 

Is  consultation  a lost  art?,  35  (Sept.)  (Editorial) 

It’s  still  aspirin!,  34  (July)  (Editorial) 

Legions  of  the  vagina  and  cervix,  benign,  39  (Feb.)  (Holly) 
Leukemia  and  pregnancy,  59  (Aug.)  (Flint) 

Leukemia,  long  survival  in  chronic  lymphatic,  64  (March) 
(RePass) 

Leukemias,  management  of  lymphomas  and,  59  (June)  (Block) 
Long  survival  in  chronic  lymphatic  leukemia,  64  (March) 
(RePass) 

Look!,  39  (June)  (Editorial) 

Low-cost  penicillin  for  prevention  of  rheumatic  fever,  61 
(Oct.)  (Lichty,  Seikel) 

Lung  carcinoma,  primary — factors  in  improving  lung  surgery, 
71  (March)  (Adams) 

Lung,  cystic  disease  of  the,  52  (Jan.)  (Henson.  Grosboll,  Pat- 
terson) 

Lung  surgery,  factors  in  improving — primary  lung  carcinoma, 
71  (March)  (Adams) 

Lymphatic  leukemia,  long  survival  in  chronic,  64  (March) 
(RePass) 

Lymphomas  and  leukemias,  management  of,  59  (June)  (Block) 
Malpractice  in  Colorado,  medical,  55  (Nov.)  (Carrigan) 
Management  of  dizziness,  33  (Dec.)  (Elia) 

Management  of  gastric  ulcer,  81  (March)  (Adams,  Sawyers, 
Classen,  Scott) 

Management  of  hypotension  associated  with  general  anes- 
thesia, 70  (Sept.)  (Stein) 

Management  of  lymphomas  and  leukemias,  59  (June)  (Block) 
Many  sides  of  medicine,  the,  50  (Feb.)  (Gundersen) 

Many  unhappy  returns,  35  (Sept.)  (Editorial) 

Mastectomy,  definition  of,  56  (May)  (Foley) 

Medical  Assistants,  American  Association  of,  54  (March)  (Edi- 
torial) 

Medical  Care  Plans,  a critique  of  the  A.M.A.  report  of  the 
Commission  on,  43  (May)  (Daniels) 

Medical  education,  modern,  36  (Jan.)  (Editorial) 

Medical  malpractice  in  Colorado,  55  (Nov.)  (Carrigan) 

Medical  meetings,  not  more — but  better — , 61  (April)  (Edi- 
torial) 

Medicine  at  the  crossroads,  41  (June)  (Callister) 

Menace  of  closed-panel  practice,  the,  55  (March)  (Alesen) 
Misinterpretation  of  doctors’  shop  talk,  27  (July)  (Editorial! 
Modern  medical  education,  36  (Jan.)  (Editorial) 

MONTANA,  70  (Jan.),  141  (April),  111  (May).  121  (June),  60 
(July),  94  and  98  (Aug.),  98  (Dec.) 

Montana  A-1  host,  32  (Dec.)  (Editorial) 

Montana,  House  of  Delegates  Proceedings,  60  (July),  99  (Dec.) 
More  physicians  must  become  better  citizens — or  else!,  41 
(Oct.)  (Editorial) 

Mouth  cancer  treated  with  the  combined  (eommando)  opera- 
tion, 89  (April)  (Morfit) 

NATIONAL  AFFAIRS,  88  (Jan.),  114  (May),  102  (July).  119 
(Sept.) 

Neck-shoulder-arm  syndrome,  63  (Sept.)  (Milligan) 

Neonatal  hepatitis,  44  (Oct.)  (James,  Newman) 

NEVADA,  80  (Jan.),  135  (March),  55  (July) 

Newborn,  emergencies  in  the,  51  (June)  (Platou,  Stewart, 
Lipsey) 
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NEW  MEXICO,  78  (Feb),  132  (March),  100  (April),  88  (June), 
99  (Aug.),  110  (Oct.),  104  (Nov.) 

New  Mexico  House  of  Delegates  proceedings,  78  (Feb.),  99 
(Aug.) 

New  perspective,  45  (Nov.)  (Editorial) 

Nosebleed,  treatment  of,  54  (Sept.)  (LaForce) 

Not  more — but  better — medical  meetings,  61  (April)  (Editorial) 
Nursing  education  changes  to  meet  service  needs  of  patient 
care,  48  (Jan.)  (Prangley,  DeYoung) 

Old  age  pension  medical  care  program,  38  (Dec.)  (Hartendorp) 
Omentum,  Acute  idiopathic  infarction  of,  37  (Dec.)  (McGahan) 
Once  upon  a time  East  came  West,  37  (Feb.)  (Editorial) 
Opacification  of  gallstones,  45  (Aug.)  (Salzman,  Spurck, 
Kier,  Watkins) 

Open  reduction  of  tibial  fractures  using  stainless  steel  screws, 
82  (April)  (Barnard,  Baxter) 

Osteoarthropathy,  clubbing  and  hypertrophic,  83  (April)  (Har- 
vey) 

Our  triumph  in  western  medical  journalism,  36  (Sept.)  (Edi- 
torial) 

Ovarian  tissues  in  pelvic  surgery,  conservation  of,  56  (Aug.) 
(Thompson) 

Palliative  treatment  of  carcinoma  of  the  esophagus,  39  (Sept.) 
(Levine) 

Paraplegics,  urinary  infections  in,  66  (March)  (Cottrell,  Rol- 
nick,  Lloyd) 

Pathological  conference,  clinical,  55  (Feb.)  (Myers,  Berthrong, 
Key  ting) 

Patient  care,  nursing  education  changes  to  meet  service  needs 
of,  48  (Jan.)  (Prangley,  DeYoung) 

Patient  means  to  me,  what  a,  53  (Sept.)  (Mancini) 

Pelvic  surgery,  conservation  of  ovarian  tissues  in,  56  (Aug.) 
(Thompson) 

Penicillin  for  prevention  of  rheumatic  fever,  low-cost,  61 
(Oct.)  (Lichty,  Seikel) 

Peptic  ulcer  with  coexisting  urinary  tract  disease,  92  (March) 
(Tuchscherer) 

Pharynx,  improved  outlook  for  patients  with  carcinoma  of  the, 
65  (Oct.)  (Pirkey) 

Phone  inquiries,  charge  for,  34  (Sept.)  (Editorial) 

Platform  for  progress  in  Blue  Shield,  a,  64  (April)  (Feiera- 
bend) 

Pneumatosis  cystoides  intestlnalis,  66  (June)  (Dines,  Nims, 
Wurtzebach) 

Poliomyelitis  unconquered,  62  (April)  (Editorial) 

Politicians,  those  traveling  medical,  43  (Oct.)  (Editorial) 
Postoperative  problems,  immediate,  53  (Nov.)  (McCrory) 
POTPOURRI,  A MEDICAL,  114  (Feb.),  29  (May),  5 (June), 
6 (July),  6 (Aug.),  29  (Sept.),  6 (Oct.),  6 (Nov.)  (Babey) 
Pregnancy,  leukemia  and,  59  (Aug.)  (Flint) 

Pre-payment  plans  must  be  minimized,  abuse  of,  38  (Feb.) 
(Editorial) 

Preschool  children,  a hearing  testing  program  for,  37  (Sept.) 
(Downs,  Doster) 

Present  status  of  steroids,  73  (Nov.)  (Van  Horne) 

Presidential  address,  47  (Nov.)  (McDonald) 

Presidential  address,  35  (Aug.)  (Wilmoth) 

Presidents  and  presidents-elect  of  our  sponsoring  state  medical 
organizations,  112-113  (Feb.),  132-133  (Dec.) 

Prostate,  cancer  of  the,  76  (Nov.)  (Orr) 

Prostatectomy,  Retropubic,  43  (Dec.)  (Dickey) 

Prosthesis  in  hip  pathology,  intramedullary,  47  (Oct.)  (Mat- 
chett) 

RADIOLOGIC  REFLECTIONS  (shadow  or  substance),  62 
(Jan.),  64  (Feb.),  96  (March),  95  (April),  78  (May),  72  (June), 
51  (July),  14  (Aug.),  82  (Sept.),  96  (Oct.),  82  (Nov.),  6 (Dec.) 
(Smith) 

Rats,  man,  and  the  welfare  state,  33  (Sept.)  (Editorial) 

Renal  disease  in  hypertension,  unilateral,  79  (Oct.)  (Bassow) 
Respiratory  tract,  chemotherapy  of  specific  infectious  diseases 
of  the  lower,  57  (Jan.)  (reprint  from  Diseases  of  the  Chest. 
Vol.  XXXIII,  No.  4,  1958) 

Reticulum  cell  sarcoma  presenting  in  the  testis,  38  (Aug.) 
(Nalle) 

Retropubic  prostatectomy,  43  (Dec.)  (Dickey) 

Rheumatic  fever,  low-cost  penicillin  for  prevention  of,  61 
(Oct.)  (Lichty,  Seikel) 

Rheumatic  fever  prophylaxis  with  benzathine  penicillin  G in 
Wyoming,  37  (Jan.)  (Giddings,  Yoder) 

Rx  for  rural  areas,  47  (Feb.)  (Newman) 

Safe  cars?,  how  can  we  get,  41  (Jan.)  (Campbell) 

Sane  or  insane?,  39  (June)  (Editorial) 


Sarcoma  presenting  in  the  testis,  reticulum  cell,  38  (Aug.) 
(Nalle) 

Seat  belts,  fasten,  62  (April)  (Editorial) 

Seat  belts,  smart  drivers  use,  44  (July) 

Seizures,  symptomatic  treatment  of  cerebral,  56  (Sept.)  (Lasa- 
ter) 

SHADOW  OR  SUBSTANCE  (see  Radiologic  Reflections) 
Shigellosis,  a family  outbreak  of,  33  (July)  (Casey,  Smith) 
Shop  talk,  misinterpretation  of  doctors’,  27  (July)  (Editorial) 
Skin  biopsy,  hidden  rewards  of,  48  (Aug.)  (Lewis) 

Smart  drivers  use  seat  belts,  44  (July) 

So  mad  I could  spit!,  63  (April)  (Editorial) 

Speech  defects  following  adenotonsillectomy.  67  (Sept.) 
(Roberts) 

Staffylocide,  40  (June)  (Editorial) 

Stamping  out  disease,  37  (Feb.)  (Editorial) 

Stenosis  with  coarctation  of  the  aorta,  congenital  mitral,  93 
(Oct.)  (Openshaw,  Hecht) 

Steroids,  present  status  of,  73  (Nov.)  (Van  Horne) 

Suburbanitis,  36  (Jan.)  (Editorial) 

Surgical  conscience,  45  (Nov.)  (Editorial) 

Surgical-medical  induction  of  labor,  91  (Oct.)  (Brown) 
Symptomatic  treatment  of  cerebral  seizures,  56  (Sept.)  (Lasa- 
ter) 

Syndrome,  the  neck-shoulder-arm,  63  (Sept.)  (Milligan) 

Testis,  reticulum  cell  sarcoma  presenting  in  the,  38  (Aug,  i 
(Nalle) 

Those  traveling  medical  politicians,  43  (Oct.)  (Editorial) 
Thyroid  conditions,  1-131  in,  85  (March)  (Levine) 

TIbial  fractures  using  stainless  steel  screws,  open  reduction  of. 
82  (April)  (Barnard,  Baxter) 

To  thine  own  self  be  true,  35  (Jan.)  (Editorial) 

Tracheotomy  in  severe  head  injuries,  69  (May)  (Mack.  Smith, 
Rosenauer) 

Translumbar  aortography,  72  (Oct.)  (Elliott) 

Treatment  of  low  back  pain,  42  (Feb.)  (Fulcher) 

Treatment  of  nosebleed,  54  (Sept.)  (LaForce) 

Treatment  of  urinary  infections,  50  (May)  (Hall) 
Trichlorethylene  analgesia  in  minor  surgery,  76  (Oct.)  (Bolteni 
Triumph  in  western  medical  journalism,  our,  36  (Sept.)  (Edi- 
torial) 

Tuberculosis,  genitourinary,  88  (Oct.)  (Borski) 

Tuberculosis  is  still  a problem,  44  (June)  (Elrick) 

Tumor  conferences,  61  (Dec.)  (Lubchenco,  Koneman) 

Ulcer,  management  of  gastric,  81  (March)  (Adams,  Sawyers, 
Classen,  Scott) 

Ulcer  with  coexisting  urinary  tract  disease,  peptic,  92  (March) 
(Tuchscherer) 

Unilateral  renal  disease  in  hypertension,  79  (Oct.)  (Bassow) 
Urinary  infections  in  paraplegics,  66  (March)  (Cottrell,  Rol- 
nick,  Lloyd) 

Urinary  infections,  treatment  of,  50  (May)  (Hall) 

Urinary  tract  disease,  peptic  ulcer  with  coexisting,  92  (March) 
(Tuchscherer) 

UTAH,  76  (Jan.),  102  (Feb.),  112  (March),  107  (April),  112 
(May),  90  (June),  54  (July),  80  (Aug.),  90  (Sept.),  110  (Oct.), 
104  (Nov.) 

Utah,  House  of  Delegates  Proceedings,  92  (June),  65  (Dec.) 
Vagina  and  cervix,  benign  lesions  of  the,  39  (Feb.)  (Holly) 
Ventricular  aneurysm  with  calcification,  37  (July)  (Laxson) 
Veterans’  medical  care  in  private  practice,  inroads  of,  42 
(Oct.)  (Editorial) 

WASHINGTON  SCENE,  64  (Jan.),  68  (Feb.),  98  (March),  96 
(April),  80  (May),  74  (June),  52  (July,  66  (Aug.),  80  (Sept. I. 
108  (Oct.),  102  (Nov.),  63  (Dec.) 

Wee  is  a virus?,  how,  43  (Oct.)  (Editorial) 

Welfare  state,  rats,  man,  and  the,  33  (Sept.)  (Editorial) 
Western  equine  encephalitis,  68  (April)  (Copps,  Giddings) 
WGO  lists  meetings  of  note,  46  (Nov.)  (Editorial) 

What  a patient  means  to  me,  53  (Sept.)  (Mancini) 

WOMAN’S  AUXILIARY,  116  (May) 

WYOMING,  76  (Jan.),  98  (Feb.),  130  (March),  141  (April),  84 
(May),  80  (Aug.),  92  (Sept.) 

Wyoming,  House  of  Delegates  proceedings,  99  (Sept.) 

Yoder  joins  A.M.A.’s  Chicago  staff,  Frank.  53  (March)  (Edi- 
torial) 

Book  reviews,  volume  LVI 

BOOK  CORNER,  104  (Feb),  136  (March),  118  (May),  122 
(June),  113  (July),  116  (Aug.),  128  (Sept.),  162  (Oct.).  139 
(Dec.) 
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Aids  to  Ophthalmology.  P.  McG.  Moffat,  M.D.  (London,  Bail- 
here,  Tindall  and  Cox  I,  122  (May) 

Anatomy  tor  Surgeons,  W,  Henry  Hollinshead,  Ph.D.  (Hoeber- 
Harper) , 128  (Sept.) 

Birth  of  Normal  Babies,  Lyon  P.  Strean,  M.Sc.,  Ph.D.,  D.D.D., 
F.A.P.H.A.  (Twayne  Publishers),  123  (June) 

Childbearing  Before  and  After  35:  Biologic  and  Social  Impli- 
cations, Adrien  Bleyer.  M.D.  (Vantage  Press),  113  (July) 

Ciba  Foundation  Colloquia  on  Endocrinology,  Volume  II:  Hor- 
mones in  Blood  (Boston,  Little.  Brown  & Co.),  124  (May) 

Ciba  Foundation  Symposium:  Amino  Acids  and  Peptides  With 
-Vntimetabolic  Activity,  edited  by  G.  E.  W.  Wolstenholme  and 
Cecilia  M.  O’Connor  (Boston,  Little,  Brown  & Co.),  116 

(Aug.  ( 

Cold  Injury — Ground  Type,  in  World  War  II,  Colonel  Tom  F. 
Whayne,  MC,  USA  (Ret.),  and  Michael  E.  DeBakey,  M.D. 
(Govt.  Printing  Office),  133  (Sept.) 

Convulsive  Disorders  of  Children,  Dora  Hsi-Chih  Chao,  M.D.. 
Ralph  Druckman,  M.D.,  and  Peter  Kellaway,  A.M.,  Ph.D. 
(W.  B.  Saunders  Co.),  125  (May) 
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AN  AMES  CLINIQUiCK 

CLINICAL  BRIEFS  FROM  MODERN  PRACTICE 

What  differentiates  '‘renal  diabetes’  ( renal 
glycosuria)  from  diabetes  mellitus? 

Blood  sugar  levels.  In  renal  glycosuria  they  are  normal;  in  untreated  diabetes, 
fasting  blood  sugars  are  usually  130  mg.%  or  over  and  postprandial  levels 
170  mg.% , or  more. 

Source:  Joslin,  E.  E;  Root,  H.  E;  White,  E,  and  Marble,  A.:  The  Treatment  of  Diabetes 
Mellitus,  ed.  9,  Philadelphia,  Lea  & Febiger,  1952,  pp.  701-702. 


A “URINE-SUGAR  PROFILE"  FOR 
CLOSER  CONTROL 

The  new  Clinitest  Urine-Sugar 
Analysis  Set  contains  an  improved 
Analysis  Record  form  that  enables 
even  closer  control  of  the  moderate 
and  the  severe  diabetic.  Daily  urine- 
sugar  readings  may  be  connected  to 
produce  a graph— a day-to-day 
“profile”  that  reveals  at  a glance 
individual  trends  and  degree  of 
control. 
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(chlorpromazine,  S.K.F.) 

one  of  the  fundamental  drugs  in  medicine 
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This  new  trademark  will  mean  more  and  more  to  you 
in  the  coming  months.  Simply  said,  we  recognize 
that  your  requirements  of  us  are  best  represented  by 
four  words  . . . tradition,  experience,  precision  and 
accuracy.  That’s  why  our  new  mark  has  the  three 
interlocking  triangles  ...  to  represent  tradition,  ex- 
perience, and  precision,  and  the  gunsight  super- 
imposed to  represent  accuracy. 

As  for  tradition , we  aim  to  serve  the  traditions  of  the 
medical  profession  out  of  our  long  experience  in  doing 
just  that. 

Our  manufactured  products — and  those  we  represent 
— are  put  together  with  painstaking  precision  for  the 
long-term  accuracy  of  performance  you  demand. 
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’’This  should 
lift  your  spirits 
and  make  you 
feel  better.” 


The  menopausal  patient  in  need  of  psychic  support . . . the  post- 
partum patient  suffering  the  “baby  blues”  . . . the  convalescent 
patient  worried  about  her  future  health  . . . these  and  many  other 
patients  will  often  benefit  from  the  antidepressant,  mood-lifting 
effect  of 

® Tablets  • Elixir 

Spansule  brand  of  sustained  release  capsules 

brand  of  dextro  amphetamine  plus  amobarbital 

When  the  depressed  patient  is  particularly  listless  and  lethargic,  she 
will  often  benefit  from  the  gentle  stimulating  effect  of 

Dexedrine'®  Tablets  » Elixir  • Spansule"  capsules 

brand  of  dextro  amphetamine 
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This  Book  is  due  on  the  last  date  stamped 
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be  made  on  or  before  the  date  of  expiration. 


DUE 


DUE 


jOLiaiaeu 

SEP  18  13S1 

OCT  20  1961 
MAR  2 0 1963 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


